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PLASTIC  SURGERY  OF  THE  FACE  WITH  ESPECIAL  REFERENCE  TO  THE 
NASAL  HUMP* 

L.  W.  NABERS,  M.D.,  F.I.C.S.,  Morristown 


Plastic  surgery  has  only  in  recent  years 
received  the  attention  it  deserves.  This  is 
doubly  true  of  the  cosmetic  corrections. 
Rhinoplastic  surgery,  however,  dates  back 
to  antiquity.  It  probably  started  in  India. 
There  is  plenty  of  evidence  to  show  that 
such  operations  were  performed  by  the 
Egyptians  as  far  back  as  3000  B.C. 

During  the  historic  Crusades  of  the  Mid- 
dle Ages,  a knowledge  of  this  type  of  sur- 
gery was  introduced  into  Europe.  In  1597, 
Tagliacozzi  published  a lengthy  treatise  on 
rhinoplasty,  but  under  another  designation. 
All  of  his  operations  were  for  the  recon- 
struction of  the  nose,  because  amputation 
of  that  organ  was  a common  punishment 
for  criminals  and  prisoners  . . . probably 
an  emphatic,  if  crude  way  of  serving  notice 
to  others  to  keep  their  noses  out  of  other 
people’s  business. 

Rhinoplasty  was  revived  during  World 
War  I,  and  all  reconstructive  surgery  great- 
ly advanced  in  World  War  II.  J.  Joseph 
may  be  considered  the  father  of  rhinoplasty 
where  loss  of  tissue  is  not  involved.  His 
operative  procedure  is  relatively  simple  and 
the  technic  is  not  difficult  to  perfect,  but 
it  has  been  avoided  by  most  otolaryngolo- 
gists. A few  of  the  extreme  cases  are 
sometimes  referred  to  plastic  surgery,  but 
many  common  deformities  are  usually  neg- 
lected. This  should  not  be.  To  quote  one 
of  the  most  eminent  surgeons  of  the  past 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  9,  10,  11,  1947. 


generation,  “A  person  not  only  deserves  to 
feel  his  best,  but  also  to  look  his  best.” 

Nasal  plastic  surgery  belongs  in  the  field 
of  rhinology.  As  it  is,  the  rhinologist 
should  be  the  most  capable  of  maintaining 
normal  physiology  because  it  requires  an 
intranasal  operation.  One  of  the  men  who 
has  done  most  to  stimulate  the  otolaryn- 
gologists into  effort  in  this  field  has  been 
Foman. 

Of  special  interest  to  the  plastic  sur- 
geon is  reconstruction  of  the  nose.  This 
specialty  has  attracted  such  eminent  work- 
ers as  Updegraff,  Blair,  Webster,  Smith, 
Straith,  and  Lamont.  A complete  knowl- 
edge of  the  anatomy  and  physiology  of  the 
nose  is  essential  to  a proper  understanding 
and  judgment  of  the  required  reconstruc- 
tive surgery. 

To  briefly  review  the  anatomy:  The  ex- 
ternal nose,  shaped  like  a triangular  pyra- 
mid, is  formed  of  a bony  and  cartilaginous 
framework  covered  by  muscles  and  integu- 
ment of  the  face  externally  and  lined  with- 
in by  periosteal  and  perichondral  layers 
overspread  by  mucous  membrane.  Above 
the  bridge  is  made  up  of  the  two  nasal 
bones  and  the  frontal  processes  of  the 
maxillae.  Five  principal  cartilages  con- 
stitute the  larger  part  of  the  nasal  frame- 
work. The  two  lateral  cartilages,  placed 
one  on  each  side  of  the  nose,  are  just  in- 
ferior to  the  nasal  bones.  Below  these  are 
the  greater  alar  cartilages,  one  on  each  side 
of  the  apex  or  tip  of  the  nose.  The  septal 
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cartilage  in  the  midline,  lying  between  and 
slightly  fused  with  the  above-named  car- 
tilages anteriorly,  extends  posteriorly  to 
its  attachment  with  the  perpendicular  plate 
of  the  ethmoid  and  vomer. 

Preliminary  to  any  surgery,  an  exact 
history  of  previous  operations  or  trauma  is 
essential.  Consideration  must  be  given  to 
the  nasal  bones,  which  may  suffer  displace- 
ment, over-riding,  protusion,  or  depression. 

One  important  observation,  stressed  by 
Brown,  in  “Reconstructive  Surgery  of  the 
Nose,”  is  that  of  the  triangle  formed  when 
the  head  is  tilted  backward.  By  this  means, 
the  asymmetry  of  the  lower  cartilages  may 
be  observed,  and  often  the  septum  may  be 
noted  to  encroach  to  one  side,  causing 
blockage. 

Common  nasal  deformities  include:  (1) 
hump  nose,  (2)  elongated  nose,  (3)  bul- 
bous nasal  tip,  (4)  drooping  nasal  tip, 
(5)  deflection.  The  first  four  are  usually 
congenital  in  origin  but  may  be  due  to 
trauma  or  previous  infection.  These  dif- 
ferences appear  equally  in  both  sexes,  but 
more  of  the  fairer  sex  seek  correction, 
probably  as  a matter  of  feminine  pride  in 
appearance.  And  one  can  hardly  blame 
them. 

Since  the  nose  is  the  most  prominent  part 
of  the  face,  it  is  more  subject  to  injury 
than  other  parts  of  the  body.  Likewise, 
due  to  its  prominence,  any  abnormality  in 
size,  shape,  etc.,  is  most  conspicuous.  Thus 
many  individuals  are  self  conscious  and 
develop  an  inferiority  complex  which  em- 
barasses  them  in  social  contacts.  Further- 
more, the  defects  interfere  with  normal 


nasal  functioning  and  cause  impairment  of 
health.  Rhinoplasty  approaches  the  cor- 
rection of  these  defects. 

Departures  from  normal  nose  structure 
are  so  numerous  and  so  commonly  merge 
into  one  another  that  it  is  most  difficult  to 
essay  any  formal  classification  of  them. 
Whether  they  involve  wholly  or  chiefly  the 
bony  cartilaginous  septum  is  the  main  con- 
sideration to  bear  in  mind  in  planning  cor- 
rective operative  procedure.  The  differ- 
ence in  modus  operandi  involved  in  this 
distinction  require  differentiation  of  wheth- 
er general  or  local  anesthesia,  the  recum- 
bent or  sitting  position  for  the  patient  shall 
be  employed. 

Before  deciding  on  any  surgical  correc- 
tion of  a septal  deformity,  it  is  an  excellent 
rule  to  spend  a week  or  two  in  subduing, 
somewhat,  the  chronic  catarrhal  rhinitis 
that  is  usually  present.  So  doing,  upon  the 
reduction  of  the  hyperplasia  and  persistent 
engorgement  of  the  turbinates  and  the  mu- 
cosa by  this  precaution  previous  to  opera- 
tion, one  is  gratified  to  find  that  compli- 
cations are  thus  avoided. 

If  there  is  no  marked  external  deform- 
ity and  if  there  is  no  serious  impairment 
of  free  nasal  respiration  to  compel  mouth 
breathing,  and  not  enough  pressure  upon 
the  turbinates  to  evoke  any  of  the  nerve 
reflexes,  or  to  interfere  with  drainage  from 
the  accessory  sinuses,  a wide  departure  of 
the  septum  from  exactly  normal  may  be 
permitted  to  remain.  Since  this  operation 
involves  much  skill  as  well  as  knowledge, 
it  is  not  one  to  be  taken  lightly. 
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In  all  corrective  surgery  of  the  deformi- 
ties of  the  septum,  whether  hump  nose, 
elongated  nose,  bulbous  nasal  tip,  drooping 
nasal  tip,  or  deviation  of  any  sort  or  de- 
gree, one  basic  principles  should  be  borne 
in  mind,  namely,  the  preservation  of  what- 
ever sufficient  mucous  membrane  to  cover 
completely  the  area  of  operation  as  can 
be  preserved.  The  substitution  of  cica- 
tricial tissue  for  the  normal  membrane  in 
this  condition  promotes  the  drying  of  se- 
cretion and  the  formation  of  crusts.  Fre- 
quent removal  of  them  brings  on  erosion, 
epistaxis,  and  eventually  may  occasion  per- 
forative ulceration.  These,  certainly,  are 
outcomes  to  be  avoided  at  all  costs. 

Submucous  resection  is  done  upon  the 
cartilaginous  part  of  the  septum.  But  the 
operation  is  not  simple  and  its  success  de- 
pends almost  as  much  upon  the  disposition 
of  the  patient  as  upon  the  surgeon’s  skill 
and  the  kind  of  deformity  being  corrected. 
The  operation  requires  some  little  time, 
and,  although  almost  complete  local  anes- 
thesia is  effective,  the  patient’s  nerves  and 
self-control  are  apt  to  leave  him  before  the 
surgeon  has  completed  his  task.  Hence, 
select  only  such  individuals  for  local  anes- 
thesia who  seem  to  have  the  balance  and 
pluck  to  permit  you  to  complete  it  without 
haste,  which  impairs  skill. 

If  submucous  resection  be  considered  un- 
wise, and  the  incisions  and  refracture  of 
the  cartilage  be  employed,  for  satisfactory 
results,  the  fracture  of  the  fragments  or 
flaps  should  be  so  thorough  that  they  can 
be  subsequently  retained  in  the  medial  line 


by  gentle  support  without  the  need  for 
even  the  slightest  pressure. 

Having  settled  upon  the  type  of  opera- 
tion, the  procedure  is  as  follows:  The  skin 
of  the  nose  and  face  is  prepared  first  with 
green  soap  and  water,  then  with  tincture 
of  mecresin.  The  head,  face,  and  neck  are 
draped  with  sterile  linen,  and  a sterile  tech- 
nic is  followed  to  the  letter.  Anesthesia 
can  usually  be  obtained  with  a local  infil- 
tration (1  per  cent  procain  hydrochloride 
with  six  drops  of  1 :1000  epinephrine  hydro- 
chloride to  the  ounce).  Local  application 
of  cocaine  crystals  is  used  intranasally. 
The  incisions  are  made  intranasally  be- 
tween the  alar  and  upper  lateral  cartil- 
ages. These  are  joined  medially  and  ex- 
tended onto  and  through  the  nasal  septum 
whenever  the  nose  is  to  be  shortened.  The 
mucous  membrane  is  elevated  from  the  un- 
derlying structure  by  scissors  or  knife  dis- 
section and  the  periosteum  is  elevated  over 
the  nasal  bones.  The  dorsal  deformity  (the 
hump)  can  then  be  removed.  This  is  ac- 
complished by  using  Joseph’s  saw,  or  with 
a chisel.  Although  most  surgeons  use  saws, 
Stratma  prefers  the  chisel.  The  nasal 
bones  must  be  fractured  medially  to  cor- 
rect the  flat  dorsum  after  removal  of  the 
hump.  The  removed  portion  of  the  hump 
consists  of  bone,  lateral  cartilage,  and  nasal 
septum. 

The  columella  is  sutured  to  the  septum 
by  two  heavy  silk  sutures.  The  first  of 
these  can  be  used  to  raise  or  lower  the  nasal 
tip  as  indicated.  Anterior  nasal  cavity  is 
packed  loosely  and  a moldable  splint  is 
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used  for  external  mobility.  This  is  pro- 
cedure as  applied  to  the  correction  of  hump 
nose,  and,  with  specific  modification,  to  the 
elongated  and  drooping  nasal  tip. 

Complications  in  rhinological  surgery 
are  not  common.  As  previously  stated,  an 
operation  should  never  be  performed  in 
the  presence  of  any  nasal  infection. 

When  infections  do  occur,  they  will  usu- 
ally respond  to  sulfonamide  or  penicillin 
therapy.  However,  occasionally,  external 
drainage  may  be  necessary.  It  is  to  be 
observed  that  all  patients  have  a rather 
extensive  swelling  and  ecchymosis  around 
the  eyes,  but  this  begins  to  subside  within 
three  or  four  days.  Unsatisfactory  out- 
comes may  be  avoided  by  careful  selection 
and  analysis  of  individual  cases  and  by  an 
evaluation  of  the  proper  procedure  to  em- 
ploy. Only  cases  of  noticeable  external  de- 
formity or  impairment  of  function  should 
be  considered  for  operation. 

Poor  outcomes  are  usually  due  to  failure 
to  correct  one  deformity  occurring  in  com- 
bination with  another,  or  as  Safin  points 
out,  failure  to  reconstruct  the  rest  of  the 
nose  after  removal  of  the  primary  deform- 
ity. Griesman  states  that  with  the  ele- 
vation of  the  skin,  and  removal  of  sec- 
tion of  underlying  cartilage  and  bone,  it 
is  followed  by  scar  formation  which  in- 
terferes with  the  action  of  the  mus- 
cles of  the  nose  in  facial  expression.  He 
advocated  that  the  separation  be  made  as 
close  as  possible  to  the  bone  or  cartilage. 

Meticulous  technic  and  good  surgical 
judgment  are  the  sina  qua  non  for  success- 
ful rhinoplastic  surgery.  A person  who 
submits  to  this  operation  is  expecting  the 
correction  of  a deformity.  Complications 
with  resulting  disfigurement  are  not  ac- 
cepted graciously  by  this  type  patient. 

Summary 

1.  Rhinoplasty,  although  one  of  the  old- 
est branches  of  plastic  surgery,  has  been 
greatly  neglected. 

2.  Operation  itself  comparatively  simple. 

3.  Infection  uncommon. 

4.  Final  results  gratifying  in  properly 
selected  cases. 
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DISCUSSION 

DR.  WILLIAM  MILTON  ADAMS  (Memphis): 
I have  enjoyed  very  much  listening  to  this  parer. 
It  is  a very  good  paper,  and  Dr.  Nabers  has  shown 
some  very  fine  cases. 

I am  always  glad  to  hear  someone  talk  on  rh'no- 
plasty  and  correction  of  nasal  deformities,  because 
to  me  it  is  one  of  the  major  deformities  and  one 
which  is  not  generally  appreciated  by  the  medical 
profession  at  the  present  time. 

I would  like  to  disagree  with  our  speaker  in 
this  respect,  that  the  cases  with  marked  deformity 
do  not  always  necessarily  indicate  an  operation. 
May  I say  it  another  way:  The  size  of  the  de- 
formity does  not  indicate  the  seriousness-  of  the 
deformity.  Some  of  the  worst  cases  I have  had 
physically,  in  all  types  of  people,  maniac  depres- 
sive psychoses,  melancholia,  left  their  family  and 
lost  their  job,  were  worrying  about  a very  mild, 
very  unnoticeable  disarrangement  of  some  fea- 
tures about  their  face.  It  might  have  been  a very 
slight  hump  or  a very  slight  saddleback  nose,  a 
bu'bous  tip,  or  what  not. 

So,  how  large  or  how  severe  the  deformity  is  to 
the  patient,  be  sure  it  is  a fact  that  it  is  a big 
deformity  to  him  and  a big  worry,  and  to  me  is 
an  indication  for  operation.  If  we  have  a very 
large  grotesque  nose  and  it  does  not  bothcr  the 
patient  (or  practically  not),  then  there  is  no 
serious  indication  for  changing  that  person’s  gen- 
eral appearance. 

I agree  heartily  with  our  speaker  that  Mo  one 
should  attempt  this  type  of  work  until  he  has  had 
a thorough  study  of  the  nose,  both  as  to  external 
features  with  reference  to  how  the  nose  fits  the 
face,  and  I would  like  to  say  here  that  every  fac’ 
requires  a certain  type  of  nose — in  other  words, 
you  should  fit  the  nose  to  the  face.  That,  you 
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might  call  it,  is  esthetic  surgery.  What  is  a good 
looking  nose  to  you  might  not  be  a very  good 
looking  nose  to  me,  but  one  should  have  an  artistic 
sense  or  the  ability  to  judge  what  is  best. 

One  who  makes  a particular  study  of  this  is 
more  likely  to  build  a nose  which  is  harmonious 
with  the  rest  of  the  facial  features.  It  is  not 
necessarily  mechanical.  The  doctor  might  be  a 
good  ear,  nose  and  throat  man,  and  might  know 
all  the  pathological  disarrangements  and  condi- 
tions that  exist,  such  as  parasitic  disease  and  the 
like,  but  might  not  have  any  esthetic  sense  in  fit- 
ting the  nose  to  the  patient. 

The  most  important  consideration  is  to  give  the 
patient  a good  breathing  space.  Never  leave  a 
patient  with  an  obstructive  nose.  If  you  leave  him 
with  a good  breathing  space  and  still  do  not  give 
him  a nose  that  fits  his  face,  then  you  are  likely 
to  have  a patient  who  is  unhappy. 

A number  of  good  ear,  nose  and  throat  men 
are  going  to  New  York  to  take  courses  under  Dr. 
Foman,  who  has  written  a very  excellent  book  on 
plastic  surgery,  and  congratulations  to  him.  I 
think  it  is  one  of  the  best  compiled  books  on 
plastic  surgery. 

Thank  you  very  much. 

DR.  D.  ISBELL  (Chattanooga):  Dr.  Nabers  has 
given  us  an  interesting  paper,  both  from  the  his- 
torical standpoint  and  from  the  standpoint  of 
present-day  considerations  of  rhinoplasty. 

My  concern  with  such  cases  has  been  limited  to 
those  without  soft  tissue  loss,  or  in  other  words, 
those  with  bony  and  cartilagenous  defects.  I agree 
that  these  properly  belong  in  the  field  of  the  rhi- 
nologist  because  of  his  special  preparation  in  that 
field.  There  can  be  no  question  but  that  the  pa- 
tient’s face  may  be  his  fortune  or  his  misfortune, 
especially  in  the  case  of  women,  and  one  is  jus- 
tified in  considering  at  least  the  fairly  marked 
defects  purely  from  the  cosmetic  angle.  It  should 
be  emphasized  very  definitely,  however,  that  the 
cosmetic  situation  is  very  often  associated  with 
defects  directly  affecting  the  nasal  function.  In 
other  words,  the  defect  exists  not  only  externally 
but  internally,  especially  in  regard  to  the  septum 


and  other  structures.  It  is,  therefore,  not  possible 
to  correct  either  one  adequately  without  the  cor- 
rection of  both.  Although  one  is  justified  in  con- 
sidering the  more  marked  external  defects  purely 
from  a cosmetic  angle,  I feel  certain  that  it  is  a 
mistake  in  general  to  render  surgical  treatment 
in  the  very  minor  defects  of  the  overwhimsical 
patient  or  would-be  beauty  queen  with  distorted 
impressions  about  her  looks.  Such  patients  would 
be  very  difficult  to  satisfy  and  it  is  best  not  to 
start  on  them. 

Mention  is  made  regarding  anesthesia  and  also 
regarding  the  recumbent  or  sitting  position  for 
the  patient.  My  personal  preference  would  always 
be  the  recumbent  position  for  the  operation  with- 
out exceptions,  and  almost  always  local  anesthesia. 
Any  local  anesthesia  of  a lengthy  duration  is  apt 
to  fail  in  the  absence  of  an  adequate  basal  pre- 
medication to  rid  the  patient  of  his  apprehension. 
If  this  pre-anesthetic  medication  is  adequate,  the 
patient  is  apt  to  remain  relaxed,  free  of  pain,  and 
to  gain  a fairly  certain  insurance  against  reaction 
from  the  anesthetic  materials.  In  this  respect 
there  is  no  comparison  between  morphine-atropine 
and  morphine-scopolamine  in  their  effects. 

In  the  case  of  the  moderate  septal  defects  with 
a degree  of  obstruction  many  of  these  patients 
could  get  by  without  operation  if  they  did  not  in- 
dulge in  the  national  scourge  of  using  nose  drops 
with  the  result  that  the  nose  remains  more  or  less 
completely  blocked. 

I should  like  to  make  a plea  for  a little  more 
serious  consideration  of  the  freshly  fractured  nose 
with  the  resulting  internal  and  external  deformity 
than  is  sometimes  given  to  such  patients.  If  pos- 
sible, I feel  that  it  is  preferable  that  a rhinologist 
should  see  them.  As  a rule,  even  the  extensive 
defects  can  be  well  corrected  if  carried  out  about 
the  fifth  or  sixth  day  following  the  accident.  This 
as  a rule  is  preferable  to  an  immediate  attempt. 
If  the  displaced  fragments  are  carelessly  allowed 
to  heal,  quite  a difficult  and  more  extensive  pro- 
cedure will  be  necessary  in  order  to  correct  the 
defect. 
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THE  MANAGEMENT  OF  CARDIAC  EMERGENCIES* 

BERSEIN  M.  OVERHOLT,  M.D.,  F.A.C.P.,  Knoxville 


In  considering  the  management  of  heart 
disease,  one  of  the  most  interesting  phases 
is  the  management  of  acute  cardiac  emer- 
gencies. In  many  cases  the  proper  evalua- 
tion, recognition  and  subsequent  treatment 
of  a cardiac  emergency  are  a life-saving 
procedure. 

In  considering  cardiac  emergencies  prob- 
ably everyone  would  immediately  think  of 
coronary  occlusion.  We  are  coronary  con- 
scious and  are  diagnosing  not  only  the  typ- 
ical case  of  coronary  occlusion,  but  the  atyp- 
ical case  as  well.  Unfortunately,  our  ther- 
apy has  not  kept  strides  with  our  diagnostic 
ability,  and  as  a result  treatment  is  lim- 
ited by  lack  of  specific  therapy.  The  basis 
for  treatment  mainly  is  complete  bed  rest 
for  a period  of  from  four  to  eight  weeks, 
depending  upon  the  extent  of  the  coronary 
occlusion.  Recently  there  has  been  a move- 
ment to  get  patients  with  coronary  occlu- 
sion out  of  bed  earlier  in  order  to  prevent 
the  incidence  of  embolic  and  thrombophle- 
bitic  phenomena.1  However,  this  is  con- 
troversial at  the  present  time  and  until  the 
question  is  answered  it  would  probably  be 
safer  to  follow  a more  conservative  pro- 
gram. 

Morphine,  grains  one-quarter,  and  atro- 
phine,  grains  one  one-hundred  and  fif- 
tieth, are  the  drugs  of  choice  for  relief  of 
pain  and  to  combat  shock.  Reassurance 
and  re-education  comprise  the  other  basic 
method  of  treatment.  From  there  on  treat- 
ment varies,  depending  upon  the  beliefs 
of  different  cardiologists.  Some  prefer  to 
give  papaverine,  grains  one,  three  or  four 
times  daily  because  of  its  excellent  vaso- 
dilator effect.  The  use  of  other  coronary 
vasodilators,  such  as  aminophyllin,  grains 
three,  four  times  daily,  or  thesodate,  cal- 
purate  or  purital  three  or  four  times  daily, 
is  of  questionable  value.  Quinidine  sul- 
phate, grains  three,  four  times  daily,  is 
used  routinely  by  some  in  the  belief  that 
this  will  prevent  the  occurrence  of  ven- 
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tricular  tachycardia.  Others  believe  that 
quinidine  should  be  limited  to  those  cases 
which  show  signs  of  increasing  irritability 
of  the  cardiac  muscle  such  as  the  frequent 
and  increasing  occurrence  of  premature 
systoles.  Digitalis  should  not  be  used  as 
a routine  measure  in  the  treatment  of  cor- 
onary occlusion,  but  is  only  indicated  when 
the  usual  indications  for  digitalis  occur, 
namely,  cardiac  failure. 

The  diet  for  the  first  forty-eight  hours 
should  be  mainly  liquid  and  not  over  six 
hundred  calories.  After  this  initial  period, 
protein  should  consist  of  at  least  one  gram 
per  kilogram  of  body  weight.  Fat  should 
be  at  a minimum,  and  the  rest  of  the  caloric 
intake  up  to  one  thousand  calories  should 
be  made  up  of  carbohydrate.  The  total  cal- 
ories should  be  given  in  four  or  five  feed- 
ings rather  than  in  three. 

There  are  two  or  three  things  that  I 
would  like  to  stress  because  I think  they 
are  very  important.  One  is  the  better  ap- 
preciation of  the  basic  personality  structure 
of  the  patient  with  coronary  occlusion  in 
order  that  the  psychosomatic  aspects  of  his 
disease  may  be  more  fully  recognized  and 
treated.2 

The  other  point  that  I would  like  to  em- 
phasize is  the  use  of  oxygen  in  coronary 
occlusion.  In  many  textbooks  you  will  read 
that  oxygen  should  be  employed  when 
cyanosis,  dyspnea  and  orthopnea  appear. 
It  is  my  belief  that  waiting  until  these 
symptoms  appear  is  wrong.  I feel  that 
oxygen  should  be  used  almost  routinely 
during  the  first  twenty-four  hours  because 
of  the  fact  that  this  will  augment  the  local 
oxygen  supply  to  the  affected  myocardium 
during  the  early  period  of  shock.  Even 
though  cyanosis  is  not  evident  and  oxygen 
saturation  is  normal,  the  additional  oxy- 
gen may  be  of  critical  value  in  combating 
the  local  myocardial  anoxia.  Very  fre- 
quently one  will  observe  that  the  admin- 
istration of  oxygen  will  also  relieve  pre- 
cordial pain.  Fear  of  the  use  of  oxygen 
on  the  part  of  the  patient  can  be  prevented 
by  the  simple  expedient  of  taking  the  time 
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to  explain  to  the  patient  that  oxygen  will 
be  of  considerable  value  for  a period  of 
twenty-four  to  forty-eight  hours. 

A question  that  I would  like  to  discuss 
briefly  is  the  use  of  anticoagulants.  In 
1938,  Best  of  Toronto  found  that  coronary 
thrombi  could  be  produced  in  the  dog  and 
that  these  thrombi  could  be  prevented  by 
the  proper  use  of  anticoagulants.  This  im- 
mediately brought  up  the  question  of  the 
cliircal  application  of  anticoagulants  both 
from  the  standpoint  of  preventing  coronary 
thrombi  and  of  the  prevention  of  the  inci- 
dence of  clinical  embolism.  Over  a large 
series  of  cases  approximately  sixteen  per 
cent  of  patients  with  coronary  occlusion 
developed  signs  of  clinical  embolism,  either 
pulmonary,  cerebral  or  peripheral.  For  ex- 
ample, of  one  hundred  and  twenty-eight 
cases  of  coronary  occlusion  reported  by 
Barnes  in  1941,  there  were  sixty  deaths, 
and  of  these,  six  resulted  from  massive  pul- 
monary emboli.5  In  one  hundred  cases  of 
consecutive  acute  coronary  occlusion,  there 
were  found  embolic  or  thrombotic  compli- 
cations in  thirty-seven  cases.4  Blumer,  in 
reviewing  nine  hundred  and  forty-five 
cases  of  coronary  occlusion,  found  the  num- 
ber of  clinical  embolism  to  be  about  four- 
teen per  cent.5  Recently  Peters  presented 
a series  of  fifty  patients  with  coronary  oc- 
clusion who  were  given  dicumarol,  with 
their  prothrombin  clotting  times  checked  by 
both  diluted  and  undiluted  plasma,  and  out 
of  these  fifty  cases,  only  one  developed  em- 
bolic phenomena,  which  is  an  incidence  of 
2 per  cent8.  Since  Peters  reported  his  work, 
several  investigators  have  reported  similar 
series,  and  in  every  series  of  cases  so  far 
there  has  been  a decrease  in  the  incidence 
of  clinical  embolism  or  thrombosis  from 
about  sixteen  per  cent  to  two  per  cent.  The 
dosage  is  usually  two  hundred  or  three 
hundred  milligrams7  of  dicumarol  initially, 
subsequent  dosage  to  be  determined  by  pro- 
thrombin clotting  times,  using  the  diluted 
or  undiluted  plasma  every  other  day.  Pa- 
tients have  taken  dicumarol  routinely  for 
approximately  three  years  without  any 
toxic  effects.8  The  widespread  use  of  this 
procedure  is  limited  at  present  by  compli- 


cated laboratory  technique  and  certainly 
awaits  further  investigation. 

Now  regarding  the  emergency  treatment 
of  angina  pectoris.  The  drug  of  choice  for 
the  relief  of  the  immediate  pain  is  nitrites. 
Nitroglycerin  is  prescribed  with  the  dos- 
age ranging  from  one  two-hundredths  up  to 
one  one-hundredth  of  a grain,  depending 
on  the  reaction  that  the  patient  experi- 
ences. Frequently  when  the  drug  is  first 
employed  the  patient  will  experience  dis- 
agreeable reactions,  such  as  a drop  in  blood 
pressure,  severe  headache,  palpitation  and 
tachycardia.  However,  actually  there  is 
no  reason  for  these  reactions  to  occur  if 
one  will  take  the  time  to  give  the  patient 
a small  dose,  say  as  little  as  one  four- 
hundredths  of  a grain  initially  in  the  of- 
fice, and  then  gradually  increase  the  dosage 
to  the  tolerance  of  the  patient.  It  can  be 
prescribed  as  often  as  every  two  hours  if 
necessary  for  relief  of  severe  angina.  Amyl 
nitrite  by  inhalation  is  used  by  many; 
however,  the  odor  is  objectionable  and 
there  also  is  some  objection  which  the  pa- 
tient may  have  to  crushing  the  pearl  in  his 
handkerchief  and  holding  it  in  the  pres- 
ence of  others.  A tablet  under  the  tongue 
is  much  less  conspicuous.  A drink  of  whis- 
key may  bring  relief  from  the  acute  anginal 
attack,  but  certainly  is  not  as  efficacious  as 
the  nitrites. 

The  patient  should  be  instructed  never 
to  eat  a heavy  meal ; he  should  be  re-edu- 
cated regarding  his  mode  of  life.  Tobacco 
should  probably  be  discontinued ; however, 
at  times  it  is  difficult  to  obtain  the  coopera- 
tion of  patients  in  this  respect.  The  ques- 
tion of  the  routine  use  of  the  xanthines  of 
niacin,  sex  hormones,  quinidine,  cobra  venom 
and  thiuracil  is  controversial  at  the  present 
time.  Surgical  procedures  have  included 
cervical  sympathectomy,  paravertebral  al- 
cohol block,  grafting  operations  and  total 
thyroidectomy. 

The  next  thing  that  I would  like  to  take 
up  briefly  is  the  treatment  of  cardiac  ar- 
rhythmias causing  acute  cardiac  emergen- 
cies. These  include  paroxysmal  auricular 
and  ventricular  tachycardia,  paroxysmal 
auricular  fibrillation,  auricular  flutter,  and 
Stokes-Adams  syndrome. 
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Paroxysmal  Auricular  and  Ventricular 
Tachycardia 

When  the  physician  is  called  upon  to 
halt  a paroxysmal  auricular  tachycardia, 
the  most  effective  instrument  is  stimula- 
tion of  the  vagus,  and  the  simplest  and  best 
known  maneuver  is  carotid  sinus  pressure. 
The  next  procedure  usually  carried  out  is 
pressure  on  the  eyeballs.  Change  of  pos- 
ture may  be  effective.  Syrup  of  ipecac, 
one  or  two  teaspoons,  is  unpleasant  but 
will  stop  most  attacks.  Sedation  at  times 
is  effective.  Mecholyl  is  a powerful  vagal 
stimulant  and  in  doses  of  fifteen  to  fifty 
milligrams  may  cause  cessation  of  an  at- 
tack. Side  effects  are  at  times  severe  and 
consist  of  nausea,  vomiting,  fainting  asys- 
tole, sweating  and  lacrimation,  and  can  be 
combatted  almost  immediately  by  the  use 
of  one-sixtieth  of  a grain  of  atropine. 
Mecholyl  should  not  be  used  unless  atropine 
is  ready  for  immediate  use.  Digitalis  is 
probably  the  most  satisfactory  drug  for  the 
treatment  of  the  difficult  and  recurring  case 
of  supraventricular  tachycardia.  Other 
drugs  which  may  be  used  are  (1)  magnesi- 
um sulphate,  10  cc.  of  a 20%  solution,  intra- 
venously, (2)  calcium  gluconate,  10  cc.  of 
a 10%  solution,  intravenously,  (3)  prostig- 
mine,  1 to  2 cc.  of  1/2000  solution  intra- 
muscularly. 

Ventricular  tachycardia  is  almost  always 
associated  with  heart  disease.  Quinidine 
is  the  drug  of  choice  and  may  be  given, 
six  grains  every  two  hours  for  eight  to 
ten  doses,  with  little  hazard.  Quinidine 
may  be  administered  orally,  intramuscu- 
larly or  intravenously.  If  given  intrave- 
nously, it  should  be  given  as  five  grains  di- 
luted in  50  cc.  of  normal  saline.  Other 
drugs  sometimes  used  are  potassium  chlo- 
ride, gram  two  every  two  to  four  hours; 
atropine,  grains  one-thirtieth ; magnesium 
sulphate,  10  cc.  of  a 20%  solution  used  in 
conjunction  with  quinidine. 

Paroxysmal  Auricular  Flutter 

Auricular  flutter  is  readily  diagnosed  by 
the  electrocardiogram.  Digitalis  is  the 
drug  of  choice  and  in  most  cases  causes 
reversion  to  normal  rhythm.  In  other  cases 
it  may  convert  the  flutter  to  fibrillation. 
Quinidine  may  be  necessary  to  convert 


cases  of  fibrillation  to  normal  rhythm.  Any 
one  of  the  standard  digitalis  preparations 
in  full  digitalizing  doses  during  a period 
of  twenty-four  hours  is  satisfactory. 
Paroxysmal  Auricular  Fibrillation 
Acute  paroxysmal  auricular  fibrillation 
may  be  associated  with  heart  disease  but 
occurs  frequently  where  no  evidence  of 
heart  disease  can  be  found  at  all.  The  pa- 
tient is  usually  quite  distressed  as  is  the 
case  in  the  paroxysmal  tachycardias,  and 
complains  quite  bitterly  of  palpitation. 
Digitalis  may  be  used  to  slow  the  ventric- 
ular rate,  following  which  conversion  to 
regular  rhythm  is  attempted  by  the  use  of 
quinidine.  The  usual  method  is  to  give  a 
test  dose  of  quinidine,  and  if  no  toxic  ef- 
fects are  noted,  then  six  grains  of  quini- 
dine are  administered  every  two  hours  for 
six  to  eight  doses. 

Adams-Stokes  Syndrome 
Adams-Stokes  syndrome  is  a sudden  loss 
of  consciousness  due  to  cerebral  anemia 
from  temporary  standstill  of  the  heart. 
The  aim  of  treatment  is  to  stimulate  the 
ventricular  pace-maker.  The  aspect  of  the 
Adams-Stokes  syndrome  which  the  phy- 
sician is  usually  called  upon  to  treat  as  an 
emergency  measure  is  the  case  in  which  a 
patient  is  having  a series  of  attacks  of 
faintness  or  convulsions  and  unconscious- 
ness. The  diagnosis  is  confirmed  by.  clin- 
ical examination  and  electrocardiogram, 
and  the  drug  of  choice  is  epinephrine,  five 
to  eight  minims  subcutaneously  as  often  as 
every  two  to  three  hours.  If  continued 
treatment  is  necessary,  ephedrine,  three- 
eights  of  a grain,  or  p'aredrine,  grain  one- 
half  every  four  to  six  hours  by  mouth  may 
prove  adequate.  Barium  chloride,  one  to 
three  grains  three  times  daily  by  mouth  is 
occasionally  used.  Atropine,  grain  one- 
thirtieth  subcutaneously,  is  sometimes  ef- 
fective. Oxygen  and  aminophyllin  are  also 
used  at  times. 

Cardiac  Tamponade 
Cardiac  tamponade  occurs  when  exces- 
sive fluid  accumulates  in  the  pericardial 
cavity,  exerting  pressure  on  the  great  veins 
and  thus  interfering  with  venous  inflow  to 
the  heart.  It  may  be  caused  by  inflamma- 
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tory  exudates,  rheumatic  pericarditis  or 
from  hemorrhage  resulting  from  stab  or 
bullet  wounds.  In  an  occasional  case  the 
intrapericardial  pressure  reaches  a critical 
point  quickly  and  the  pericardium  should 
be  tapped  immediately.  These  cases  must 
be  watched  with  the  greatest  of  care. 

Acute  Left  Ventricular  Failure 

Acute  left  ventricular  heart  failure  rep- 
resents another  dramatic  episode.  Veni- 
section and  the  removal  of  three  hundred 
to  six  hundred  cc.  of  blood  may  produce 
prompt  and  dramatic  results.  The  appli- 
cation of  tourniquets  to  the  extremities 
with  sufficient  pressure  to  prevent  venous 
return  flow  may  also  help.  Morphine  sul- 
phate, grain  one-quarter,  should  be  given 
at  the  onset  of  the  attack.  Strophanthin 
K,  grain  one-hundredth,  used  intravenously 
produces  dramatic  results.  Oxygen  may 
also  be  employed.  Aminophyllin  intrave- 
nously is  at  times  helpful. 
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DISCUSSION 

DR.  R.  B.  WOOD  (Knoxville):  Mr.  President 
and  members  of  the  Association,  I would  like  to 
confine  my  remarks  to  just  a very  few  of  the 
points  that  Dr.  Overholt  made  in  a very  excellent 
presentation.  I would  like  to  compliment  him  on 
the  excellency  with  which  he  presented  this  paper 
to  you. 

There  can  never  be  laid  down  a routine  for  the 
management  of  any  particular  cardiac  emergency. 


That  is  particularly  true  in  regard  to  the  treat- 
ment of  the  acute  coronaries  which  are  becoming 
so  frequent.  One  of  the  reasons  for  that  is  be- 
cause of  the  psychosomatic  element. 

Not  only  does  the  psychological  attitude  of  the 
individual  vary  a great  deal,  but  the  individual 
response  to  drugs  varies  a great  deal.  The  con- 
clusions of  men  who  apply  these  drugs  are  subject 
to  many  variables,  leading  us,  I think,  often  to 
imperfect  judgment  about  what  we  really  do  see 
as  a result  of  these  treatments. 

You  have  noticed  from  time  to  time  that  favor- 
able reports  emanate  from  different  groups  on 
the  use  of  some  particular  drug,  such  as  a vaso- 
dilator, the  use  of  androgens,  the  use  of  amino- 
phyllin. I think  one  of  the  reasons  that  accounts 
for  these  different  conclusions  and  the  different 
results  that  are  reported  is  due  to  the  fact  that 
we  lose  sight  so  often  of  the  natural  evolution  that 
takes  place  as  a result  of  the  time  factor. 

Nature  ever  strives  to  return  a disease  condition 
to  normalcy,  and  if  nature  is  given  a chance  by 
proper  rest,  proper  psychological  attitudes,  proper 
surroundings,  there  is  a natural  tendency  for  tis- 
sues to  heal,  and  we  incorrectly  ascribe  these  good 
results  often  to  the  drug  we  happen  to  be  using 
at  that  time. 

In  regard  to  the  use  of  the  xanthines,  person- 
ally I don’t  know  yet  what  we  believe  about  them. 

The  same  thing  is  true  in  regard  to  the  use  of 
such  drugs  that  lower  metabolic  rates.  Favorab’e 
results  have  been  reported  in  the  decrease  of  an- 
gina attacks,  for  instance,  by  the  use  of  thiouracil. 
I don’t  know  whether  we  should  use  those  drugs 
that  lower  metabolic  rate  and  cause  an  increase 
of  blood  cholesterol,  or  whether  we  shou’d  use 
drugs  such  as  thyroid  occasionally  in  order  to  de- 
crease the  cholesterol  content  of  the  blood,  which 
in  the  end  perhaps  will  benefit  the  patient  in  re- 
ducing the  possibility  of  future  occurrences.  A 
middle-of-the-road  attitude  has  to  be  assumed  in 
the  treatment  of  this,  as  we  do  in  regard  to  the 
use  of  many  of  the  other  things. 

I thoroughly  agree  with  Dr.  Overholt  in  his 
attitude  toward  the  use  of  tobacco.  Remember 
that  tobacco  is  still  classed  as  one  of  the  poisons 
in  therapeutics,  and  the  way  that  it  affects  the 
human  being  is  through  its  vasoconstricting  effect 
upon  the  arterial  circulation.  Many  cardiologists 
will  tell  you,  “All  individuals  are  not  susceptible 
to  tobacco.”  By  that  I think  that  all  individuals 
are  not  equally  affected  by  tobacco.  I think  to- 
bacco constantly  exerts  a vasoconstrictive  effect, 
upon  the  arterial  circulation. 

We  have  attempted  on  many  of  these  individuals 
who  resisted  giving  up  tobacco,  doing  therapeutic- 
tests.  I do  not  know  how  valuable  they  are.  We 
use  the  routine  of  having  the  individual  report  to> 
the  office  without  breakfast,  rest  for  an  hour  in  a 
room  of  a given  temperature,  and  record  his  b'ood! 
pressure  and  his  pulse  for  several  readings  in 
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order  to  obtain  a normal  average,  and  then  give 
him  two  cigarettes  to  smoke  and  inhale,  one  im- 
mediately following  the  other,  and  record  the  tem- 
perature and  the  pulse  and  the  blood  pressure. 
We  also  use  a thermometer  that  records  the  tem- 
perature of  the  tips  of  the  fingers  before  and  after. 

We  find  a surprisingly  large  number  of  individ- 
uals who  give  an  abnormal  response  to  one  of 
these  tests.  We  are  in  the  habit,  however,  of  al- 


most routinely  telling  these  individuals  that  they 
show  sensitivity  to  tobacco  even  on  a moderately 
abnormal  test,  feeling  rather  that  it  is  better  to 
err  on  the  side  of  safety,  although  we  must  be 
perfectly  honest  in  our  attitude  that  as  yet  we  do 
not  know  how  strongly  to  urge  the  abstinence  from 
this  drug. 

As  a whole,  I believe  tobacco  is  definitely  con- 
traindicated in  any  arterial  disease.  (Applause.) 


January,  1948 


THE  WHY  OF  PUS  AND  BLOOD  IN  THE  URINE* 


GEORGE  R.  LIVERMORE,  M.D.,  Memphis 

The  finding  of  pus  and  blood  cells  in  the 
urine  is  so  often  dismissed  with  the  nota- 
tion, “Too  few  to  be  of  any  consequence.” 

This  may  apply  in  some  cases,  but  it  is  a 
fact  that  serious  lesions  may  be  present  in 
the  genito-urinary  tract,  or  there  may  be 
some  constitutional  disease  which  manifest 
themselves  only,  by  the  presence  of  a rare 
pus  and  blood  cell.  Of  course,  it  is  true  that 
we  may  find  a rare  pus  or  blood  cell  in  the 
urine  of  many  patients,  which  is  due  to  some 
simple  condition  such  as  chronic  prostatitis 
or  congestion  of  the  veru,  but  it  is  also  a 
fact  that  serious  conditions  such  as  tuber- 
culosis and  carcinoma  of  the  kidneys  or 
bladder  may  be  present  when  the  urine  con- 
tains only  a rare  pus  and  blood  cell.  Both  of 
these  conditions,  too,  may  cause  very  pro- 
fuse hemorrhage.  In  fact,  so  profuse  that 
blood  transfusions  may  be  necessary  to  pre- 
vent death.  And  again,  when  carcinoma  or 
tuberculosis  involves  the  urinary  tract,  a 
profuse  hemorrhage  may  occur,  clear  up 
within  a few  hours  or  days  and  remain 
clear  for  many  months. 

It  is  just  such  cases,  and  in  fact  in  all 
cases,  which  have  blood  and  pus  cells  in 
the  urine  that  the  attending  physician,  or 
surgeon,  makes  a grievous  error  in  pre- 
scribing calcium,  ceanothyn,  potassium  ci- 
trate, vitamine  K or  urophosphates  and 
when  the  urine  clears  (which  it  frequently 
does  with  or  without  any  form  of  therapy) 
feels  that  he  has  cured  the  patient.  The 
relief  from  hematuria  has  lulled  him  and 
his  patient  into  a false  sense  of  security, 
when  the  carcinoma  or  tuberculosis  is  con- 
tinuing to  increase  and  will  be  manifested 
in  weeks  or  months  by  more  profuse  hem- 
orrhage or  other  evidences  of  these  condi- 
tions. If  this  method  of  treating  the  hem- 
orrhage, rather  than  its  cause,  is  persisted 
in,  an  operable  and  curable  case  may  be 
rendered  inoperable  and  incurable. 

Etiology  : Hematuria  may  be  due  to 
intra  or  extra  urinary  tract  lesions  or  to 
constitutional  disease  or  their  sequellae. 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  9-10-11,  1947. 


Intra  Urinary  Tract  Lesions:  Polycystic 
kidney,  renal  tuberculosis,  movable  and 
floating  kidney,  kidney,  pelvic  and  ureteral 
infections  and  tumors,  papillitis,  renal  pel- 
vic, ureteral,  bladder,  urethral  and  pre- 
pucial  calculi,  hydronephrosis,  embolism 
and  thrombosis  of  kidney  vessels,  nephritis, 
kinks  and  strictures  of  the  ureter,  bladder 
tumors,  hypertrophy,  carcinoma  and  cal- 
culi of  the  prostate,  acute  and  chronic  cys- 
titis, stricture  of  the  urethra,  acute  and 
chronic  urethritis,  urethral  tumors  and 
calculi. 

Extra  Urinary  Causes:  Appendicitis,  the 
acute  appendix  by  proximity  to  the  ureter 
may  cause  ureteritis  and  hematuria  and 
by  absorption  of  toxine  may  cause  pyelone- 
phritis and  hematuria.  Inflammations  of 
the  tubes  and  ovaries  act  in  the  same  way, 
as  do  the  seminal  vesicles  in  the  male,  and 
the  rupture  of  an  uler  of  the  bowel  or  ab- 
scessed appendix  into  the  bladder. 

Systemic  or  Constitutional:  Hemophilia, 
leucaemia,  polycythaemia,  scurvy,  Hodgkins 
Disease,  purpura  hemorrhagicia  and  arteri- 
osclerosis. 

Eisendrath  and  Rolnick  also  state  that 
vicarious  menstruation  by  way  of  bladder, 
nine  cases,  or  kidney,  two  cases,  has  been 
reported  by  Roth. 

With  such  an  array  of  causative  agents, 
it  is  often  difficult  to  locate  the  source  of 
the  hemorrhage  and  especially  is  this  true 
after  the  hemorrhage  has  subsided.  It  is, 
therefore,  best  to  send  the  patient  for  ex- 
amination when  hematuria  is  present. 

Conditions  in  which  numerous  pus  cells 
are  found  in  the  urine,  which  are  of  no 
pathological  significance  are,  following  pros- 
tatectomy and  to  a lesser  degree  resection. 
So  many  of  these  patients  have  trabecu- 
lated,  thickened  and  often  sacculated  blad- 
ders which  make  it  well  nigh  impossible  to 
free  the  urine  of  pus,  despite  bladder  irri- 
gations, sulfa  drugs,  urinary  antiseptics  and 
penicillin  or  streptomycin. 

As  you  know,  the  mere  passage  of  a 
catheter  for  retention  from  any  cause  is 
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frequently  followed  by  a chill  and  high 
fever.  Of  course,  the  incidence  of  chill 
and  fever  is  greatly  increased  following 
the  passage  of  a sound  or  a cystoscope, 
the  so-called  urinary  fever.  These  may 
continue  at  daily,  or  two  or  three  times 
daily,  intervals.  Such  reactions  may  be 
prevented  and  relieved  after  they  have  oc- 
curred by  the  intravenous  administration  of 
uritone  gr.  XXXI,  which  is  hexamethylena- 
mine  tetramine  in  ampoule  ready  for  in- 
travenous use  or  1%  mercurochrome  in 
50%  glucose,  1 cc.  to  2 cc.  increased  1 cc. 
daily  up  to  5 cc.  Cultures  of  the  urine  to 
determine  the  advisability  of  penicillin  or 
streptomycin,  as  well  as  blood  cultures, 
should  be  made  if  the  chills  and  fever  per- 
sist. 

In  cases  of  prostatic  hypertrophy,  when 
the  urine  contains  a large  amount  of  pus 
and  it  becomes  necessary  to  catheterize  the 
patient,  cleanliness  and  gentleness  should 
be  your  watchwords.  If  the  bladder  is  over- 
distended, it  is  unwise  to  completely  empty 
the  bladder  as  hemorrhage  from  a ruptured 
blood  vessel  in  the  bladder  may  occur  or 
anuria  from  congestion  of  the  kidneys.  If, 
however,  you  should  empty  the  bladder 
completely  and  have  drawn  off  a large 
amount,  say  one-half  pint  or  more,  put  back 
three  or  four  ounces  of  phemerol  1-15,000, 
boric  saturated  solution  or  acriflavine  1 to 
5,000  and  then  remove  the  catheter.  If, 
however,  you  think  the  patient  is  likely  to 
have  a recurrence  of  retention,  leave  the 
catheter  in  the  bladder,  strapping  it  to  the 
penis  with  adhesive  straps  or  better  still 
use  a Foley  bag  catheter,  which  is  held  in 
by  dilating  the  bag  with  5 cc.  of  water. 
If,  after  removing  the  catheter,  the  patient 
can  void,  which  frequently  they  do,  this 
does  not  mean  that  they  will  continue  to 
do  so,  because  the  enlarged  prostate,  which 
was  the  cause  of  the  retention,  has  not  been 
relieved.  I have  seen  such  patients,  after 
catheterization  or  the  passage  of  a sound 
or  cystoscope,  void  more  freely  than  before 
the  instrument  was  introduced  and  the  pa- 
tient may  go  for  weeks  or  months  before 
he  has  another  attack  of  retention. 

I remember  a case  where  a man  for 
whom  I advised  prostatectomy  had  had  sev- 


eral attacks  of  retention  and  after  I had 
cystoscoped  him  he  voided  so  freely  that 
he  wrote  me  an  insulting  letter  accusing 
me  of  being  mercenary  in  advising  an  op- 
eration that  he  did  not  need.  I am  glad 
to  say  that  four  weeks  later  he  again  re- 
turned with  complete  retention,  apologized 
for  what  he  had  written  and  had  me  re- 
move his  prostate.  Therefore,  when  you 
have  patients  with  retention,  do  not  dis- 
charge them  until  a cystoscopic  examina- 
tion reveals  the  cause  of  the  retention. 

Pyelitis  in  children  causes  pus  in  the 
urine  with  chills,  fever,  and  sweats,  often 
simulating  malaria.  Some  cases,  however, 
have  few  symptoms  other  than  pus  cells 
in  the  urine.  Often  such  cases  can  be  re- 
lieved by  the  removal  of  infected  tonsils  or 
teeth.  Do  not  let  such  cases  continue  to 
have  repeated  attacks  without  a careful 
urological  study,  as  we  urologists  see  many 
cases  in  which  irreparable  damage  has  been 
done  by  postponing  cystoscopy  and  X-ray. 
Children  can  be  cystoscoped  with  the  same 
degree  of  ease  and  precision  as  the  adult 
and  usually  with  much  less  reaction. 

The  X-ray  alone  is  of  little  value  in  such 
cases  except  when  a stone  is  present,  but 
an  intravenous  pyelogram  will  often  prove 
of  great  diagnostic  help  and  possibly  make 
cystoscopy  unnecessary.  An  intravenous 
pyelogram,  however,  will  not  give  us  a re- 
port on  the  urine  from  each  kidney  and 
the  kidney  function  is  not  always  accurately 
demonstrated  by  the  presence  or  absence  of 
the  pelvic  outline  in  the  X-ray  film. 

Stone  in  the  urinary  tract,  too,  is  one  of 
the  common  sources  of  pus  and  blood  in 
the  urine,  and  it  is  not  unusual  to  have  a 
rare  pus  and  blood  cell  as  the  only  symptom 
in  this  condition.  In  fact,  people  who  have 
been  injured  in  automobile  wrecks,  when 
X-rayed,  often  show  a large  stone  or  stones 
in  the  kidneys,  bladder  or  ureters  which  had 
never  caused  the  patient  any  symptoms  of 
which  he  was  aware. 

I recently  had  a case  of  a woman  72 
years  of  age  who  was  knocked  down  by  an 
automobile.  Fortunately,  the  car  was  going 
quite  slowly  which  enabled  her  to  grasp 
the  fender  and  reduce  the  violence  of  her 
fall.  No  bones  were  broken.  When  she 
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voided  following  the  injury,  her  urine  con- 
tained blood  and  clots.  A complete  uro- 
logical study  showed  a left  nephroptosis 
and  the  left  ureter  blocked  by  a large  stone. 
She  had  never  had  a symptom  suggestive 
of  urinary  calculus  until  she  had  the  acci- 
dent. I operated,  removed  the  stone  and 
did  a nephropexy.  She  made  a nice  re- 
covery and  is  alive  and  well  today. 

Nephroptosis,  too,  is  a frequent  cause  of 
pus  and  blood  in  the  urine,  though  it  is 
often  accompanied  by  numerous  and  varied 
symptoms  of  which  neurasthenia  is  one  of 
the  most  trying  to  both  doctor  and  patient. 
Some  cases,  however,  have  no  symptoms 
referable  to  the  urinary  tract  and  often  go 
through  life  a bundle  of  nerves  in  blissful 
ignorance  of  their  condition.  In  such  cases 
this  failure  to  cause  urinary  symptoms, 
other  than  pus  or  blood  in  the  urine,  is  due 
to  the  fact  that  the  ureter  never  becomes 
kinked  and  despite  the  motility  of  the  kid- 
ney, there  is  no  blockage  of  the  ureter. 
Such  cases  can  be  greatly  benefited  by  a 
well-fitting  kidney  corset,  elevation  of  the 
foot  of  the  bed  and  a gain  in  weight.  They 
can  usually  be  completely  relieved  by  a 
nephropexy.  My  results  with  nephropexy 
using  a combination  of  both  the  Kelly  and 
the  Denting  methods  have  been  most  grati- 
fying. 

DR.  H.  K.  TURLEY  (Memphis):  The  importance 
of  the  continued  presence  of  blood  and  pus  cells 
in  the  urine  has  been  forcibly  brought  to  your 
attention  by  Dr.  Livermore’s  paper.  I only  wish 
to  add  several  points. 

The  continuance  of  intermittent  gross  hematuria 
should  always  be  considered  serious  until  proven 
innocent  in  origin.  This  will  require  repeated  blad- 
der studies  and  pyelograms.  Remember,  there  may 
be  two  conditions  present  which  could  cause  hema- 
turia, such  as  prostatic  hypertrophy  and  hyper- 
nephroma of  the  kidney.  These,  as  well  as  stones 
in  the  kidney,  may  be  overlooked  unless  urological 
cases  are  studied  very  carefully. 

The  problem  of  pyuria  in  children,  whether  it 
be  constant  or  intermittent,  if  recurrent  episodes 
occur,  they  should  be  investigated.  It  is  true  that 
a general  anesthetic  and  hospitalization  is  often 
necessary  in  these  little  patients. 

The  early  recognition  of  congenital  malforma- 
tion and  steps  to  correct  them  may  prevent  irre- 
parable damage  to  the  kidneys,  ureters  and  blad- 
der. Remember,  these  small  patients  are  renal 
pathology  in  the  making.  Posterior  valves  of  the 
urethra  discovered  early  may  prevent  a death  from 
kidney  failure  ten  years  later. 


(Slides  were  shown.) 

DR.  S.  L.  RAINES  (Memphis):  Members  of  the 
Association,  we  can  all  profit  by  the  experiences 
of  Dr.  Livermore,  who  has  had  such  wide  experi- 
ence in  urology  for  many  years,  and  I think  we 
all  enjoyed  his  paper  very  much. 

It  is  impossible  in  a few  moments  to  do  more 
than  point  out  a few  things  with  which  we  are 
all  pretty  well  agreed.  First  and  foremost,  the 
most  preventable  of  our  urological  complications 
or  damages  that  we  see  are  those  in  the  young 
adult.  Most  of  them  have  had  some  warning  sign 
given  them  to  go  to  their  doctor  many  years  pre- 
viously. I don’t  mean  this  critically,  but  undoubt- 
edly the  young  adult  of  15  to  20  or  25  years  comes 
to  us,  as  you  have  seen  by  the  slides  Dr.  Liver- 
more and  Dr.  Turley  have  shown  you,  with  many 
of  these  congenital  lesions  of  obstruction,  and  in 
practically  all  of  those  cases  if  you  go  into  their 
history  carefully  you  will  find  they  have  had  pus 
or  blood  (or  certainly  pus)  for  many  years. 

I had  a young  man  recently  who  came  in  with 
an  aberrant  vessel  around  his  ureteral  pelvic  junc- 
tion, a large  pelvis  and  a damaged  kidney  who 
had  been  told  when  he  was  young  that  he  had  a 
little  pus  in  his  kidney.  No  doubt  he  had  had  pus 
in  that  kidney  for  15  to  20  years. 

An  older  gentleman  who  came  in  recently  with 
hematuria  had  had  hematuria  ten  years  ago;  now 
he  had  a diverticulum  with  a cancer  in  it  which 
made  his  case  quite  serious. 

Penicillin  and  sulfa  drugs  have  been  a great 
boon  to  us.  All  of  us  use  them,  but,  unfortunately, 
they  have  presented  some  pitfalls  in  that  we  will 
sometimes  treat  younger  people  and  even  older 
people  as  well  for  pyuria,  remove  the  pyuria,  and 
then  feel  we  have  cured  the  patient,  just  as  Dr. 
Livermore  has  said.  This  sometimes  encourages 
recurring  attacks  of  pyuria,  and  pyelitis  and  fun- 
damental cause  of  the  condition  of  the  patient  is 
left  untreated. 

The  same  thing  is  true  of  an  intravenous  pyelo- 
gram.  I won’t  go  into  that  discussion.  It  is  an 
old  argument  as  to  what  are  the  relative  merits 
of  the  retrograde  and  intravenous  pyelogram.  An 
intravenous  pyelogram  often  fails  to  give  you  all 
the  information  you  should  have,  thus  giving  the 
impression  that  no  pathology  is  present,  whereas 
a careful  retrograde  examination  would  probably 
demonstrate  the  condition  present. 

One  more  thing  about  young  people:  There  has 
been  a tendency  to  avoid  cystoscopies  in  children, 
especially  very  young  children.  As  the  essayist 
pointed  out,  our  instruments  have  improved,  our 
anesthetic  is  easily  given.  These  young  children, 
especially  with  recurring  pyuria,  should  have  the 
benefit  of  an  adequate  and  complete  urologic  check- 
up before  just  dismissing  their  case  as  cured  with 
a little  sulfa  or,  as  Dr.  Livermore  said,  a little 
potassium  citrate  or  something  else. 

I greatly  enjoyed  this  timely  and  instructive 
paper.  (Applause.) 
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INJURIES  TO  THE  COLON  AND  THE  CLOSURE  OF  COLOSTOMIES* 

CHARLES  C.  TRABUE,  M.D.,  Nashville 


The  majority  of  the  experiences  gained 
by  surgeons  overseas  during  the  last  war 
were  of  very  little  value  insofar  as  their 
application  to  civilian  surgery  is  concerned. 
On  the  other  hand,  there  are  certain  types 
of  cases  seen  occasionally  in  civilian  life 
which  were  seen  in  large  numbers  during 
the  war,  affording  a rare  opportunity  for 
volume  experience  and  for  the  comparison 
of  the  results  obtained  by  different  methods 
of  treatment.  It  seems  worthwhile  to  re- 
port and  analyze  such  experiences,  particu- 
larly where  our  conclusions  differ  from 
the  generally  accepted  prewar  concepts  on 
the  subject. 

Wounds  of  the  colon  are  not  seen  every 
day  in  civilian  practice,  and  yet  every  sur- 
geon is,  now  and  then,  confronted  with  the 
necessity  of  operating  on  such  a case.  The 
mortality  of  wounds  of  the  colon  during 
the  first  World  War  was  about  65  per  cent, 
and  during  the  second  World  War  was  35 
per  cent.  This  marked  reduction  in  the 
mortality  rate  seems  proof  enough  that 
gains  have  been  made  and  should  be  re- 
ported. 

My  own  experience  in  these  cases  was 
during  two  years  spent  in  Italy  at  a base 
hospital,  the  300th  General  Hospital  op- 
erated by  the  Vanderbilt  Unit.  During 
this  period  we  had  129  patients  with 
wounds  of  the  colon  or  rectum.  The  ma- 
jority of  these  had  had  their  primary  sur- 
gery at  one  of  the  forward  hospitals. 

One  of  the  first  things  that  we  learned 
was  that  any  wound  of  the  chest,  abdomen, 
buttocks,  perineum  or  thighs  must  be  con- 
sidered as  a possible  penetrating  wound  of 
abdominal  viscera,  until  proven  otherwise. 
A case  history  in  brief  will  illustrate  the 
necessity  for  such  an  assumption : 

An  18-year-old  artilleryman  had  been 
wounded  by  shell  fragments  in  the  left 
chest,  arm,  hand,  hip  and  leg  with  com- 
pound comminuted  fractures  of  the  tibia 
and  fibula.  There  were  two  very  small 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  9,  10,  11,  1947. 


wounds  of  the  left  chest  wall  and,  since 
X-ray  of  the  chest  was  negative,  these  were 
thought  to  represent  a wound  of  entry  and 
exit.  His  course  was  quite  stormy  and  on 
admission  to  our  hospital,  three  weeks  after 
injury,  he  was  in  shock  and  had  a greatly 
distended  abdomen.  X-rays  at  this  time 
revealed  two  very  small  foreign  bodies  in 
the  left  hypochondrium,  and  laparotomy 
was  performed  to  establish  drainage  of  a 
large  peritoneal  abscess.  This  abscess  had 
been  produced  by  one  of  the  small  shell 
fragments  entering  the  chest,  coursing 
downward,  and  perforating  the  splenic 
flexure  of  the  colon. 

The  directives  concerning  primary  sur- 
gery in  wounds  of  the  colon  were  all  based 
on  the  principle  of  exteriorization  of  the 
wound  rather  than  on  its  repair.  No  doubt 
certain  small  wounds  with  a minimal 
amount  of  spillage  and  a short  period  of 
leakage  could  be  successfully  repaired  with- 
out the  necessity  of  exteriorization  or  any 
sort  of  operative  decompression.  But  the 
principle  is  based  on  the  assumption  that 
some  degree  of  peritonitis  with  distention 
is  inevitable  and  that  leakage  from  the 
suture  line  would  be  a frequent  and  tragic 
outcome  of  primary  repair.  Therefore,  all 
penetrating  wounds  of  the  colon  were 
treated  by  exteriorizing  the  injured  loop 
where  possible.  Such  a principle  is  appli- 
cable to  the  treatment  of  the  majority  of 
wounds  of  the  colon  in  civilian  life.  The 
location,  the  size  and  the  number  of  wounds 
of  the  large  bowel  will  necessarily  govern 
the  details  of  the  operative  procedure. 
The  treatment  of  the  wounds  and  the  es- 
tablishment of  the  colostomy  can  best  be 
carried  out  by  a surgeon  who  constantly 
bears  in  mind  the  problems  encountered  in 
the  ultimate  closure  of  the  colostomy  and 
the  re-establishment  of  the  normal  conti- 
nuity of  the  bowel.  A poorly  constructed 
colostomy  may  function  quite  well,  but  the 
difficulties  encountered  in  the  closure  will 
increase  both  the  morbidity  and  the  mor- 
tality. 
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We  had  several  cases  in  which  at  the  time 
of  closure  we  found  more  than  one  hole  in 
the  exteriorized  loop.  Such  cases  were  dif- 
ficult to  repair,  requiring  either  an  exten- 
sive plastic  operation  on  the  colon  of  a com- 
plete resection  with  end-to-end  anastomo- 
sis. Such  cases — with  multiple  wounds  in 
close  proximity — should  be  treated  either 
by  resection  and  the  establishment  of  a 
spur  colostomy  or  by  suture  of  all  of  the 
wounds  except  one;  and  this  one  should  be 
on  the  antimesenteric  border.  The  portion 
of  the  bowel  containing  all  of  the  wounds  is 
then  brought  out  as  a simple  loop  colos- 
tomy. At  the  time  of  closure  there  is  only 
one  wound  to  suture,  the  others  having- 
healed  in  the  meantime. 

To  carry  this  idea  of  closure,  plus  exte- 
riorization, still  further  is  logical,  and  the 
following  case  is  cited  as  an  example: 

Case  2.  This  25-year-old  soldier  was  in- 
jured by  bomb  fragments  near  Anzio.  He 
received  multiple  penetrating  wounds  of 
the  abdomen,  chest,  both  arms  and  both 
legs  with  a compound  comminuted  fracture 
of  the  tibia.  At  laparotomy,  six  hours 
later,  he  was  found  to  have  two  perfora- 
tions of  the  cecum.  These  were  purse- 
stringed and  the  cecum  exteriorized 
through  a McBurney  incision.  Our  note, 
on  admission  one  week  later,  was : “Gen- 
eral condition  good,  cecum  clean,  healthy 
looking  with  no  leakage;  abdomen  soft.” 
A week  later  the  cecum  was  freed  and 
dropped  back  into  the  peritoneal  cavity. 
His  course  was  uneventful,  and  he  was  soon 
returned  to  duty. 

Such  a plan  of  treatment  is  entirely  ra- 
tional. There  is  a decreased  likelihood  of 
postoperative  complications,  such  as,  wound 
infection  or  disruption ; the  patient  is  much 
more  comfortable,  less  nursing  care  is  re- 
quired and  the  return  of  the  loop  to  the 
abdomen  is  both  simple  and  safe.  In  short, 
the  factors  of  safety  are  gained  by  exteri- 
orization while  avoiding  the  dangers  and 
discomforts  of  the  open  colostomy.  If  such 
a procedure  is  carried  out,  the  fecal  stream 
should  pass  through  the  loop  without  dif- 
ficulty, but  should  obstruction  occur,  the 
sutured  wound  may  readily  be  reopened 
with  a cautery.  In  no  case  was  this  neces- 


sary in  our  experience  and  in  only  one  such 
case  did  the  suture  line  reopen  spontane- 
ously. 

Several  wounds  of  the  colon  at  some  dis- 
tance apart  are  best  treated  by  suture  of 
the  distal  wounds  and  exteriorization  of 
the  most  proximal  one.  In  these  cases  di- 
version of  the  fecal  current  is  the  object 
of  the  colostomy.  The  same  is  true  in 
wounds  of  the  rectosigmoid  above  the  level 
of  the  pelvic  floor  for  which  a proximal 
sigmoid  colostomy  is  established.  Many 
techniques  have  been  devised  to  prevent  the 
passage  of  any  portion  of  the  fecal  stream 
into  the  distal  loop.  The  most  certain  way 
to  accomplish  this  result  is  by  the  complete 
division  of  the  bowel  and  fixation  of  the 
two  stumps  at  some  distance  from  each 
other.  Other  methods  advocated  involve 
the  use  of  plugs,  such  as  rubber  balloons 
inflated  in  the  distal  segment.  In  our  ex- 
perience, such  devices  were  not  at  all  neces- 
sary. In  the  first  place,  only  a very  small 
amount  of  feces  will  pass  from  the  proxi- 
mal into  the  distal  segment  of  a sigmoid 
colostomy  because  here  the  colon  content 
is  more  solid  than  liquid.  And,  in  the  sec- 
ond place,  a moderate  amount  of  feces  in 
the  lumen  of  the  colon  will  not  deter  the 
healing  of  the  sutured  wound  of  its  wall 
in  the  absence  of  distention.  Whether  che 
sigmoid  colostomy  should  be  a simple  loop 
type  or  the  spur  type  has  been  a matter 
of  some  debate  and  will  be  mentioned  later. 

Wounds  of  the  rectum  below  the  pelvic 
floor  and  without  contamination  of  the  peri- 
toneal cavity  are  frequent  in  war  surgery. 
A laparotomy  is  usually  necessary  to  de- 
termine positively  that  there  is  no  intra- 
peritoneal  wound.  At  this  time  a sigmoid 
colostomy  is  established,  and  here  it  is  quite 
important  that  the  colostomy  perform  its 
mission  completely.  Suture  of  the  wound 
of  the  rectal  wall  is  not  important  and  will 
usually  be  futile,  because  here  there  is  no 
serosa  and  the  suture  line  is  at  the  base  of 
a deep,  infected  wound.  Much  more  im- 
portant is  the  thorough  debridement  of  all 
ramifications  of  the  wound  produced  by  the 
missile  and  the  establishment  and  main- 
tenance of  adequate  drainage  down  to 
the  rectal  wall.  Under  no  circumstances 
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should  one  be  tempted  to  treat  such  a 
case  without  drainage,  as  this  is  likely  to 
lead  to  deep  abscesses  and  other  complica- 
tions as  in  the  following  case. 

Case  3.  This  soldier,  while  fighting  in 
Southern  France,  received  a shell  fragment 
wound  in  the  left  hip  region.  Because  of 
the  position  of  the  fragment  as  seen  by 
X-ray,  it  was  thought  likely  that  he  had  a 
wound  of  the  rectum.  At  laparotomy  no 
intraperitoneal  damage  was  found,  and  a 
loop  sigmoid  colostomy  was  established. 
(No  posterior  incision  was  made  to  explore 
the  lower  rectum.)  He  had  several  severe 
hemorrhages  from  the  distal  colostomy 
stoma  while  in  the  evacuation  hospital  and 
two  such  hemorrhages  after  admission  to 
our  hospital.  Exploration  revealed  a large, 
very  foul  retroperitoneal  abscess  around 
the  perforation  which  was  found  in  the 
rectum.  There  was  brisk  hemorrhage  from 
the  left  hypogastric  artery,  and  this  blood 
had  been  escaping  into  the  rectum  through 
the  perforation  and  out  through  the  distal 
colostomy  stoma.  If  pararectal  drainage 
had  been  established  initially,  it  is  likely 
that  both  the  hemorrhages  and  the  abscess 
would  have  been  prevented. 

Removal  of  the  coccyx  is  a simple  pro- 
cedure and  makes  access  to  the  rectal 
wound  easier.  However,  coccygectomy 
should  not  be  done  unless  absolutely  neces- 
sary for  obtaining  exposure  or  because  of 
comminuted  fracture  of  the  coccyx.  We 
saw  a good  many  of  these  men  who  had  had 
a coccygectomy  and  almost  all  of  them  had 
developed  a sacral  osteomylitis  which  was 
very  refractive  to  treatment.  A draining- 
sinus  persisted  in  these  cases  long  after  the 
balance  of  the  wound  had  healed. 

We  had  three  cases  in  which  the  colos- 
tomy had  been  established — not  because  of 
any  wound  of  the  colon  or  rectum — but  for 
the  purpose  of  temporarily  eliminating  the 
function  of  the  anus  to  avoid  the  soiling  of 
extensive  wounds  of  the  buttocks  or  peri- 
neum. Such  a routine  is  very,  very  rarely 
justified.  Extensive  wounds  of  this  region 
will  usually  heal  quite  readily,  and  we  did 
not  hesitate  to  do  secondary  closure  of  this 
type  of  wound  even  in  the  presence  of  a 
normally  functioning  anus. 


Special  consideration  must  be  given  to 
the  group  with  destructive  traumatic  le- 
sions of  the  cecum  or  ascending  colon  which 
necessitates  a right  hemicolectomy.  There 
is  some  disagreement  as  to  the  procedure 
of  choice  following  the  resection.  We  had 
four  such  cases — three  of  them  had  an  end- 
to-side  ileotransverse  colon  anastomosis 
and  the  stump  of  the  transverse  colon  ex- 
teriorized as  a colostomy.  None  of  these 
did  well.  One  developed  a copious  fecal 
fistula  in  the  right  flank  at  the  original 
shell  fragment  wound.  This  was  presum- 
ably due  to  leakage  of  the  anastomosis,  but 
it  cleared  up  spontaneously.  The  second 
patient  developed  peritonitis,  ileus,  disrup- 
tion of  the  laparotomy  wound  and  a fecal 
fistula.  He  was  fortunate  enough  to  sur- 
vive. The  third  case  died  on  the  day  after 
admission  to  the  300th,  which  was  two 
weeks  after  operation,  with  an  acute  dif- 
fuse spreading  peritonitis.  These  three 
cases,  each  with  leakage  from  their  anas- 
tamosis,  convinced  me  that  an  anastomosis 
should  not  be  done  at  the  primary  opera- 
tion. Their  course  also  casts  some  doubt 
on  the  value  of  a colostomy  which  is  distal 
to  the  anastomosis  and  which  can  hardly  be 
expected  to  relieve  the  distention  of  the 
ileum  and  the  stress  on  the  suture  line. 
If  an  anastomosis  is  to  be  done  at  all,  it 
would  seem  much  more  rational,  although 
more  time  consuming,  to  close  the  stump  of 
the  colon  and  establish  an  ileostomy.  The 
fourth  hemicolectomy  case  did  not  have  an 
anastomosis,  but  had  rather  a double-bar- 
relled spur  colostomy  of  the  stumps  of  the 
ileum  and  transverse  colon.  This  man  had 
no  abdominal  complications  and  his  colos- 
tomy was  closed  on  the  ward  while  he  was 
still  in  traction  for  an  associated  -compound, 
comminuted  fracture  of  the  femur. 

Dr.  Bentley  Colcock,  who  was  with  the 
Tulane  Unit  and  whose  experience  was 
closely  parallel  to  ours,  published  in  Sur- 
gery a plea  for  more  thorough  mobilization 
of  the  colon  at  the  time  of  establishment 
of  the  colostomy.  Such  a plea  was  timely 
during  the  war  and  is  worth  the  attention 
of  all  surgeons.  If  tension  on  the  bowel  is 
necessary  to  bring  it  above  the  skin  level, 
it  will  inevitably  retract.  Retraction  below 
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the  skin  level  will  lead  to  wound  infection 
and  possible  disruption  of  the  wound.  Re- 
traction still  further  will  lead  to  intra- 
abdominal abscesses  and  possible  periton- 
itis. Moreover,  the  colostomy  will  not  func- 
tion well  if  retracted.  As  will  be  shown 
later,  we  had  a total  of  thirty  serious  com- 
plications within  the  abdomen,  and  it  is 
believed  many  of  these  would  have  been 
avoided  if  the  colon  had  been  adequately 
mobilized.  Mobilization  of  the  bowel,  in- 
cluding the  splenic  and  hepatic  flexures, 
by  division  of  its  relatively  avascular  peri- 
toneal attachments  is  a simple  matter.  The 
loop  should  be  so  free  that  there  is  no  neces- 
sity for  the  insertion  of  a rod  or  tube  to 
maintain  it  above  the  skin  level.  In  estab- 
lishing a colostomy  of  the  spur  type  the 
two  loops  should  be  sutured  together  for  a 
distance  of  about  six  inches,  and  this  re- 
quires considerable  mobilization.  The  pas- 
sage which  results  from  the  crushing  of  a 
short  spur  will  be  inadequate  and  will  neces- 
sitate division  of  the  bowel  and  end-to-end 
anastomosis.  Another  error  which  should 
certainly  never  be  made  is  to  allow  any 
chance  for  the  mesentery  to  rotate  or  herni- 
ate between  the  two  loops  of  the  spur.  Such 
a situation  was  encountered  several  times 
and  was  thought  to  be  due  to  a failure  to 
suture  the  two  limbs  right  up  to  the  apex 
of  the  spur.  The  inadvertent  crushing  of 
such  a spur  would  lead  to  serious  compli- 
cations. One  other  error  in  the  construc- 
tion of  the  colostomy  is  a failure,  in  the 
presence  of  multiple  wounds,  to  suture  all 
except  one  of  them. 

In  the  Italian  Theatre  there  was  consid- 
erable discussion  of  the  relative  advantages 
of  the  spur  versus  the  simple  loop  type  colos- 
tomy. Actually  the  indications  for  each 
type  are  rather  definite  and  it  is  a mis- 
take to  advocate  either  type  exclusively. 
The  simplicity  of  the  loop  colostomy  is  suf- 
ficient to  recommend  it  in  all  cases,  unless 
there  is  some  contra-indication.  Certainly 
the  loop  colostomy  is  more  quickly  and  eas- 
ily established  and  closed  and  there  are 
fewer  pitfalls. 

However,  there  are  some  unquestionable 
indications  for  colostomies  of  the  spur  type. 
If  the  injury  to  the  bowel  or  the  mesen- 


tery is  so  great  that  resection  is  necessary, 
or  if  the  bowel  has  been  traumatically  tran- 
sected, then  a spur  must  be  constructed. 
Wounds  of  the  mesenteric  border  of  the 
colon  are  not  well  adapted  to  the  loop  type 
of  colostomy  because  they  do  not  function 
well  and  because  of  the  tendency  to  the 
development  of  abdominal  wall  and  intra- 
abdominal abscesses.  Diversion  of  the  fecal 
stream  can  be  accomplished  satisfactorily 
by  a loop  colostomy  when  it  is  properly  con- 
structed and  widely  opened,  bLit  some  sur- 
geons prefer  the  spur  in  this  type  case. 

Granting  these  three  exceptions — the  re- 
sections, the  mesenteric  border  wounds  and 
the  occasional  proximal  colostomy  where 
complete  diversion  is  essential,  it  would 
seem  that  in  the  remaining  cases,  which  are 
the  great  majority  of  all  wounds,  a loop 
colostomy  should  be  used.  The  percentage 
of  complications  in  these  two  groups  was 
the  same  in  our  series.  End-to-end  anas- 
tomosis was  necessary  in  15  per  cent  of 
our  spurs  and  18  per  cent  of  our  loops. 

We  treated  in  the  Vanderbilt  Unit  Hos- 
pital a total  of  129  patients  with  colosto- 
mies, all  established  because  of  trauma  to 
the  colon,  rectum,  perineum  or  buttocks. 
These  men  had  almost  every  conceivable 
additional  wound,  such  as  compound  frac- 
tures, lesions  of  the  brain,  thorax  and  other 
abdominal  viscera.  Their  complications 
were  of  interest.  There  were  eight  intra- 
abdominal abscesses  and  nine  of  the  ab- 
dominal wall  or  wound.  Severe  secondary 
hemorrhage  occurred  in  four  cases.  There 
were  three  cases  of  intestinal  obstruction, 
two  of  peritonitis,  two  wound  disruptions, 
one  gastric,  and  one  biliary  fistula.  Re- 
mote complications  such  as  thrombophle- 
bitis, empyema,  pneumonia,  hepatitis,  etc., 
were  frequent.  These  complications  are 
not  surprising  when  one  realizes  the  mul- 
tiplicity of  the  wounds  and  the  fact  that  in 
some  cases  an  interval  of  36  hours  occurred 
between  receipt  of  the  wound  and  its  sur- 
gical treatment.  There  were  two  deaths  in 
this  series  between  the  day  of  admission  to 
our  hospital  and  the  time  of  closure  of  the 
colostomy.  One  of  these  was  from  peri- 
tonitis on  the  day  after  admission  and  the 
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other  was  from  a pulmonary  embolus  two 
days  after  admission. 

It  was  our  policy  to  close  the  colostomies 
in  their  third  or  fourth  week  unless  there 
was  some  contra-indication.  Complications 
and  associated  injuries  often  prevented 
early  closure  and  our  average  interval  was 
50  days  in  the  93  cases  which  we  closed. 
The  majority  of  patients  with  wounds  of 
their  distal  rectum  were  returned  to  the 
United  States  for  closure  because  of  the 
long  period  of  time  required  for  healing 
of  their  rectal  wounds.  Although  these 
closures  were  carried  out  by  a good  many 
different  members  of  our  surgical  staff,  the 
routine  followed  by  all  was  practically  iden- 
tical. The  spur  should  be  crushed  a week 
or  more  before  closure  to  allow  time  for 
the  subsidence  of  the  edema.  The  spur 
must  first  be  carefully  palpated  with  a fin- 
ger in  each  loop  to  determine  positively 
that  there  is  no  intervening  mesentery  or 
loop  of  small  bowel  and  to  determine  the 
exact  depth  to  which  it  is  safe  to  crush  the 
septum.  Anesthesia  is  not  required  for  the 
crushing  of  the  spur,  particularly  if  an  in- 
strument is  used  which  may  be  tightened 
gradually  over  a period  of  several  hours 
after  its  insertion. 

If  there  is  any  question  at  all  of  a distal 
obstruction  a barium  enema  is  given  sev- 
eral days  before  operation.  Three  days 
before  operation  the  patient  is  placed  on  a 
liquid  diet  and  copious  enemas  are  given 
twice  daily  through  each  loop  of  the  colos- 
tomy and  through  the  anus.  The  anesthe- 
sia of  choice  is  spinal,  but  any  general 
anesthesia  is  satisfactory. 

An  elliptical  incision  is  made  through  the 
skin  and  subcutaneous  tissue  surrounding 
the  colostomy  stoma.  With  a finger  in  the 
lumen  of  the  bowel  it  is  then  usually  easy 
to  dissect  this  adherent  tissue  from  the 
bowel.  The  loop  is  then  separated  by  blunt 
dissection  from  the  fascia  and  muscle  so 
that  it  can  be  partially  delivered.  The 
edges  of  the  bowel  are  usually  found  par- 
tially everted  and  this  must  be  carefully 
corrected.  The  rim  of  the  colostomy  open- 
ing is  then  removed  by  cutting  away  a 
narrow  margin  through  the  entire  thick- 
ness of  the  bowel  wall,  taking  especial  care 


to  trim  off  any  irregularities  so  that  the 
suture  line  may  be  made  straight.  Hemo- 
tasis  in  the  bowel  wall  and  the  wound  is 
secured  with  cotton  ligatures.  At  this  time 
it  must  be  determined  whether  simple  su- 
ture will  leave  an  adequate  lumen.  If  the 
distal  limb  is  found  to  have  contracted,  its 
diameter  may  be  increased  by  a short  longi- 
tudinal incision  on  the  antimesenteric  bor- 
der. The  opening  is  then  closed  transverse- 
ly with  a continuous  Connell  suture  of  00 
chromic  catgut  and  this  is  covered  with  a 
row  of  interrupted  cotton  or  silk  serosal 
sutures.  The  wound  is  then  thoroughly 
irrigated  with  saline.  It  is  quite  important 
to  mobilize  the  repaired  loop  sufficiently  so 
that  the  wound  may  be  closed  over  it  with- 
out obstruction  or  kinking.  Poor  judg- 
ment on  this  point  was  the  cause  of  post- 
operative obstruction  in  several  of  our 
cases.  It  is  not  always  necessary  to  enter 
the  free  peritoneal  cavity,  but  one  must 
not  hesitate  to  do  so  if  the  mobilization 
without  it  is  questionable.  The  wound  is 
then  closed  in  layers  after  freeing  the  mus- 
cle and  fascia  and  sprinkling  sulfonamide 
crystals  in  the  wound.  This  was  usually 
the  only  form  of  chemotherapy  used.  Sul- 
fasuccidine  and  sulfathalidine  were  not 
available,  but  recent  experience  indicate 
their  value  in  all  surgery  of  the  colon.  We 
did  not  usually  drain  the  wounds,  and  there 
was  seldom  any  febrile  reaction  or  infection 
of  the  wound. 

Of  the  94  cases  closed,  65  per  cent  were 
loop  colostomies  and  35  per  cent  were  spurs. 
The  complications  following  closures  have 
been  analyzed  and  were  found  to  occur  as 
frequently  in  one  group  as  in  the  other. 
There  were  four  cases  of  obstruction  at  the 
site  of  closure  and  three  of  these  were  due 
to  kinking  or  pressure  due  to  inadequate 
mobilization  rather  than  to  constriction  at 
the  suture  line.  Very  small  fecal  fistulae 
developed  in  three  cases  and  healed  spon- 
taneously. A large  fistula  developed  in  one 
case  which  was  closed  at  the  time  of  drain- 
age a large  adjacent  extraperitoneal  ab- 
scess. There  was  one  intraperitoneal  ab- 
scess due  to  leakage  from  a small  perfora- 
tion of  the  bowel  which  had  been  adherent 
to  the  wall  of  the  wound  and  was  appar- 
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ently  reopened  and  unrecognized  at  the 
time  of  closure.  This  loop  was  exteriorized 
again  on  the  second  day  and  at  a later  date 
was  closed  and  returned  to  the  abdomen 
without  further  incident.  Unfortunately 
there  was  a death  in  this  series.  The  death 
occurred  on  the  table  early  in  the  opera- 
tion and  must  be  attributed  to  the  anes- 
thetic. 

If  simple  closure  will  produce  a nar- 
rowed, or  angulated  loop,  it  must  not  be 
attempted.  In  such  cases  it  is  necessary  to 
divide  and  free  the  two  limbs  and  perform 
an  end-to-end  anastomosis.  Such  a step  is 
necessary  if  there  has  been  a considerable 
loss  of  tissue  on  the  anti-mesenteric  border, 
or  if  the  bowel  has  been  almost  completely 
divided,  or  if  it  is  chronically  edematous 
due  to  constriction  of  its  blood  supply,  or 
in  the  case  of  the  spur  colostomies,  if  the 
crushing  of  the  septum  has  not  left  a deep 
enough  opening.  End-to-end  anastomosis 
was  necessary  in  16  or  our  94  cases.  The 
surprising  fact  is  that  such  a procedure  was 
necessary  in  the  same  percentage  of  spurs 
as  loops. 

There  is  but  little  special  postoperative 
care  required.  The  patients  are  kept  on  a 
liquid  diet  for  five  or  six  days,  after  which 
time  they  are  given  mineral  oil  and  an 
enema,  if  required.  If  any  question  of  ob- 
struction is  anticipated  or  arises,  a Wan- 
gensteen tube  is  used  until  the  initial  edema 
has  subsided,  but  this  is  not  routinely  re- 
quired. 

Summary 

After  experiences  with  129  colostomies, 
certain  conclusions  were  reached.  Anti- 
mesenteric  wounds  should  be  exteriorized 
as  a loop  colostomy  or  should  be  sutured 
and  exteriorized.  Wounds  of  the  mesen- 
teric border  should  be  treated  by  division 
of  the  bowel  and  the  establishment  of  a 
spur  colostomy.  Multiple  wounds,  whether 
in  close  proximity  or  at  some  distance  from 
each  other,  should  be  treated  by  closure  of 
all  except  the  most  proximal  one  which 
should  be  exteriorized.  Wounds  of  the  rec- 
tosigmoid should  be  treated  by  closure  plus 
a sigmoid  colostomy.  Wounds  of  the  rec- 
tum require  a sigmoid  colostomy  plus  peri- 
rectal drainage,  usually  without  coccygec- 


tomy.  Inadequate  mobilization  is  the  cause 
of  many  complications.  The  routine  pro- 
cedure in  closure  of  the  colostomies  has 
been  outlined. 

DISCUSSION 

DR.  J.  PAUL  BAIRD  (Dyersburg):  I feel  that 
this  paper  by  Dr.  Trabue  should  be  discussed  by 
someone  who  has  had  a great  deal  more  experi- 
ence with  this  type  of  lesion  than  I have  had,  and 
I hope  there  will  be  some  general  discussion  from 
the  floor. 

The  points  which  to  me  are  important  are,  first, 
the  gross  mortality  figures  in  comparison  with  the 
figures  of  the  last  World  War,  which  were  around 
65  per  cent.  The  overall  mortality  figures  in  the 
recent  war  by  this  rather  simple  procedure,  prin- 
cipally, have  been  reduced  to  about  35  per  cent. 
This  in  itself  is  enough  to  commend  the  procedure, 
and,  as  Dr.  Trabue  mentioned  in  his  paper,  it  seems 
to  be  a logical,  rational  surgical  procedure  which 
can  be  easily  adapted  to  the  civilian  type  of  prac- 
tice. 

My  brief  experience  with  this  particular  subject 
was  in  a general  hospital  in  the  South  Pacific, 
and  the  thing  that  I noticed  in  the  men  who  were 
being  returned  to  general  hospitals  with  this  type 
of  surgery  performed  was  the  remarkably  good 
condition  in  which  they  arrived.  These  men  were 
taken  care  of  for  their  primary  surgery  in  ad- 
vanced and  forward  areas,  sometimes  under  very 
difficult  circumstances,  and  the  fact  that  this  pro- 
cedure was  used  so  often  and  so  successfully  under 
those  circumstances,  to  produce  the  picture  of  the 
patient  when  he  was  returned  to  a general  hos- 
pital, was  a rather  remarkable  thing  to  me. 

Most  of  the  men  so  returned  had  very  little  dis- 
tension. They  did  not  look  toxic.  Very  few  that 
I can  recall  had  vomiting.  They  were  really  in 
good  condition  when  you  looked  on  their  emer- 
gency tags  to  see  what  had  been  done,  and  when 
you  realized  that  it  had  only  been  from  five  to 
seven  days  prior  to  the  time  of  their  admission 
that  they  had  had  this  procedure. 

We  were  not  so  fortunate  in  our  general  hos- 
pital in  that  theater  to  be  able  to  follow  these 
cases  for  closure.  Directives  there  necessitated 
the  return  of  these  men  to  the  States,  so  I am  not 
familiar  with  some  of  the  technical  difficulties  that 
come  up  in  the  closure,  whether  it  be  a spur  type 
or  a loop  type  colostomy.  I can  very  readily  see, 
from  general  surgical  procedures,  that  if  this  is 
contemplated  in  civilian  practice  there  is  one  fea- 
ture that  should  be  kept  in  mind,  and  that  is  a 
thorough  mobilization  and,  if  you  chose  a spur 
type  colostomy,  make  it  good  and  tight  for  about 
five  or  six  inches,  and  it  will  take  care  of  a great 
many  of  the  technical  difficulties  that  are  encoun- 
tered later. 

I hope  there  will  be  further  discussion  of  this 
paper  from  the  floor.  I have  enjoyed  it,  and  I 
want  to  commend  Dr.  Trabue  for  his  excellent  pres- 
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entation.  I hope  to  be  able  to  talk  with  him  in 
the  future  and  find  out  a little  bit  more  about  this, 
because  it  is  a procedure  that  can  be  easily  adapt- 
able in  civilian  practice,  and  it  is  one  which  I think 
has  not  been  done  often  enough  in  the  past.  The 
experience  of  most  surgeons  in  general  hospitals 
and  in  hospitals  in  the  States  will  bear  this  out. 
I think  it  is  a procedure  that  will  be  followed  more 
often  in  the  future. 

Thank  you,  Dr.  Trabue.  (Applause.) 

DR.  0.  C.  GASS  (Chattanooga):  Read  by 
Moore  J.  Smith,  Jr.,  Chattanooga.  I have  cer- 
tainly enjoyed  the  privilege  of  studying  Dr.  Tra- 
bue’s  manuscript.  It  is  both  interesting  and  in- 
structive and  presented  in  a most  convincing  and 
scientific  manner.  Certainly  my  experience  with 
injuries  to  the  rectum  and  colon  has  been  very  lim- 
ited. However,  my  discussion  will  be  limited  to  a 
few  remarks  concerning  the  preoperative  prepara- 
tion of  these  patients  and  injuries  of  the  rectum 
as  seen  and  treated  in  civilian  practice. 

The  patient  in  whom  the  closure  of  a colonic  stoma 
is  anticipated  should  have  a non-absorbable  sulfona- 
mide five  days  before  operation.  Routinely  sulfa- 
suxidine  in  the  powder  form,  one  dram  three  times  a 
day  is  employed.  I see  no  reason  for  standardizing 
the  dose  on  the  patient’s  body  weight  and  adminis- 
tering in  the  tablet  form  at  four  hours  interval.  In 
a normal  individual  the  efficacy  of  this  drug  is 
demonstrated  by  the  stools  becoming  soft,  gas  is 
practically  eliminated  and  constipation  or  partial 
obstruction  is  relieved.  A stool  bacterial  count 
made  on  the  fifth  day  will  be  approximately  10 
per  cent  of  normal.  We  have  good  reasons  to  be- 
lieve that  not  only  is  the  coliform  bacterial  count 
reduced  by  90  per  cent  but  that  their  pathogenicity 
is  likewise  reduced. 

Upon  entering  the  hospital  three  to  five  days 
before  operation  these  patients  should  be  placed 
on  a low  residue,  high  caloric  and  high  vitamin 
diet  as  well  as  having  supplementary  vitamins 
orally.  Thirty-six  hours  before  operation  the  diet 
is  cancelled  except  fluids  and  castor  oil  one  and 
one-half  ounces  is  administered  orally.  A normal 
nitrogen  and  fluid  balance  is  obtained  by  repeated 
blood  transfusions  where  indicated,  taking  care  to 
check  the  RH  factor  as  well  as  cross  and  match. 

I cannot  resist  the  temptation  of  saying  a word 
on  suture  material.  One  of  the  easiest  ways  any 


surgeon  can  improve  his  results  is  the  substitution 
of  wire  for  the  usual  catgut  suture.  This  is  em- 
ployed in  both  the  intestine  and  abdominal  closure. 
Wire  is  non-irritating  and  the  frequent  little  accu- 
mulation of  serum  in  the  subcutaneous  tissue  is 
avoided.  When  working  in  an  infected  field  this 
is  very  important.  If  the  wire  is  cut  prpperly, 
there  need  be  no  fear  of  repercussions  from  the 
patient. 

Injuries  of  the  rectum  in  civilian  life  are  quite 
lare  and  usually  the  result  of  impalement  on  a 
pitchfork  handle,  picket  fence  or  a sharp  blast  of 
air.  Whether  or  not  the  object  .has  entered  the 
abdominal  cavity,  bladder  or  ureter  is  the  all  im- 
portant question.  This  is  best  determined  by  in- 
serting a full  sized  proctosigmoidoscope  into  the 
rectum  and  evacuating  the  blood  clots.  There  is 
usually  very  little  bleeding  and  surprisingly  little 
pain.  The  rent  in  the  rectal  wall  is  usually  lo- 
cated anteriorly  and  should  be  sounded  as  to  depth 
and  direction  by  means  of  a soft  rubber  catheter. 
The  catheter  must  be  clean  but  not  necessarily 
sterile.  In  case  of  doubt  the  catheter  should  be 
left  in  place  as  a guide  and  the  abdomen  opened. 
Pararectal  drainage  is  not  necessary  in  these  cases 
since  the  tissue  around  the  rectum  is  not  exten- 
sively involved.  Drainage  is  best  accomplished  by 
divulging  the  sphincter  and  rather  severely,  en- 
larging and  saucering  the  wound  by  resection  of  the 
frayed  edges  and  ligation  of  the  bleeding  points. 

DR.  TRABUE  (Closing):  I appreciate  Dr.  Gass’ 
and  Dr.  Smith’s  discussion.  Just  one  word: 

I am  glad  Dr.  Smith  brought  up  the  question  of 
the  use  of  sulfasuxidine.  We  did  not  have  sul- 
fasuxidine  available  overseas,  and  so  did  not  use 
it.  If  we  had  had  it,  I am  sure  we  would  have 
used  it. 

Surgeons  do  use  it  now  in  all  types  of  civilian 
surgery  of  the  colon  or  rectum.  We  did  not  de- 
pend very  much  actually  on  any  of  the  chemical 
drugs.  We  used,  frequently,  crystals  of  sulfanila- 
mide or  sulfathiazole  in  the  wound  at  the  time  of 
closure,  and  if  we  thought  there  had  been  any 
contamination  of  the  peritoneal  cavity  at  the  time 
of  closure  of  the  colostomy  we  used  penicillin  par- 
enterally.  However,  I certainly  agree  with  Dr. 
Smith  that  sulfasuxidine  does  have  considerable 
value  in  any  type  of  colon  surgery.  ' 
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THE  FRUITFUL  MARRIAGE* 

J.  C.  AYRES,  M.D.,  F.A.C.S.,  Memphis 

The  absolutely  essential  prerequisites  to 
gestation  are  the  development  and  union  of 
normal  compatible  germ  and  sperm  cells. 
Meaker  believes  that  in  general  the  ability 
to  procreate  depends  entirely  upon  the  fer- 
tility— sterility  level  of  matings  and  not 
upon  any  single  factor  except  testicular 
or  ovarian  atrophy,  blocking  of  the  tubes 
or  azoospermia  (lack  or  absence  of  sperma- 
tozoon in  the  semen).  In  other  words, 
the  responsibility  of  parenthood  is  not  in- 
trusted to  one  individual,  the  contribution 
of  two  is  essential. 

It  is  not  unusual  for  both  mates  of  a 
childless  union  to  re-marry  and  each  of 
them  become  parents  of  normal  children. 
There  are  several  possible  explanations  of 
this  rather  surprising  phenomenon.  The 
simplest  explanation  would  be  that  the  cau- 
sative factors  for  sterility  had  disappeared 
in  the  interval  between  the  separation  of 
the  couple  and  their  marriages  to  their  new 
mates.  On  the  other  hand,  the  responsible 
causative  factor  might  have  been  nothing 
more  than  biological  incompatibility  be- 
tween the  two  germ  cells — sometimes  er- 
roneously called  sex  incompatibility;  or,  the 
procreative  weakness  in  either  or  both  part- 
ners may  be  compensated  for  by  excessive 
virility  of  the  new  mate. 

The  average  male  thinks  that  when  he 
has  deposited  his  sperm  in  the  vagina  his 
biological  responsibility  ceases.  Therefore 
it  would  seem  that  the  logical  and  sensible 
thing  for  us  to  do  would  be  to  examine  the 
husband  first;  but  his  extreme  pride  in  his^ 
masculine  prowess,  coupled  with  the  pos- 
session of  only  a vestigial  capacity  for 
mother  love,  makes  this  a difficult  if  not 
impossible  task.  It  has  been  my  experi- 
ence that  very  few  husbands  will  come  in 
for  examination,  or  even  submit  samples 
of  their  semen,  until  after  rigid  examina- 
tion of  their  wives — with  negative  findings 
— puts  them  under  the  shadow  of  suspicion. 
Even  then,  the  fear  of  learning  the  awful 
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truth  makes  them  avoid  the  issue  as  long 
as  possible.  Even  if  the  husband  has  the 
courage  to  face  the  inevitable,  it  is  asking 
too  much  of  him  to  face  a gynecologist  for 
his  examination.  He  should  go  to  a urol- 
ogist, who  should  consult  with  and  collab- 
orate with  the  gynecologist  who  has  exam- 
ined his  wife. 

Following  the  time  honored  maxim  that 
in  union  there  is  strength,  Hotchkiss  and 
Siegler  have  recently  collaborated  in  writ- 
ing companion  treatises — one  on  “Fertility 
in  Men,”  the  other  on  “Fertility  in  Wom- 
en.” After  weighing  and  analyzing  all  of 
the  available  evidence,  Dr.  Siegler  sums  up 
their  combined  efforts  in  the  following  lan- 
guage: “As  in  many  other  fields  of  medical 
practice,  spontaneous  alleviation  of  symp- 
toms may  occur.  Among  the  authors’ 
cases,  instances  of  conception  have  ap- 
peared without  therapeutics,  despite  the 
recognizable  defects  in  either  the  male  or 
the  female,  or  in  both.  Since  the  factors 
in  the  problem  of  sterility  are  so  diversi- 
fied and  manifest  themselves  in  so  many 
different  ways,  they  can  be  classified  in  no 
definite  syndrome  wherein  specific  thera- 
peutic agents  might  be  applicable.  An 
axiom  for  prognosis  in  a case  of  sterility 
may  well  be  ‘Don’t  give  up  the  ship,’  for 
pregnancy  may  occur  despite  the  most  dis- 
mal outlook  and  in  the  presence  of  the 
gravest  genital  lesion.  ‘Some  marksmen 
may  require  more  shots  to  hit  the  target.’ 
Judgment  as  to  the  prognosis,  however, 
should  be  reserved.” 

Wm.  Bickers  states  (University  of  Vir- 
ginia monthly,  July,  1937)  that  one  in  ten 
matings  are  sterile  and  even  with  wife 
and  husband  cooperating,  there  is  only  one 
chance  in  three  of  their  efforts  being  re- 
warded. S.  R.  Meaker  (Journal  A.  M.  A., 
Dec.  5,  1936),  discussing  the  “Gynecolog- 
ical Aspects  of  Human  Sterility,”  says  that 
a great  majority  of  sterile  matings  is  due 
to  a summation,  or  totality,  of  factors  rath- 
er than  any  single  factor  in  either  mate. 
Meaker’s  studies  show  that  the  average 
childless  couple  presents  4.79  factors,  each 
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of  which  diminishes  their  capacity  for  con- 
ception; and,  while  admitting  the  possi- 
bility of  only  one  factor  being  involved, 
states  that  70  per  cent  of  the  couples  ex- 
amined show  from  two  to  seven  causative 
factors. 

From  the  foregoing  it  would  seem  that 
in  spite  of  the  enormous  accumulation  of 
data  we  are  no  nearer  the  rationalization 
of  sterility  therapy  than  we  were  ten  years 
ago.  However,  if  we  accept  as  true  Dor- 
land’s  definition  that  a syndrome  is  the 
sum  of  the  signs  of  any  morbid  state,  we 
must  concede  that  sterility  is  a morbid  state 
and  therefore  a syndrome.  If  so,  it  will 
always  manifest  itself  as  a symptom  com- 
plex— as  complex  as  life  itself. 

For  years  we  have  known  that  repro- 
duction requires  an  unhampered  physio- 
somatic  adjustment  between  the  male  and 
the  female  personality  elements.  And 
these  adjustments  are  implemated  by  hered- 
itary-environmental reactions.  The  rule 
that  action  and  reaction  are  always  equal 
doesn’t  seem  to  apply  here.  The  trouble  is 
that  we  don’t  know  when  or  how  life  be- 
gins or  began.  However,  we  do  know  when 
individual  life  begins  at  the  very  moment 
of  conception. 

Zoologists  tell  us  that  deep  in  the  heart 
of  the  remotest  jungles  where  neither  man 
nor  beast  has  been  corrupted  by  civilization, 
coitus — which,  by  the  way  is  without  shame 
— is  almost  invariably  followed  by  impreg- 
nation and  in  due  time  by  normal  delivery 
of  a well  developed  baby. 

Marriage  if  taken  in  its  true  sense  is  by 
far  the  most  important  and  comprehensive 
of  all  of  life’s  processes.  If  the  bride  and 
groom  are  normal  and  healthy,  their  united 
efforts  will  be  fruitful;  that  is,  unless  one 
or  both  of  them  have  had  irreversible  weak- 
nesses that  their  combined  resources  cannot 
overcome. 

Man’s  personality  is  an  expression  of 
heredity  over  environment  or  visa-versa, 
but  the  different  phases  of  growth,  develop- 
ment and  personality  are  regulated,  not  by 
heredity  or  not  by  environment,  but  by  the 
glands  of  internal  secretion.  As  Dr.  Louis 
Berman  has  so  beautifully  expressed  this 
idea  of  combined  power  in  his  book,  “The 


Glands  Regulating  Personality.”  I am 
quoting  him  verbatim : “Though  what  hap- 
pens at  puberty,  what  happens  all  through 
life  through  the  agencies  of  the  endocrines, 
is  amazing  enough.  What  occurs  during 
the  period  of  child-bearing  is  perhaps  the 
most  amazing  of  all.  As  emphasized,  preg- 
nancy is  the  time  among  the  internal  se- 
cretions of  a great  uprooting  and  stirring  of 
fundamental  and  cataclysmic  changes  in 
the  most  intimate  chemistry  of  the  cells. 
It  is  as  if  a dictator,  inspired  by  his  coun- 
try’s danger,  its  enemies  at  the  gates  of 
its  capital,  were  to  draft  and  mobilize  every 
natural  force  to  resist  its  aggression.” 

The  male  and  female  cells  follow  the  laws 
of  natural  selection  and  survival  of  the 
fittest.  Only  the  hardiest  and  most  active 
sperm  cell  wins  the  race  and  only  the  health- 
iest and  most  competent  germ  cell  breaks 
through  its  follicular  shell  to  receive  its 
mate. 

Even  when  both  sex  cells  are  normal, 
their  union  must  be  properly  timed.  They 
must  be  brought  together  within  a very 
short  time  after  ovulation  and  copulation. 
Bickers  says  that  the  proper  time  for  fer- 
tilization may  last  only  a few  hours  in  the 
mid-menstrual  period ; that  sperm  heads 
will  live  for  only  about  eight  hours,  and 
germ  cells  a still  shorter  time;  and  that 
if  conception  does  not  take  place  within 
even  narrower  limits,  then  the  germ-plasma, 
male  or  female,  may  have  undergone  de- 
generation and  abnormality  result,  deter- 
mined as  accurately  as  possible.  The  man 
should  be  capable  of  producing  healthy  vir- 
ile sperm  and  depositing  it  in  the  vaginal 
fornix.  The  woman  must  not  only  be  able 
to  receive  the  sperm  and  offer  it  free  pas- 
sage into  her  Fallopian  tube,  she  must  be 
able  to  produce  normal  germ  cells  and  de- 
liver them  to  the  tube  where  they  will  be 
accessible  to  the  sperm.  She  must  also  be 
endowed  with  the  facilities  for  transport- 
ing, incubating,  and  nourishing  the  fer- 
tilized egg. 

We  used  to  think  that  except  for  the 
complete  absence,  under  development,  or 
malformation  of  the  genital  organs  the 
most  positive  and  most  easily  detected  sin- 
gle cause  of  sterility  is  complete  blocking 
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of  both  Fallopian  tubes.  Yet  in  spite  of 
that  known  fact,  many  women  have  become 
pregnant  after  the  tubes  have  been  tied 
and  cut.  It  is  extremely  improbable,  but 
not  impossible,  for  a woman  to  become  preg- 
nant in  the  face  of  obstacles  generally  con- 
sidered irreparable.  The  degenerating  and 
disintegrating  processes  of  aging  are 
thought  to  be  absolutely  irreversible,  and 
yet  there  are  well  authenticated  cases  of 
old  women  becoming  pregnant  and  bearing 
children. 

It  has  been  shown  that  the  glands  of 
internal  secretions  control  the  individual 
peculiarities  of  every  living  thing.  In  the 
lower  animal  this  regulation  is  instinctive 
and  therefore  works  under  the  immutable 
laws  of  heredity  and  environment.  The 
more  intelligent  the  animals,  the  better  the 
preparation  for  the  coming  event  and  more 
loving  the  care  after  the  young  is  born. 

Of  all  of  the  animals  in  the  Garden  of 
Eden,  man  was  the  only  one  that  was  free 
to  eat  of  the  Tree  of  Knowledge,  and  upon 
him  only  was  placed  the  responsibility  of 
working  out  his  own  philosophy  of  life  and 
his  own  destiny. 

DISCUSSION 

DR.  L.  E.  BURCH  (Nashville):  Mr.  President 
and  gentlemen,  I want  to  congratulate  Dr.  Ayres 
on  his  interesting  and  instructive  paper. 

In  discussing  a subject  of  this  kind,  it  is  impos- 
sible in  five  minutes  to  go  into  all  of  the  details, 
and  for  that  reason  I shall  try  to  emphasize  some 
of  the  points  that  were  brought  out  in  Dr.  Ayres’ 
paper. 

It  is  a peculiar  thing  that  following  wars  the 
bearing  of  children  becomes  fashionable.  That  is 
notably  true  after  World  War  II.  So  great  has 
been  the  birth  rate  in  1946  that  the  educators  seem 
to  think  it  will  be  a problem  in  seven  years’  time 
to  find  sufficient  first-grade  teachers  to  instruct  the 
babies  of  1946. 

As  Dr.  Ayres  brought  out,  the  male  is  at  fault 
in  40  per  cent  of  cases.  It  is  a great  injustice  to 
the  female  to  put  her  through  the  many  examina- 
tions and  tests  that  are  necessary  until  the  male 
is  out  of  the  picture.  For  that  reason  the  male 
should  not  only  be  examined,  but  a Wassermann 
should  be  made  and  also  the  Rh  factor. 

It  is  impossible  for  any  physician  to  examine  a 
female  and  make  a prognosis  on  a pelvic  examina- 
tion alone,  even  if  you  find  marked  abnormalities. 
That  was  another  point  Dr.  Ayres  brought  out, 
that  pregnancy  has  occurred  even  after  the  tubes 
had  been  tied.  I so  often  see  patients  who  say 
that  they  have  had  a pelvic  examination  and  an 


abnormality  found,  such  as  a displacement  or  an 
enlargement  of  the  ovaries,  or  a neoplasm  of  the 
uterus,  and  have  been  told  that  it  is  impossible  for 
them  to  conceive.  That  is  unfair  to  the  patient, 
because  many  of  these  cases  will  conceive. 

Statistics  show  that  under  proper  medical  su- 
pervision one  woman  in  four  will  conceive  when 
the  marriage  has  not  been  fruitful,  and  if  we  will 
follow  out  the  suggestions  brought  out  by  the 
essayist,  these  statistics  can  be  improved. 

The  most  important  test  and  the  best  thera- 
peutic measure  that  we  have  is  the  Rubin  test. 
This  should  be  made  with  carbon  dioxide  gas, 
which  is  perfectly  safe,  and  it  makes  it  much  more 
accurate  to  use  a Kymograph  with  the  Rubin  test. 
Of  course,  this  test  must  be  made  at  the  proper 
time. 

The  patient  should  be  instructed  as  to  the  op- 
timum time  for  coitus,  and  as  Dr.  Ayres  men- 
tioned, the  mid-period  is  the  ideal  time.  The  pa- 
tient should  be  instructed  to  take  her  temperature 
each  morning,  either  oral  or  rectal,  and  this  will 
show  your  patients  the  time  to  have  coitus. 

Another  important  test  is  to  have  the  patient 
have  coitus  and  then  go  to  the  physician  to  see 
if  the  sperm  is  able  to  penetrate  the  mucus  from 
the  cervix.  That  is  an  important  test.  If  the 
Rubin  test  is  not  successful  after  three  trials,  then 
I suggest  that  a dye  be  injected  into  the  tubes, 
followed  by  an  X-ray  picture.  That  will  show  the 
point  of  occlusion  in  the  tubes,  and  in  some  few 
cases  the  dye  will  go  through  when  the  carbon 
dioxide  gas  failed.  This  test  is  sometimes  followed 
by  a pregnancy. 

I should  like  to  state,  however,  that  a test  of 
the  tubes  should  not  be  made  if  there  is  present  a 
bloody  discharge,  a purulent  discharge,  or  a pelvic 
inflammatory  disease. 

It  is  also  important  to  get  a basal  metabolic 
test,  and  an  X-ray  of  the  sella  turcica  to  deter- 
mine the  size  of  the  anterior  pituitary.  It  is  also 
important  to  find  out  if  the  woman  is  ovulating. 
This  can  be  easily  determined  in  the  male  by  ex- 
amination of  the  semen  in  the  female,  and  the 
ovulation  test  should  be  made  the  first  day  of  the 
period  by  obtaining  a biopsy  from  the  uterus. 

In  cases  of  retro  displacement  that  are  not  fixed, 
I suggest  the  inflation  test  be  made  in  the  knee- 
chest  position.  That  will  cause  the  uterus  to  drop 
forward  and  will  make  the  test  much  easier,  and 
when  there  is  a thick,  glary  discharge  I also  make 
the  suggestion  that  an  alkaline  douche  be  given 
the  night  before  and  the  day  of  the- test. 

I think  it  is  also  necessary  that  certain  couples 
who  consult  the  physician  about  becoming  fruit- 
ful who  have  a history  of  an  hereditary  disease 
on  both  sides  should  be  discouraged. 

I want  to  say  again  that  Dr.  Ayres  has  presented 
an  excellent  paper,  one  that  I thoroughly  enjoyed. 
(Applause.) 

DR.  WILLIAM  BLACK  (Memphis):  I think  Dr. 
Ayres’  paper  was  very  instructive,  and  I for  one 
certainly  enjoyed  it. 
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The  Mid-West  Section  of  the  American  Asso- 
ciation for  the  Study  of  Sterility,  which  met  in 
Chicago  two  weeks  ago,  after  an  eight-hour  meet- 
ing, brought  up  some  interesting  points  of  infor- 
mation. One  is  the  fact  that  if  any  doctor  tries 
to  use  artificial  insemination  with  a professional 
donor,  he  is  subjecting  himself  to  possible  lawsuit. 
For  one  reason,  there  are  five  people  involved — 
the  husband,  the  wife,  the  baby  that  might  be 
formed,  the  professional  donor,  and  the  doctor. 
It  was  also  mentioned  at  that  meeting  that  there 
is  no  state  or  country  law  that  can  prosecute  you 
or  uphold  you  if  any  one  of  the  five  wishes  to  bring 
suit  in  the  future. 

Another  point  brought  out  at  that  meeting  was 
the  fact  that  all  doctors  should  impress  upon  the 
sterility  patients  not  to  use  any  lubricants,  such 
as  K.  Y.  Jelly  or  anything  of  that  sort,  for  two 
reasons:  that  it  will  not  only  kill  the  sperm,  but 
will  obstruct  the  cervical  canal. 

The  third  most  important  point  was  that  Dr. 
Wiseman,  who  has  done  much  work  on  sterility 
problems,  mentioned  that  there  is  an  enzyme,  hya- 
luronidase,  which  is  being  used  at  the  present 
time  but  is  not  on  the  market.  The  Schering  Cor- 
poration is  the  company  that  distributes  it  at  the 
present  time.  It  has  not  been  used  long  enough 
to  know  its  value  yet,  but  it  is  worth  trying  if 
all  other  means  have  been  used  to  no  avail.  Hyalu- 
ronidase,  if  spread  upon  the  cervix,  is  supposed  to 
facilitate  impregnation  of  the  ovum.  I have  not 
used  it,  but  I hope  to  in  the  near  future. 

There  are  other  points  of  interest  which  were 
brought  out  at  that  meeting,  but  I mention  these 
for  what  they  are  worth. 

Thank  you.  (Applause.) 

DR.  C.  S.  McMURRAY  (Nashville):  I enjoyed 
Dr.  Ayres’  presentation  and  the  philosophy  that 
he  has  expressed.  I think  we  too  often  take  the 
male  for  granted,  and  I am  glad  to  hear  him  em- 
phasize the  fact  that  50  per  cent  of  the  infertility, 
which  we  would  prefer  to  say  instead  of  sterility, 
is  laid  at  the  door  of  the  male. 

The  difficulty  I have  found  when  checking  with 
these  people  who  are  looking  for  a fruitful  mar- 
riage and  who  have  been  unsuccessful,  is  that 
many  of  them  have  been  to  one  or  more  physicians, 
who  have  suggested  that  the  male  be  checked. 
One  of  the  favorite  expressions  now  is,  “Oh,  my 
husband  is  all  right.  He  was  examined  and  found 
to  be  all  right.” 

That  is  based  so  often  upon  the  fact  that  some- 
one has  taken  a specimen  of  seminal  fluid,  put  it 
under  the  microscope,  seen  more  living  sperms 
wriggling  around,  and  said,  “It  only  takes  one 
to  do  the  job,  so  he’s  okay.” 

I found  it  difficult  to  get  all  urologists  to  take 
an  interest  in  studying  the  seminal  specimen  be- 
yond that  point.  Therefore,  I have  gone  into  the 
question  of  studying  the  seminal  fluids,  because  I 
more  or  less  had  to. 


A complete  study  of  the  seminal  fluid,  briefly, 
is  first,  a count.  It  is  notable  that  men  who  con- 
sistently have  a count  below  60  million,  after  a 
five  to  seven-day  period  of  continence,  find  it  dif- 
ficult to  make  their  wives  pregnant,  and  around 
o»-  below  40  million  there  have  been  mighty  few 
pregnancies. 

The  recent  work  Rock  is  doing  in  Boston,  in 
which  he  takes  these  oligospermia  groups  and  cen- 
trifuges the  fluid  slowly  and  then  washes  the  cells, 
concentrates  them  with  a Ringer’s  solution,  and 
injects  them  into  the  mate.  By  getting  a high 
concentration  of  relatively  normal  sperm  he  has 
been  able  to  get  some  pregnancies.  That  of  course 
is  carrying  it  rather  to  the  acute  stage  of  scien- 
tific study. 

The  next  point  is  motility.  Certainly  a majority 
of  the  sperms,  up  to  70  or  80  per  cent,  should  be 
motile  in  the  fresh  specimen,  and  by  that  I mean 
they  should  be  examined  in  from  30  minutes  to 
two  hours.  I like  to  examine  them  30  minutes  to 
one  hour  after  ejaculation.  You  will  normally  find 
up  to  30  per  cent  abnormal  sperms  of  various  types, 
and  beyond  30  per  cent  abnormal  sperms  they  are 
usually  unfruitful. 

Concerning  the  length  of  time  of  viability,  a 
sperm  should  be  able  to  live  in  a proper  alkaline 
solution  for  a period  up  to  twelve  hours;  and  if 
at  the  end  of  twelve  hours,  when  studying  the 
specimen  on  a properly  prepared  slide  that  has 
been  encircled  with  vaseline  and  wdth  a cover  g’ass 
over  it,  you  find  you  do  not  have  live  sperms,  you 
will  find  that  is  an  unfruitful  person. 

Unfortunately,  from  an  endocine  standpoint, 
thyroid  is  the  only  medication  we  have  found  that 
has  been  of  any  consistent  relative  value,  as  Dr. 
Burch  and  the  essayist  have  brought  out.  We 
have  as  yet  no  synthetic  gonadotropins.  The 
gonadotropins  we  have  are  of  mares  serum  origin. 
They  are  of  value  in  stimulating  the  seminal  tu- 
bules to  development,  or  stimulating  ovulation  in 
the  woman,  and  come  with  large  doses  given  in- 
travenously at  ovulatory  time  in  the  woman.  That 
carries  with  it  a situation  of  considering  the  anti- 
phylaxis  because  of  the  foreign  protein  element 
of  the  horse  serum.  So  it  carries  enough  measure 
of  troublesome  element  that  it  cou’d  be  serious. 
It  is  a thing  that  as  yet  should  be  used  only  ex- 
perimentally. 

Again  I want  to  thank  the  essayist  for  bringing 
us  this  subject  in  such  a beautiful  way.  (Ap- 
plause.) 

DR.  P.  B.  RUSSELL,  JR.  (Memphis):  There  is 
one  thing  I should  like  to  suggest  when  discussing 
the  question  of  infertility,  or  sterility. 

I think  the  individual  should  be  studied  before 
we  attempt  a Rubin,  or  some  of  the  other  technics, 
in  order  to  find  out  if  the  tubes  are  patent.  This 
should  be  done  after  a thorough  physical  exam- 
ination and  study  has  been  made  of  the  individual.. 
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A very  simple  thing  which  can  be  done  in  any 
office  is  to  make  an  oral  and  vaginal  smear  study. 
A preliminary  report  was  made  by  me  recently  on 
the  subject  of  oral  smears.  These  can  be  corre- 
lated with  the  oral  temperature  readings  taken 
upon  awakening  and  before  arising  or  drinking 
fluids,  and  thereby  determine  if  the  individual 
ovulates.  If  she  ovulates,  then  the  question 
arises  about  her  husband’s  ability  to  fertilize  her 
ova.  Tubal  patency  studies  are  the  next  proce- 
dures. 


The  urologist  should  study  the  male  while  the 
gynecologist,  obstetrician  or  practitioner  studies 
the  female.  The  first  study  should  be  to  find  out 
if  the  woman  ovulates.  Of  course,  endometrial 
biopsies  can  be  made,  but  not  everyone  has  the 
equipment  for  this,  and  there  are  many  who  are 
discontinuing  this  technic  in  favor  of  the  simpler 
method.  The  simplest  method  is  by  the  vaginal 
and  the  oral  smear  technics,  which  are  correlated 
with  the  oral  temperature  readings. 
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Is  Medical  Care  Expensive? 

The  American  Medical  Association  has 
just  published  a twelve-page  discussion  on 
this  subject.  It  is  the  work  of  Frank  G. 
Dickinson,  Ph.D.,  Director  of  the  Bureau 
of  Medical  Economic  Research.  Every 
physician  will  do  well  to  secure  a copy  of 
this  discussion.  It  is  available  upon  re- 
quest. 

This  work,  based  on  the  figures  released 
by  the  U.  S.  Department  of  Commerce, 
showed  consumer  expenditures  for  the  war 
years.  Two  hundred  six  items  of  lines  are 


listed  in  the  government  report,  but  Dr. 
Dickinson  selected  six  items,  or  group  of 
items  of  comparable  size,  and  followed  them 
through  the  years  1940-1946.  The  items 
selected  for  comparison  with  the  cost  of 
medical  care  were  alcoholic  beverages,  rec- 
reation, tobacco,  personal  care,  and  jew- 
elry. The  amounts  spent  for  each  of  these 
items  is  shown  in  dollars,  and  also  in  per- 
centage of  the  disposable  personal  income, 
for  each  year.  These  sums  and.  percentages 
are  compared  with  the  average  of  the  base 
period  from  1935-39. 

A number  of  tables  and  charts  are  given 
to  show  the  amounts  in  dollars  and  per- 
centages spent  for  these  items  during  these 
years.  We  reproduce  parts  of  two  of  these 
tables.  We  hope  to  have  a set  of  the  charts 
on  slides  for  use  in  county  societies.  These 
tables  show  that  the  cost  of  medical  care 
has  increased  less  than  the  adjusted  per- 
sonal income,  and.  with  the  exception  of 
tobacco,  the  increase  has  been  less  than  the 
other  items  mentioned,  namely — personal 
care,  beverage  alcohol,  recreation,  and 
jewelry. 

The  final  chart  is  of  special  interest 
to  physicians,  as  it  shows  how  the  medical 
care  dollar  is  divided.  Reduced  to  a table, 
we  have: 


Year 

Physicians 

Drugs 

Hospital 

Dental 

Other 

1929 

32c 

20c 

13c 

16c 

19c 

1935-39 

31c 

21c 

17c 

13c 

18c 

1945 

27c 

23c 

16c 

13c 

21c 

Table  1. — Selected  Consumer  Expenditures  in  the  United  States,  1929-19U6 

Billions  of  Dollars 


Selected  Consumer  Expenditures 


, 

_/> 

^ 

Adjusted 

Medical 

Personal 

Care- 

Alcoholic 

Recrea- 

Personal 

Year 

Income 1 

Total 

Beverages 3 

tion 1 

Tobacco r> 

Care " 

Jewelry'1 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

1935-1939 

(average)  

$ 68.7 

$2.6 

$3.2 

$3.1 

$1.6 

$0.9 

$0.3 

1940 

77.8 

3.1 

3.6 

3.7 

1.9 

1.1  - 

0.5 

1941 

93.4 

3.4 

4.2 

4.2 

2.0 

1.2 

0.6 

1942 

115.9 

3.9 

5.2 

4.6 

2.3 

1.4 

0.8 

1943 

135.0 

4.4 

6.1 

4.7 

2.5 

1.7 

1.0 

1944 

144.1 

4.7 

7.2 

5.1 

2.5 

1.9 

1.1 

1945 

149.1 

5.0 

7.8 

5.8 

2.9 

2.1 

1.3 

1946 

1 69.2 

5.6 

8.8 

7.9 

3.4 

2.3 

1.4 

Adjusted  Personal  Income  equals  Total  Personal  Income  less  Income  to  the  Armed  Forces.  Income  to  the  Armed 
Forces  in  billions  of  dollars:  1935-1939  (average)  = 0.4;  194  0 = 0.6;  1941  1.9;  1942  = 6:3;  1943  = 14.5;  1944  = 20.8; 

1945  = 22.4;  1946  = 8.0. 

includes  physicians’  services,  drug  preparations  and  sundries,  privately  controlled  hospitals  and  sanitariums, 
dentists’  services,  ophthalmic  products  and  orthopedic  appliances,  private  duty  trained  nurses,  practical  nurses  and 
midwives,  accident  and  health  insurance — net  payments,*  mutual  accident  and  sick  benefit  associations — net  pay- 
ments, net  payments  to  group  hospitalization  and  health  associations,  student  fees  for  medical  care,  osteopathic 
physicians,*  chiropractors,*  chiropodists  and  podiatrists,*  miscellaneous  curative  and  healing  professions.*  (Note — 
Starred  items  (*)  were  omitted  from  the  Bureau’s  chart  of  selected  consumer  expenditures  in  1945  exhibited  at  the 
Centennial  Convention  in  June,  1947.) 

"Includes  distilled  spirits,  wine  and  beer,  packaged  form  and  by  the  drink. 

‘Includes  informal  recreation,  admissions  to  spectator  amusements,  commercial  participant  amusements,  clubs, 
flowers,  seeds,  and  potted  plants,  etc. 

"Includes  tobacco  products  and  smoking  supplies. 

"Includes  toilet  articles  and  preparations,  barbershop  s rvices,  beauty  parlors,  baths,  masseurs. 

‘Includes  jewelry  and  watches,  watch,  clock,  and  jewelry  repairs. 
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Table  2. — Selected  Consumer  Expenditures  in  the  United  States,  1929-1946,  as  a Percentage  of  the 

1935-1939  Average 
1935-1939  = 100 


Selected  Consumer  Expenditures 


Adjusted* 

Medical 

> 

Personal 

Care 

Alcoholic 

Recrea- 

Personal 

Year 

Income 

Total 

Beverages 

tion 

Tobacco 

Care 

Jewelry 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

1935-1939  (average)  

100% 

100% 

100% 

100% 

100% 

100% 

100% 

1940 

113 

116 

115 

119 

109 

121 

134 

1941 

136 

129 

134 

135 

127 

132 

179 

1942 

169 

148 

166 

146 

141 

153 

234 

1943 

196 

165 

192 

149 

154 

184 

303 

1944 

210 

179 

228 

163 

154 

205 

324 

1945 

217 

188 

248 

184 

176 

229 

380 

1946 

246 

211 

277 

253 

210 

253 

408 

*See  Table  1 for  footnotes  and  source. 
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C.  H.  Heacock,  M.D.,  Chairman 
4 University  Center,  Memphis 


The  first  circuit  in  cancer  instruction 
closed  in  Northeast  Tennessee  with  a total 
of  129  physicians  registered  in  the  course. 
This  is  a few  more  than  ever  participated 
in  any  past  courses  of  that  district.  Doctor 
Lee  opened  his  second  circuit  with  the  fol- 
lowing registrations  for  each  center: 


Brownsville  17 

Covington  14 

Bolivar  11 

Selmer  17 

Jackson  24 

Total  83 


In  the  first  circuit,  Doctor  Lee  did  ten 
biopsies,  seven  minor  and  twenty  major 
operations,  and  a total  of  147  consultations. 
At  two  dinners  that  the  groups  gave  in 
honor  of  Doctor  Lee  at  time  of  his  last 
lecture,  the  groups  were  so  enthusiastic 
about  his  course  that  they  inquired  whether 
the  committee  could  not  return  him  for  a 
second  course  soon,  and  one  urged  that  a 
course  of  this  kind  ought  to  continue  for 
sixty  days  longer  with  lectures  every  night. 

Doctor  Lee  opened  with  instruction  in  the 
West  Tennessee  centers  the  week  of  Novem- 
ber 24,  and  this  circuit  will  continue,  closing 
the  ten  weeks  January  30,  1948.  The  next 
group  of  centers,  to  which  announcement 
letters  have  just  been  released,  will  be 
Franklin,  Columbia,  Pulaski,  Fayetteville, 
and  Lawrenceburg. 


DEATHS 


John  R.  Smith,  M.D. 

John  R.  Smith,  M.D.,  Selmer;  University 
of  Nashville  Medical  Department,  1907 ; 
aged  sixty-eight;  died  December  11,  1947. 


Samuel  Rush  Miller,  M.D. 

Samuel  Rush  Miller,  M.D.,  Knoxville; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1893;  aged  seventy-eight;  died 
December  24,  1947. 


Jefferson  Cumley  Pennington,  M.D. 
Jefferson  Cumley  Pennington,  M.D., 
Nashville;  Vanderbilt  University  School  of 
Medicine,  Nashville,  1923;  aged  fifty-five; 
died  December  12,  1947. 


Martin  A.  Blanton,  M.D. 

Martin  A.  Blanton,  M.D.,  Mosheim;  aged 
seventy-four;  died  December  17,  1947. 


Landon  Boyce  Snapp,  M.D. 

Landon  Boyce  Snapp,  M.D.,  Bristol ; Van- 
derbilt University  School  of  Medicine, 
Nashville,  1913;  aged  sixty-three;  died  re- 
cently. 


Arthur  F.  Cooper,  M.D. 

Arthur  F.  Cooper,  M.D.,  Memphis;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1904;  aged  sixty-six;  died  Jan- 
uary 7,  1948,  following  an  operation. 
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About  500  doctors  have  not  renewed  their 
registration  with  the  Licensing  Board  for 
the  Healing  Arts.  This  renewal  was  due 
on  January  1,  1948,  and  if  not  renewed  by 
January  31,  their  license  becomes  void.  The 
address  is  The  Licensing  Board  for  the 
Healing  Arts,  420  Sixth  Avenue,  North, 
Nashville,  Tennessee. 


The  Chicago  Medical  Society  will  hold  its 
Fourth  Annual  Clinical  Conference  at  the 
Palmer  House,  Chicago,  on  March  2,  3,  4, 
and  5,  1948. 

This  conference  represents  an  intensive 
four-day  postgraduate  course  for  the  gen- 
eral practitioner  and  specialist  with  leading 
teachers  from  all  over  the  United  States. 

The  morning  and  afternoon  lectures,  the 
panel  discussions,  the  clinicopathologic  con- 
ference, and  the  round-table  discussions 
each  noon  will  cover  newer  methods  of 
diagnosis  and  treatment  which  will  be  of 
interest  to  all  physicians.  The  scientific 
and  technical  exhibits  will  be  of  the  highest 
quality  and  attractively  presented. 

The  Chicago  Medical  Society  is  extending 
all  physicians  a most  cordial  invitation  to 
come  to  Chicago  for  the  conference.  Res- 
ervations should  be  made  direct  with  the 
Palmer  House. 


Fowler  Hollabaugh,  M.D.,  announces  the 
removal  of  his  offices  to  1915  Church  Street, 
Nashville,  Tennessee. 


Dan  S.  Sanders,  Jr.,  M.D.,  announces  the 
opening  of  offices  at  2103  Hayes  Street, 
Nashville,  Tennessee.  Practice  limited  to 
pediatrics. 


We  have  received  a copy  of  the  program 
for  the  Postgraduate  Institute  in  psychoso- 
matic medicine  and  mental  hygiene  to  be 
presented  at  the  U.  S.  Public  Health  Serv- 
ice Hospital  in  Lexington,  Kentucky,  on 
February  3 through  6,  by  the  Kentucky 
State  Medical  Association,  Kentucky  Psy- 


chiatric Association,  and  the  Kentucky  De- 
partment of  Health,  in  collaboration  with 
the  U.  S.  Public  Health  Service  with  funds 
appropriated  by  the  National  Mental  Hy- 
giene Act.  All  physicians  are  invited.  No 
registration  fee  is  charged.  Blocks  of 
rooms  have  been  reserved  in  the  Lafayette 
and  Phoenix  Hotels. 

Those  desiring  to  attend  may  write  direct 
to  the  hotels  for  registration.  Dr.  Victor 
H.  Vogel,  Medical  Director  of.  the  U.  S. 
Public  Health  Service  Hospital,  is  in  charge 
of  arrangements. 


National  Conference  on  Medical 
Service 

Chicago  again  plays  host  to  the  National 
Conference  on  Medical  Service,  Sunday, 
February  29.  Because  the  program  fea- 
tures wide-open  discussions  of  important 
controversial  problems  affecting  medical 
practice,  hospitals,  and  nursing,  the  Con- 
ference promises  to  be  of  outstanding  in- 
terest to  general  practitioner  and  specialist 
alike,  according  to  E.  F.  Sladek,  M.D., 
Traverse  City,  Michigan,  Secretary  of  the 
Conference. 

President  of  the  Conference  Creighton 
Barker,  M.D.,  New  Haven,  Connecticut,  will 
open  the  1948  session  in  the  Red  Lacquer 
Room  of  the  Palmer  House  at  9:30  A.M. 
The  morning  program  will  develop  two 
viewpoints  on  the  subject,  “The  Practice  of 
Medicine  by  Hospitals,  Health  Departments, 
and  Medical  Schools,”  through  papers  pre- 
sented by  Everett  W.  Jones,  General  Man- 
ager of  the  Modern  Hospital,  Chicago,  and 
Lowell  S.  Goin,  M.D.,  of  Los  Angeles.  L. 
Fernald  Foster,  M.D.,  Bay  City,  Michigan, 
will  speak  on  “Medical  Public  Relations 
Begins  in  the  Doctor’s  Office.”  “Nursing 
Problems  in  America”  will  be  reviewed  by 
Thomas  P.  Murdock,  M.D.,  of  Meriden,  Con- 
necticut, and  Janet  Geister  of  Chicago. 

The  afternoon  has  been  given  over  to 
panel  presentations  on  the  two  subjects, 
General  Practice  and  Specialty  Boards,  par- 
ticipated in  by  Wingate  M.  Johnson,  M.D., 
Winston-Salem,  North  Carolina;  C.  F.  Wil- 
kinson, M.D.,  Ann  Arbor,  Michigan;  Leroy 
E.  Parkins,  M.D.,  Boston;  Paul  Titus,  M.D., 
Pittsburgh;  and  C.  N.  H.  Long,  M.D.,  New 
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Haven,  Connecticut.  This  will  be  followed 
by  discussion  with  general  audience  partic- 
ipation. 

The  noon  luncheon  will  offer  a nationally 
known  speaker  to  be  announced  later,  Dr. 
Sladek  reported. 


The  Chicago  Medical  Society  has  inau- 
gurated a weekly  mimeographed  publication 
entitled,  “This  Week  in  Chicago  Medicine.” 
It  has  been  designed  to  keep  the  medical 
profession  posted  on  “what’s  going  on”  and 
to  aid  out-of-town  physicians  who  may  be 
in  Chicago  and  wish  to  visit  clinics,  confer- 
ences, round  tables,  or  medical  meetings. 

Any  doctor  planning  a trip  to  Chicago 
may  secure  copies  of  this  bulletin  by  writing 
to  the  Chicago  Medical  Society,  30  North 
Michigan  Avenue,  Chicago  2,  or  he  may 
secure  copies  by  calling  in  person. 

The  committee  in  charge  of  the  publica- 
tion feels  that  this  schedule  wlil  be  of  great 
service  to  physicians  from  all  over  the  coun- 
try in  keeping  them  informed  of  what  Chi- 
cago as  a medical  center  has  to  offer. 


Prayer  of  a Physician 
“Endow  me  with  strength  of  heart  and 
mind 

so  that  both  may  be  ever  ready  to  serve 
the  rich  and  poor,  the  good  and  the  wicked, 
friend  and  enemy — 
and  may  I never  see  in  the  patient 
anything  else  but  a fellow  creature  in  pain. 
“The  spirit  of  man  can  extend  indefinitely. 
Today  he  can  discover  his  errors  of  yester- 
day— 

and  tomorrow  he  may  obtain  new  light 
on  what  he  thinks  himself  sure  today. 

For  art  is  great — 

but  the  mind  of  man  is  ever  expanding. 
“Almighty  God ! 

Thou  hast  chosen  me  in  Thy  mercy 
to  watch  o’er  the  life  and  death  of  Thy 
creatures. 

Support  me  in  this  great  task — 
so  that  it  may  benefit  mankind.  For — 
without  Thy  help,  not  even  the  least  thing 
will  succeed.” 

— Maimonides  (1135-1204). 


THE  WASHINGTON  LETTER 

Joseph  S.  Lawrence,  M.D., 

Director  Council  on  Medical  Service, 
Washington  Office,  A.  M.  A. 


New  Bills  Introduced 

S.  1854  by  Mr.  White,  of  Maine,  Decem- 
ber 10. 

A bill  to  provide  basic  authority  for  the 
performance  of  certain  functions  and  ac- 
tivities of  the  Department  of  Commerce, 
and  for  other  purposes. 

Referred  to  the  Committee  on  Interstate 
and  Foreign  Commerce.  Comment:  Au- 
thority is  placed  with  the  Department  of 
Commerce  to  “furnish  employees  of  the 
Department  of  Commerce  and  other  Fed- 
eral agencies  (including  military  and  naval 
personnel)  and  their  dependents  in  Alaska 
and  other  points  outside  continental  U.  S. 
free  emergency  medical  services,  by  con- 
tract, or  otherwise,  and  free  emergency 
medical  surplus  supplies. 


Hearings 

The  Harness  Committee,  continuing  its 
work  during  the  summer,  requested  certain 
officials  of  the  Department  of  Agriculture, 
located  in  the  Central  States,  to  state  their 
reason  for  the  issuance  of  certain  communi- 
cations they  directed  to  farm  groups  earlier 
this  year,  calling  attention  to  the  reduction 
Congress  was  proposing  to  make  in  the 
Department  of  Agriculture’s  budget.  The 
Committee  wanted  to  know  whether  it  was 
the  intention  of  the  writers  of  these  com- 
munications to  stimulate  the  farmers  to  file 
with  their  Congressmen  opposition  to  the 
reduction.  The  contention  of  the  Commit- 
tee was  that  the  writers  of  the  communica- 
tions, being  at  the  time  employees  of  the 
Department  of  Agriculture,  could  be  said 
to  be  lobbying  in  its  interest.  The  situation 
is  similar  to  others  that  the  Committee  in- 
vestigated, where  Government  employees 
advocated  the  enactment  of  health  insur- 
ance legislation.  The  Committee  continues 
its  work. 


United  Mine  Workers 
The  United  Mine  Workers  Union  has 
employed  Dr.  Roy  R.  Sayers,  who  was  di- 
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rector  of  the  U.  S.  Bureau  of  Mines,  as  med- 
ical director,  to  develop  a program  of  Med- 
ical care  among  the  members  of  that  union 
— to  be  financed  from  the  fund  which  is 
being  collected  by  means  of  a ten-cents-per- 
ton  royalty  on  coal  mined  by  the  union 
workers. 

Dr.  Sayers  has  a broad  vision  of  his  work 
and  is  developing  a very  comprehensive  pro- 
gram. He  already  has  a staff  of  ten  or  more 
capable  and  experienced  men.  Dr.  Carl 
Peterson,  the  executive  secretary  of  our 
Industrial  Council  is  devoting  a part  of  his 
time  to  helping  Dr.  Sayers. 


Government  Medicine 
It  is  rumored  that  the  President  will  out- 
line a very  definite  program  of  Federal 
compulsory  health  insurance,  in  the  message 
which  he  will  present  to  the  Congress  in 
the  first  week  of  January. 


You  are  aware  of  the  fact  that  Senator 
Smith  addressed  a communication  to  the 
governors  of  the  States  early  in  the  sum- 
mer, asking  them  several  specific  questions 
as  to  their  attitude  on  S.  545  and  S.  1320. 
It  is  said  that  the  governors,  in  their  re- 
sponses, were  almost  unanimously  opposed 
to  Federal  interference  in  health  matters  in 
their  respective  states.  They  stated  that 
they  could  best  take  care  of  their  medical 
problems  themselves. 


Sometimes  we  are  inclined  to  feel  that 
the  interest  in  health  insurance  is  so  uni- 
versal that  it  must  be  a live  topic  in  every 
state,  and  it  was  reported  last  year  that  the 
proponents  of  Federal  legislation  would 
divert  their  activities  to  the  States,  hoping 
for  success  in  having  States  enact  legisla- 
tion of  this  character.  It  would  have  its 
effect  ultimately  on  the  Congress.  The  log- 
ical approach  was  on  the  basis  of  cash  sick- 
ness and  unemployment  sickness  benefits, 
somewhat  after  the  style  that  prevails  in 
Rhode  Island,  and  has  been  sponsored  by 
the  Governor  of  California.  A survey  of 
the  accomplishments  of  the  legislatures  of 
1947  shows  that  the  interest  is  far  from 
universal.  According  to  a survey  made  by 
the  Research  Council  for  Economic  Secu- 


rity, Chicago,  fifty  bills  were  introduced  in 
all  of  the  state  legislatures,  and  twenty  of 
these  were  before  the  New  York  State 
Legislature.  Massachusetts  had  seven ; 
New  Jersey,  five;  Connecticut,  four;  Penn- 
sylvania and  Washington,  two  each;  and 
ten  other  states  had  one  bill  each,  and  they 
were  located  in  the  far  West  and  the  North 
Central,  with  Alabama  as  an  exception.  No 
such  legislation  was  proposed  in  the  other 
thirty-two  states. 


Commissions 

The  Commission  authorized  by  Congress 
to  make  a study  of  the  bureaus  and  agencies 
of  the  Executive  Department,  with  the  pur- 
pose of  reorganizing  them  for  greater  effi- 
ciency and  economy,  and  whose  chairman 
is  ex-President  Hoover,  was  organized  dur- 
ing the  summer  and  is  actively  at  work.  A 
subcommittee  has  been  created  to  devote 
itself  primarily  to  the  study  of  the  Veterans 
Administration.  Colonel  Franklin  D’Olier, 
of  the  Prudential  Assurance  Company  of 
Newark,  New  Jersey,  is  the  chairman.  The 
Brookings  Institution  has  been  employed 
to  report  upon  the  health,  education,  and 
social  security  functions  of  the  Federal 
Government.  Mr.  Hoover  himself  will  un- 
dertake, with  the  aid  of  Mr.  Don  K.  Price, 
Associate  Director  of  the  Public  Adminis- 
tration Clearing  House,  and  with  the  co- 
operation of  the  Bureau  of  the  Budget,  a 
study  of  the  Presidency  and  its  relations  to 
the  departments  and  agencies  of  the  Execu- 
tive Branch. 
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Knox  County 

December  16  : “Rheumatic  Fever,”  by  Dr. 
M.  B.  Overholt.  Discussion  by  Drs.  Henry 
Christian  and  R.  C.  Kimbrough,  Jr. 

January  6:  “Presidential  Address,”  by 
Dr.  G.  A.  Williamson,  Jr. 


Bedford  County 

The  Bedford  County  Medical  Society  met 
in  regular  session  December  18,  1947,  with 
Dr.  Albert  Cooper,  President,  presiding. 
The  attendance,  as  usual,  was  good.  The 
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retiring  president,  Dr.  Cooper,  read  an  in- 
teresting paper  on  “The  Uses  and  Findings 
of  the  Electrocardiogram,’’  which  was  en- 
joyed by  all  present. 

Officers  for  1948  were  elected. 

Dr.  Sarah  Womack,  who  has  recently 
opened  an  office  here,  joined  the  Society. 

In  the  year  1947  we  lost  one  member,  Dr. 
Price  Womack,  by  death,  and  transferred 
one  member,  Dr.  Harrison  J.  Shull. 

We  have  met  regularly  once  a month,  had 
interesting  papers  and  good  attendance  at 
each  meeting.  We  think  that  we  have  had 
a very  successful  year. 

W.  H.  Avery,  M.D.,  Secretary. 


Sevier  County 

A meeting  of  the  Sevier  County  Medical 
Society  was  held  on  the  night  of  November 
3,  1947,  in  Sevierville.  The  business  pro- 
ceedings of  the  meeting  included  the  elec- 
tion of  new  officers  for  1948  and  the  collec- 
tion of  state  dues  from  members  present. 
The  Society  was  honored  with  the  presence 
of  Dr.  John  A.  Conroy,  dermatoligist,  from 
Boston,  Massachusetts,  who  read  an  excel- 
lent paper  on  the  “Diagnosis  and  Thera- 
peutic Difficulties  of  Psoriasis.”  This  was 
followed  by  a group  discussion. 

Troy  J.  Beeler,  M.D.,  Secretary. 


White,  Putnam,  Overton,  Cumberland, 
Jackson 

The  Five-County  Medical  Society  met 
November  20  in  Sparta. 

Dr.  C.  B.  Roberts,  Sparta,  read  a paper 
on  “A  Program  for  Immunity  in  Children 
by  Vaccination  and  Inoculation  Against 
Disease.” 

The  next  meeting  of  the  Society  will  be 
held  in  Cookeville  on  January  15,  1948. 


“Historical  Aspects  of  Socialized  Medi- 
cine,” by  V.  0.  Foster,  Assistant  Secretary, 
Tennessee  State  Medical  Association,  Nash- 
ville. 

“The  Rh  Factor,”  by  Dr.  H.  E.  Atherton, 
Memphis. 

“The  Management  of  Occiput  Posterior,” 
by  Dr.  Michael  Roach,  Memphis. 

Officers  for  1948  were  elected. 


List  of  Officers,  1948 
Sevier  County: 

R.  A.  Broady,  Sevierville,  President. 
Ralph  H.  Shilling,  Gatlinburg,  Vice-Pres- 
ident. 

Troy  J.  Beeler,  Sevierville,  Secretary- 
Treasurer. 


Fentress  Comity: 

C.  A.  Collins,  Wilder,  President. 

J.  Peery  Sloan,  Jamestown,  Secretary- 
Treasurer. 


Robertson  County: 

A.  R.  Kempf,  Springfield,  President. 

W.  S.  Rude,  Ridgetop,  Vice-President. 
John  S.  Freeman,  Springfield,  Secretary- 
Treasurer. 


Smith  County: 

Thayer  S.  Wilson,  Carthage,  President. 
R.  L.  Kash,  Lebanon,  Vice-President. 

L.  R.  Sloan,  Carthage,  Secretary. 


Shelby  County: 

H.  W.  Qualls,  Memphis,  President. 
Emmett  R.  Hall,  Memphis,  President- 
Elect. 

Carroll  C.  Turner,  Memphis,  Vice-Presi- 
dent. 

Henry  Gotten,  Memphis,  Secretary. 

C.  V.  Crosswell,  Memphis,  Treasurer. 


Dyer,  Lake,  and  Crockett  Anderson-Campbell: 

A meeting  was  held  at  Reelfoot  Lake  on  A.  W.  Bishop,  Clinton,  President. 
December  17.  About  forty  members  of  the  George  B.  Brown,  Jellico,  Vice-Presi- 
Society  and  guests  were  present.  The  fol-  dent,  Campbell  County, 
lowing  papers  were  read : J.  W.  Lassiter,  Norris,  Vice-President, 

“The  Policy  of  the  National  Physicians’  Anderson  County. 

Committee,”  by  Dr.  W.  C.  Chaney,  Mem-  R.  C.  Pryse,  La  Follette,  Secretary-Treas- 
phis.  urer. 
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Bedford: 

Taylor  Farrar,  Shelbyville,  President. 
Carl  Rogers,  Shelbyville,  Vice-President. 
Sara  Womack,  Shelbyville,  Secretary- 
Treasurer. 


Davidson: 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Anesthesia  Study  Commission — Findings  of  Eleven 
Years’  Activity.  Henry  S.  Ruth,  F.  P.  Haughen, 
and  D.  Dwight  Grove.  Journal  of  American 
Medical  Association,  Vol.  135,  No.  14,  December, 
1947. 

Death  from  anesthesia  is  an  ever-present  factor 
in  the  compilation  of  statistics  on  surgical  mor- 
tality The  importance  of  this  factor  has  increased 
as  the  years  have  passed  since  the  introduction  of 
anesthesia  about  one  hundred  years  ago.  Improve- 
ment in  the  management  of  anesthesia  has  not  kept 
pace  with  improvement  in  the  management  of  the 
surgical  period.  Many  hospitals  in  this  country 
and  abroad  are  using  methods  of  anesthesia  rather 
similar  to  those  employed  one  hundred  years  ago. 
In  many  surgical  amphitheatres  attempts  to  employ 
newer  methods  of  anesthesia  by  poorly  qualified 
personnel  have  resulted  in  an  even  greater  inci- 
dence of  death. 

Never  before  have  a large  group  of  fatalities 
occurring  during  or  shortly  after  anesthesia  been 
studied  by  a group  of  anesthesiologists  located  in 
different  institutions.  For  the  past  eleven  years 
the  Anesthesia  Study  Commission  of  the  Philadel- 
phia County  Medical  Society  has  been  meeting  to 
discuss  such  fatalities  that  were  reported  to  it. 
The  object  was  to  develop  continuous  improvement 
in  anesthesiologic  care  locally  by  a frank  public 
discussion  of  the  anesthetic  practices  involved. 
This  article  is  a presentation  of  statistics  derived 
from  the  stenographic  notes  taken  at  these  meet- 
ings. 

Brief  description  of  the  Anesthesia  Study  Com- 
mission : 

The  Anesthesia  Study  Commission  was  initiated 
late  in  1935.  Its  activities  were  reported  in  1944. 
The  surgical  cases  in  which  patients  died  within 
twenty-four  hours  of  the  induction  of  anesthesia 
were  solicited  from  hospitals  and  physicians  in  the 
ai-ea  of  metropolitan  Philadelphia.  The  cases 
studied,  therefore,  are  those  offered  on  a voluntary 
basis  only.  The  chairman  at  the  meetings  reads 
the  more  interesting  reports  without  disclosing  the 
origin  of  the  case,  and  free  discussion  by  the  anes- 
thesiologists follows.  After  the  discussion,  a vote 
is  recorded  by  the  majority  of  opinion  on  whether 
the  fatality  appeared  to  be  preventable  or  non- 
preventable.  The  probable  cause  of  death  and  the 
factors  contributing  to  it  are  also  decided.  Rec- 
ommendations are  made  as  to  what  the  commission 
feels  would  be  better  management,  but  no  attempt 
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is  made  to  transmit  the  recommendation  to  those 
involved  unless  it  is  requested.  A total  of  three 
hundred  seven  cases  representing  three  hundred 
six  fatalities  were  studied. 

Classification  of  fatalities: 

Of  the  total  of  three  hundred  and  seven  cases, 
one  hundred  and  forty-four,  or  forty-seven  per 
cent  wei'e  classified  as  preventable.  This  signifies 
that  it  was  the  opinion  of  the  majority  of  the  group 
in  attendance  that  a fatality  probably  would  not 
have  occurred  if  in  some  way  some  factor  of  man- 
agement pertaining  to  the  anesthesia  had  been 
instituted  differently.  Eight  and  five-tenths  per 
cent  were  not  classified  because  insufficient  data 
had  been  supplied  and  inadequate  records  were 
kept.  The  commission  was  undecided  in  the  num- 
ber of  border-line  cases  representing  six  and  two- 
tenths  of  the  total. 

Of  the  contributing  factors,  several  appeared 
rather  consistently.  Preoperative  sedative  medica- 
tion was  adjudged  either  inadequate  or  excessive 
in  fifty-eight  instances.  Inadequate  management, 
poor  oxygenation,  and  overdose  of  anesthetic  agent, 
respectively,  occurred  first,  second,  and  third  in 
frequency.  An  error  in  judgment  sufficiently  fla- 
grant for  record  was  fourth  in  frequency  of  occur- 
rence. Instances  of  the  injudicious  selection  of 
the  anesthetic  agent  and  method  were  high.  Al- 
though the  commission  agrees  that  skill  in  anes- 
thetic management  is  more  important  than  the 
inherent  characteristics  of  the  various  agents  and 
methods,  the  choice  of  anesthesia  was  so  misman- 
aged that  it  was  believed  to  be  a factor  in  seventy- 
two  cases,  in  fifty-nine  of  which  death  was  voted 
preventable.  Also  appearing  frequently  was  the 
application  of  inadequate  or  unindicated  therapy. 
Inadequate  nursing  care  coupled  with  respiratory 
obstruction  in  the  postoperative  period  occurred  in 
ninety-five  cases  and  emphasizes  the  need  for  post- 
anesthesia rooms.  Here,  patients  are  under  the 
supervision  of  specially  trained  nursing  personnel, 
under  the  direction  of  the  anesthesia  staff,  with 
provision  of  necessary  equipment  immediately  at 
hand. 

The  data  confirms  the  statement  that  the  anes- 
thesiologist should  be  prepared  to  assume  an  in- 
creasing responsibility  for  the  welfare  of  the  pa- 
tient in  the  operating  room  in  all  matters  pertain- 
ing to  the  maintenance  of  his  well-being. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Lanatoside  C in  the  Treatment  of  Persistent  Parox- 
ysmal Auricular  Tachycardia.  Austin  S.  Weis- 
berger  and  Harold  Feil.  American  Heart  Jour- 
nal, Vol.  34,  pp.  871-877,  December,  1947. 

This  article  gives  the  experience  of  the  authors 
in  sixteen  patients  with  persistent  paroxysmal 
auricular  tachycardia  treated  with  lanatoside  C. 


Of  the  sixteen  patients,  ten  had  organic  disease 
in  addition  to  the  paroxysmal  tachycardia.  The 
diagnosis  was  confirmed  by  electrocardiogram  in 
all  cases  but  one.  In  all  instances  the  attacks  were 
of  prolonged  duration  and  did  not  respond  to  re- 
peated and  varied  attempts  at  reflex  vagal  stimu- 
lation. 

The  pure  crystalline  glycoside,  lanatoside  C,  was 
given  intravenously  in  each  case.  The  initial  dose 
was  eight-tenth  milligram.  If  a satisfactory  re- 
sponse did  not  occur  within  thirty  minutes  to  one 
hour,  another  injection  of  eight-tenths  milligram 
was  given  intravenously.  No  other  medication  was 
employed. 

In  sixteen  cases  the  paroxysmal  tachycardia 
ceased  abruptly  within  forty  minutes  after  the 
first  injection  of  lanatoside  C intravenously.  The 
exact  times  of  response  vaified  from  four  minutes 
to  thirty  minutes  with  an  average  time  of  seven- 
teen minutes.  There  were  no  toxic  reactions  nor 
undesirable  side  effects,  and  there  was  no  imme- 
diate recurrence  of  tachycardia.  Five  patients  who 
had  previously  not  responded  to  carotid  sinus  pres- 
sure prior  to  administration  of  lanatoside  C re- 
sponded promptly  following  the  injection. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Mycotic  Vulvovaginitis  and  the  Vaginal  Fungi. 

Cladius  P.  Jones,  M.T.,  Bayard  Carter,  M.D., 

Walter  L.  Thomas,  M.D.,  R.  A.  Ross,  M.D.,  and 

R.  N.  Creadick,  M.D.,  Durham,  North  Carolina. 

Infection  of  the  vulva  and  vagina,  with  certain 
of  the  nonascosporogenous,  mycelial  producing, 
yeastlike  fungi,  is  a common  cause  of  pruritus  vul- 
vae,  vulvovaginitis,  dysuria,  and  increased  vaginal 
discharge.  Infection  is  most  common  during  the 
childbearing  age.  Pregnancy  and  diabetes  are  said 
to  be  predisposing  factors  to  infection.  Two  hun- 
dred eighty  patients  with  mycotic  vulvovaginitis 
and  without  other  complicating  diseases  are  re- 
ported. Candida  albicans  was  isolated  and  identi- 
fied from  91.07  per  cent  of  these  patients.  Other 
species  of  Candida  produce  vulvovaginitis  in  the 
occasional  patient.  The  vaginal  fungi,  symptoma- 
tology, clinical  findings,  and  treatment  are  dis- 
cussed. For  the  past  two  years  the  authors  have 
been  using  a vaginal  jelly  with  a bentonite  base 
and  calcium  sodium  propionate  as  the  active  in- 
gredients. At  the  present  time  they  have  treated 
over  one  hundred  patients  with  excellent  results. 
Some  of  the  advantages  of  this . form  of  therapy 
are:  the  jelly  is  prepared  in  tubes,  and  patients 
are  given  an  applicator  which  delivers  a measui'ed 
amount  of  jelly.  The  jelly  is  entirely  innocuous, 
convenient  to  use,  and  does  not  stain  the  patient’s 
clothing.  Relief  of  pruritis  and  other  symptoms  in 
practically  every  instance  is  prompt.  A cure  was 
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obtained  after  one  series  of  treatments  in  eighty 
per  cent  of  the  nonpregnant  patients  and  in  thirty- 
three  per  cent  of  the  pregnant  patients.  The  cri- 
teria of  cure  are  based  on  obtaining  negative  cul- 
tures. Even  though  cultural  cures  were  not  ef- 
fected in  many  pregnant  patients,  symptomatic 
relief  was  obtained  without  fear  of  ill  effects. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 
Monsanto  Chemical  Company 
Clinton  Laboratories 
Oak  Ridge 


Industrial  Dermatitis.  Warren  L.  Macaulay,  M.D. 

American  Practitioner,  Vol.  2,  pp.  11-15,  Septem- 
ber, 1947. 

Dr.  Macaulay,  of  the  Department  of  Dermatology 
and  Allergy,  Marshfield  Clinic,  Marshfield,  Wiscon- 
sin, states  that  industrial  dermatitis  presents  a 
challenging  problem,  and  thousands  of  dollars  are 
lost  in  wages,  and  comparable  sums  are  paid  out 
for  medical  care  and  compensation.  Both  workers 
and  foremen  should  be  taught  to  detect  early  cases, 
and  safety  engineers  must  work  with  industrial 
health  departments  to  isolate  offending  materials. 

Almost  all  industries  present  some  hazards  to 
the  skin,  and  the  author  cites  as  an  example  the 
production,  processing,  and  preservation  of  food, 
wherein  several  types  of  skin  involvement  were 
encountered.  Ten  to  twelve  per  cent  of  all  skin 
diseases  are  industrial  in  origin,  and  occupational 
dermatitis  accounts  for  approximately  sixty-five 
per  cent  of  all  industrial  diseases,  excluding  acci- 
dents. 

Some  factors  predispose  to  dermatitis,  such  as 
race.  Negroes  and  dark-skinned  individuals  are 
less  sensitive  to  irritants  than  fair-skinned  work- 
ers. The  greater  the  perspiration,  the  greater  the 
diit  held  and  the  amount  of  rubbing  undergone  by 
the  worker.  Age  must  be  considered,  also,  for 
young,  untrained  workers  through  inexperience  will 
handle  irritants  carelessly.  Dermatitis  in  the  aged 
is  notoi  iously  stubborn  to  therapy.  In  summer  less 
clothing  permits  greater  exposure  to  hazards. 

During  preplacement  physical  examinations  all 
workers  with  eczema  may  justifiably  be  excluded 
from  industries  with  a known  high  incidence  of 
dermatitis.  Prospective  employees  from  highly  al- 
lergic stock  are  industrial  risks. 

Industrial  irritants  are  divided  into  primary  ir- 
ritants and  sensitizers.  The  former  is  a substance 
which  in  ordinary  working  concentrations  irritates 
all  skins.  Such  items  include  strong  acids,  alkalies, 
metallic  salts,  etc.  Sensitizers,  however,  are  sub- 
stances which  in  ordinary  concentrations  are  harm- 
less. Through  repeated  exposure,  a sensitization  or 
allergy  is  developed  in  some  of  the  workers.  Al- 
most all  chemical  substances  are  potential  sensi- 
tizers and  include  dyes,  lacquers,  turpentine,  chro- 
mium compounds,  etc. 


The  length  of  time  between  the  initial  exposure 
and  the  onset  of  sensitization  varies  greatly.  Once 
a worker  becomes  sensitized  to  one  substance,  he 
may  develop  other  sensitiveness  more  easily.  This 
phenomenon  is  known  as  “synergy”  and  is  seen 
even  though  a worker  remains  away  from  the 
original  substance  to  which  he  was  sensitized.  In 
some  instances  a sensitization  dermatitis  develops 
soon  after  the  initial  exposure.  If  he  remains  on 
the  job,  he  develops  immunity  and  his  dermatitis 
leaves.  This  immunity  may  be  lost  during  layoffs 
and  on  vacations,  but  on  his  return  to  work  he  will 
again  break  out  and  again  ultimately  becomes  im- 
mune. This  occurrence  is  known  as  “hardening.” 

As  to  diagnosis,  an  accurate  occupational  history 
is  necessary  and  investigation  should  be  made,  not 
only  as  to  the  length  of  employment,  time  of  ap- 
pearance of  eruption,  but  the  nature  of  hobbies, 
garden  work  at  home,  comparable  eruptions  among 
fellow  workers,  etc.  Skilled,  high-wage  workers 
tend  to  minimize  the  causative  role  of  their  work, 
whereas  transient,  low-wage  workers  are  inclined 
to  overincriminate  their  jobs.  Criteria  in  diagnosis 
include:  (1)  The  eruption  necessarily  appeared 

sometime  after  exposure;  (2)  in  general,  it  first  ap- 
peared and  is  more  severe  in  areas  of  maximum  ex- 
posure to  the  suspected  irritant;  (3)  it  clears  up  or 
improves  after  removal  from  contact  and  reappears 
again  soon  after  a return  to  the  same  exposure. 
The  patch  test,  in  addition,  when  properly  used  and 
thoroughly  understood,  is  a valuable  diagnostic 
tool. 

The  duration  of  an  industrial  dermatitis  varies 
greatly,  and  eruptions  may  recede  within  days  or 
weeks,  or  may  persist  for  months  or  even  years. 
When  asked  to  opinionate  relative  the  advisability 
of  returning  a worker  to  the  same  job  at  which  he 
originally  suffered  his  dermatitis,  it  should  be 
adhered  to  that:  all  persons  who  have  had  a severe 
occupational  dermatitis  and  could  not  get  well  while 
at  work  should  never  again  return  to  that  work. 
Experience  has  taught  that  such  a worker  has  a 
good  chance  of  recurrence,  and  the  second  attack 
may  be  more  severe  and  of  longer  duration  than 
the  first. 

The  author  feels  an  industrial  nurse  should  be 
engaged  by  all  large  industrial  plants,  and  she  will 
be  able  to  develop  gradually  experience  of  ines- 
timable value  in  the  recognition  of  early  cases. 
She  can  instruct  the  workers  in  the  hazards  of 
their  jobs.  Washing  and  bathing  facilities  must 
be  available  and  good  housekeeping  must  be  ef- 
fected. Gloves  or  protective  creams  should  be  used 
wherever  it  is  impractical  for  mechanical  devices 
to  replace  manual  contact.  Local  exhaust  ventila- 
tion should  cover  all  processes  emitting  dangerous 
fumes.  When  necessary,  protective  clothing  should 
be  furnished  and  kept  clean  by  the  company.  Fi- 
nally, large  industrial  plants  should  maintain  ac- 
tive rehabilitation  programs  to  train  the  sensitized 
worker  in  a new  job  which  approaches  his  former 
wage  level. 
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OBSTETRICS 

By  Milton  Smith  Lewis,  M.D 
Bennie-Dillon  Building,  Nashville 


The  Obstetric  Management  of  Pregnancy  Compli- 
cated by  Heart  Disease.  D.  N.  Henderson,  Uni- 
versity of  Toronto.  American  Journal  of  Ob- 
stetrics and  Gynecology,  Vol.  53,  pp.  494-499, 
1947. 

The  writer  presents  an  analysis  of  two  hundred 
cases  of  pregnancy  complicated  by  heart  disease. 
The  mortality  rate  for  the  entire  group  was  four 
per  cent.  Excluding  twenty-one  cases  which  did 
not  come  under  the  clinic’s  care  during  the  pre- 
natal period,  the  mortality  rate  was  two  and  two- 
tenths  per  cent.  Thirty  patients  had  pregnancy 
terminated  because  of  heart  disease,  and  one  hun- 
dred seventy  patients  reached  the  period  of  via- 
bility. In  forty  of  these  the  onset  of  labor  was 
premature,  and  this  resulted  in  a fetal  mortality 
of  seventeen  per  cent. 

One  hundred  ninety  cases  were  of  rheumatic 
heart  disease,  seven  patients  had  congenital  heart 
disease,  and  three  had  degenerative  heart  disease. 
The  cases  were  divided  into  three  groups  according 
to  the  severity  of  their  heart  disease.  Thus,  there 
were  eighty-seven  cases  in  Group  I (patients  with- 
out impairment  or  with  very  slight  impairment  of 
exercise  tolerance),  eighty  cases  in  Group  II  (pa- 
tients with  moderate  to  severe  impairment  of  exer- 
cise tolerance),  and  thirty-three  cases  in  Group  III 
(patients  with  extreme  impairment  of  exercise 
tolerance  or  cardiac  failure). 

In  thirty  patients,  all  in  Group  II  or  Group  III, 
pregnancy  was  interrupted  before  the  sixth  month. 
The  indications  for  such  interruption,  although 
not  definitely  established,  depend  upon  past  cardiac 
and  obstetric  history,  parity,  and  the  present  car- 
diac status  of  the  patient.  Twelve  cases  were 
interrupted  because  of  having  had  cardiac  failure 
before  becoming  pregnant  or  having  developed  it 
early  in  pregnancy,  and  seventeen  patients  had 
pregnancies  terminated  because  of  such  marked 
impairment  of  exercise  tolerance  that  the  added 
burden  of  late  pregnancy  was  considered  inadvis- 
able. In  twenty-two  of  the  cases,  sterilization  was 
combined  with  therapeutic  abortion.  All  but  one 
of  these  cases  made  a satisfactory  postoperative 
recovery;  the  one  exception  was  a patient  who 
developed  pulmonary  embolus,  but  ultimately  re- 
covered. 

Of  the  one  hundred  seventy  patients  who  reached 
the  period  of  viability,  eighty-seven  were  in  Group 
I,  sixty-two  in  Group  II,  and  twenty-one  in  Group 
III.  There  was  one  case  of  twin  pregnancy,  one 
of  placenta  previa,  and  four  of  severe  pre- 
eclamptic toxemia.  Forty  patients  went  into  pre- 
mature labor;  four  of  these  were  induced  because 
of  pre-eclamptic  toxemia  or  heart  disease.  More 
recent  experience  has  confirmed  the  view  that 


during  the  last  month  of  pregnancy  there  is  a 
lessening  of  cardiac  strain,  usually  accompanied 
by  clinical  improvement. 

During  i-ecent  years  heart  disease  has  not  been 
considered  an  indication  for  cesarean  section.  Of 
one  hundred  twenty-eight  consecutive  cases  of  heart 
disease  delivered,  cesarean  section  was  performed 
in  only  three  cases,  all  for  obstetric  complications. 
The  present  policy  in  the  management  of  labor  in 
the  cardiac  patient  consists  of  sufficient  sedative 
during  the  first  stage  to  relieve  pain  and  anxiety 
and  provide  adequate  rest,  and  frequently  forceps 
delivery  under  ether  and  oxygen  or  cyclopropane 
anesthesia.  Particular  care  is  taken  to  prevent 
post  partum  collapse  and  hemorrhage.  Most  pa- 
tients tolerated  labor  well. 

There  were  eight  deaths  in  the  two  hundred 
cases.  The  average  age  of  these  patients  was 
thirty-eight  and  eight-tenths  years.  Proper  man- 
agement during  the  prenatal  period  and  the  wise 
selection  of  cases  for  the  termination  of  pregnancy 
during  the  early  months  would  appear  to  be  the 
prime  factors  in  establishing  a low  mortality  rate. 

The  only  apparent  solution  for  the  high  fetal 
loss  in  a group  of  patients  in  whom  repeated  preg- 
nancies are  inadvisable  is  more  bed  rest  during  the 
seventh  and  eighth  months  for  all  patients  in 
Group  II. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Thrombosis  of  the  Retinal  Vein  Treated  with 
Heparin — Report  of  Thirty  Cases.  Rosengren 
and  Sfenstrom.  Archives  of  Ophthalmology, 
October,  1947. 

In  thirty  cases  thrombosis  of  the  retinal  vein 
was  treated  with  injection  of  heparin  daily  for  an 
average  period  of  ten  days.  In  ten  cases  the 
thrombosis  was  in  the  trunk,  and  in  twenty  cases 
in  branches  of  the  vein.  Improvement  was  ob- 
tained in  twenty-one  cases,  the  condition  became 
worse  in  five  cases,  and  remained  unchanged  in 
four  cases.  The  thromboses  of  the  trunk  were 
comparatively  little  influenced.  The  average  im- 
provement in  visual  acuity  was  from  0.239  to 
0.375.  This  slight  improvement  was  less  evident 
two  to  four  weeks  after  cessation  of  the  treatment. 


BOOK  REVIEW 


A Primer  of  Cardiology.  George  Burch,  M.D., 
Associate  Professor  of  Medicine,  Tulane  Univer- 
sity School  of  Medicine,  and  Paul  Reaser,  M.D., 
Instructor  in  Medicine,  Tulane  University  School 
of  Medicine.  257  pages  with  203  illustrations. 
Philadelphia:  Lea  and  Febiger.  1947. 

This  book  is  divided  into  sections  with  the  fol- 
lowing subjects:  General  Anatomic  Considerations; 
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Approach  to  the  Diagnosis  of  Heart  Disease;  The 
Approach  to  a Clinical  Cardiac  Evaluation ; The 
Common  Types  of  Heart  Disease;  Bedside  Diag- 
nosis of  Cardiac  Irregularities. 

The  book  has  many  useful  diagrams  and  figures 
and  is  illustrated  much  more  freely  than  the 
average  text. 

It  is  written  and  presented  clearly  and  contains 
the  basic  information  of  the  above  subjects,  which 
are  presented  more  or  less  dogmatically  for  teach- 
ing purposes.  Many  controversial  subjects  are 
presented  but  not  discussed. 

Many  sections  of  the  book  are  more  complete 
than  the  title  of  Primer  would  indicate.  Especially 
well  presented  are  the  sections  on  Common  Types 
of  Heart  Disease  and  the  Approach  to  a Clinical 
Cardiac  Evaluation.  Under  the  former  are  dis- 


cussed heart  disease  produced  by  infections,  endo- 
carditis, pericarditis,  heart  disease  due  to  anemia 
and  to  nutritional  disease,  cardiac  dysfunction 
produced  by  psychoneurosis,  impaired  coronary 
circulation,  angina  pectoris,  hypertensive,  syphi- 
litic, rheumatic,  thyroid,  and  congenital  heart  dis- 
ease, and  congestive  heart  failure.  Each  of  these 
are  covered  in  from  two  to  eight  pages. 

In  the  appendix  are  presented  useful  data  such 
as  cardiac  measurements  in  relation  to  body  size 
and  menus  for  diets  used  in  heart  disease  (includ- 
ing low  salt  diets). 

This  book  can  be  highly  recommended  for  all 
students  beginning  the  study  of  heart  disease  and 
for  experienced  physicians  who  wish  to  review  the 
basic  information  of  heart  disease. 

J.  A.  K. 
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THE  TREATMENT  OF  PHLEBOTHROMBOSIS  AND  THROMBOPHLEBITIS* 


HARWELL  WILSON,  Memphis 

Sudden  death  due  to  pulmonary  embo- 
lism which  claims  many  lives  each  year  is 
becoming  less  frequent  because  of  the  pres- 
ent better  understanding  of  the  underlying 
causes  of  this  complication.1  Thrombophle- 
bitis and  phlebothrombosis  are  not  entirely 
separate  pathological  entities  but  rather 
represent  extreme  variations  of  the  same 
abnormal  process  involving  the  veins. 
Phlebothrombosis  is  usually  a rather  quiet 
or  bland  process  involving  the  veins  char- 
acterized mainly  by  formation  of  a clot  in 
the  lumen  of  the  vessel.  There  is  relatively 
little  inflammatory  change  in  the  vessel  wall 
and  the  veins  affected  are  chiefly  the  deep 
ones  of  the  lower  leg  as  the  process  com- 
monly begins  in  the  deep  veins  of  the  calf 
muscles.  In  thrombophlebitis  the  wall  of 
the  vein  characteristically  shows  more  of 
an  inflammatory  reaction,  clotting  of  the 
blood  within  the  lumen  occurs  secondarily 
and  the  veins  affected  are  more  often  those 
of  the  superficial  system.  One  process  may 
merge  into  the  other  and  a complete  sep- 
aration of  the  two  conditions  would  be 
neither  wise  nor  entirely  possible.  The 
bland  or  relatively  quiet  thrombus  forming 
in  the  deep  veins  of  the  calf  muscles  and 
gradually  extending  upward  may  cause  few 
symptoms;  however,  it  may  become  dis- 
lodged and  suddenly  produce  pulmonary 
embolism  which  may  or  may  not  prove 

*Read  befoi’e  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  9,  10,  11,  1947. 

fFrom  the  Department  of  Surgery,  University  of 
Tennessee,  and  the  Lyle  Motley  Clinic,  Memphis, 
Tennessee. 


fatal.2  3 The  clot  in  the  vein  which  occurs 
in  frank  thrombophlebitis  is  more  apt  to 
become  fixed  to  the  vein  wall  and  is  less 
likely  to  break  off  in  the  circulation  and 
produce  embolism.  It  is  well  known  that 
the  latter  condition  at  times  does  occur  just 
as  at  times  bacterial  emboli  may  also  be 
thrown  into  the  general  circulation  from  a 
septic  clot  in  thrombophlebitis.  Phlebo- 
thrombosis and  thrombophlebitis  are  treat- 
ed by  different  methods  because  of  the  dif- 
ference in  likelihood  of  embolism  occurring 
in  the  two  conditions. 

Incidence 

The  exact  incidence  of  the  above-men- 
tioned complications  is  unknown,  however 
certain  well  known  factors  make  the  com- 
plications more  likely  to  occur.  Any  de- 
bilitating disease  which  requires  a long  pe- 
riod of  bed  rest  favors  thrombosis  in  the 
deep  veins  of  the  lower  leg,  especially  in 
elderly  patients.  Crushing  injuries  of  mus- 
cle and  major  operative  procedures  likewise 
favor  such  complications.  It  is  possible 
that  thrombophlebitis  and  phlebothrombo- 
sis occur  less  frequently  in  the  warmer  and 
drier  sections  of  the  country  than  in  the 
areas  with  a damp  cold  climate.  It  is 
known,  for  example,  that  rheumatic  fever 
occurs  more  frequently  in  Boston  than  in 
the  South,  and  this  may  also  be  true  of  the 
conditions  under  consideration. 

Prevention 

In  a discussion  of  this  venous  complica- 
tion prevention  is  more  important  than 
treatment.  Patients  should,  whenever  pos- 
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sible,  have  their  extremities  mobilized  while 
in  bed  regardless  of  whether  early  ambula- 
tion is  being  practiced  or  not.  We  believe 
it  is  important  to  have  the  patient  change 
position  in  bed  at  least  every  hour.  The 
ankles  should  be  flexed  at  least  six  times 
every  hour,  rotated  six  times  every  hour 
and  the  knees,  and  thighs  flexed  six  times 
every  hour  when  the  patient  is  awake.  In 
addition  to  this,  six  deep  breaths  every  hour 
will  help  the  patient  maintain  an  adequate 
venous  return  and  avoid  venous  stasis.  The 
pillow  so  commonly  found  under  the  knees 
when  the  patient  is  on  his  back  should  no 
longer  be  used,  as  this  retards  venous  re- 
turn from  the  lower  leg. 

Diagnosis 

The  diagnosis  of  thrombophlebitis  in  typ- 
ical cases  offers  little  difficulty.  The  ex- 
tremity is  usually  painful  and  swollen. 
Tenderness  and  redness  may  be  present 
over  the  course  of  a superficial  vein.  The 
general  reaction  is  often  characterized  by 
fever  and  leukocytosis.  ' 

In  phlebothrombosis  the  findings  are  not 
nearly  so  pronounced.  A pulmonary  in- 
farct with  its  associated  sudden  pain  in  the 
chest,  hemoptysis,  dyspnea  and  angor 
anami  may  be  the  first  indication  of  phle- 
bothrombosis. As  a rule,  some  positive 
findings  are  present  provided  one  observes 
the  patient  carefully.  A slight  unexplained 
tachycardia  associated  with  a mild  eleva- 
tion of  temperature  should  cause  one  to 
look  for  this  complication  in  a postopera- 
tive patient.  The  foot  on  the  affected  side 
is  apt  to  show  a very  slight  amount  of  cya- 
nosis and  the  veins  of  the  affected  extremity 
are  apt  to  be  more  distented  than  are  the 
veins  in  the  unaffected  extremity.  The  di- 
ameter of  the  calf  on  the  involved  side  is 
usually  a little  greater  than  that  of  the 
normal  side.  Tenderness  of  the  calf  muscle 
group  and  at  times  of  the  muscles  of  the 
sole  of  the  foot  should  cause  one  to  suspect 
phlebothrombosis.  Homan’s  sign  or  the 
dorsi  flexion  sign  is  elicited  by  having  the 
patient  forcefully  dorsi  flex  the  foot  on  the 
ankle.  Pain  in  the  calf  muscles  during  this 
procedure  is  evidence  of  deep  vein  throm- 
bosis in  these  muscles.  Venography  has 
been  used  by  many  and  has  been  abandoned 


by  many  because  of  the  great  difficulty  in 
interpretation  resulting  from  the  great  vari- 
ation in  normal  venous  channels. 

Treatment  of  Thrombophlebitis 

Oschner  and  Debakey  called  attention  to 
the  fact  that  in  thrombophlebitis  there  is 
usually  an  associated  arterial  spasm  which 
accounts  for  much  of  the  pain.  They  advo- 
cated the  use  of  procaine  lumbar  sympa-  * 
thetic  block  to  overcome  the  arterial  spasm 
secondary  to  the  inflammatory  process  in 
the  vein.  In  acute  cases  this  method  of 
treatment  often  gives  most  gratifying  re- 
sults. We  have  observed  no  untoward  re- 
sults from  this  treatment  and  believe  that 
if  care  is  taken  not  to  inject  procaine  into 
a blood  vessel  there  is  little  danger  from 
the  treatment.  Elevation  of  the  extremity, 
the  application  of  local  heat  and  some  non- 
weight bearing  motion  of  the  leg  seem  to 
also  be  definitely  beneficial. 

Recently  Moe,  Berry,  Campbell,  Coller4  3 
and  associates  at  the  University  of  Mich- 
igan have  introduced  tetraethylammonium, 
a drug  which  blocks  the  entire  autonomic 
nervous  system  for  a period  of  hours  when 
given  intramuscularly.  This  drug  causes 
an  increase  in  skin  temperature,  a fall  in 
the  blood  pressure,  a rise  in  the  pulse  rate 
and  abolition  of  sweating.  It  has  proved 
quite  helpful  in  treating  a limited  number 
of  cases  of  thrombophlebitis. 

Treatment  of  Phlebothrombosis 
Vein  Ligation: 

Due  primarily  to  the  interest  and  stimu- 
lation of  the  Boston  group  consisting  of 
Homans,  Allen,  Linton0  and  their  associates 
this  method  of  preventing  embolism  by  di- 
viding the  vein  proximal  to  the  thrombosis 
has  received  rather  widespread  use  in  the 
past  few  years.  In  a patient  found  to  have 
phlebothrombosis  as  evidenced  by  a slight 
rise  in  temperature  and  pulse  rate,  soreness 
in  the  calf  muscles  with  pain  in  the  calf 
elicited  by  dorsi  flexion  of  the  foot,  the 
femoral  vein  on  the  affected  side  is  opened 
between  ligatures.  If  the  process  is  lim- 
ited to  the  veins  of  the  lower  leg  no  throm- 
bus is  found  and  the  vein  is  simply  doubly 
transfixed  after  being  divided.  This  is  usu- 
ally accomplished  below  the  profunda,  how- 
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ever  in  some  instances  the  ligation  is  above 
the  profunda.  If  a clot  is  found  in  the  vein, 
this  is  removed  by  suction.  It  is  often  advis- 
able if  a clot  is  found  in  one  femoral  vein  to 
explore  the  opposite  side  since  a silent  clot 
may  also  be  present  there.  The  trend  has 
gradually  developed  toward  higher  liga- 
tions. Thus  if  a thrombus  is  known  to  be 
present  at  the  groin  some  advocate  com- 
mon iliac  vein  ligation  as  being  safer  than 
femoral  ligation.  Femoral  ligation  is  com- 
monly performed  with  local  anesthesia 
where  as  iliac  ligation  requires  a general 
or  spinal  anesthetic  as  a rule.  Also  a num- 
ber of  ligations  of  the  lower  vena  cava  have 
now  been  reported.  This  may  be  a safer 
procedure  where  thrombi  are  present  in 
both  iliac  vessels.  There  appears  to  be  ade- 
quate collateral  circulation  to  care  for  such 
a ligation.7  8 9 The  wave  of  enthusiasm  for 
vein  ligation  to  prevent  embolism  has  gone 
so  far  in  some  sections  that  prophylactic 
vein  ligations  are  being  performed  on  all 
elderly  patients  subjected  to  major  surgery. 
This  appears  to  me  to  be  too  radical  at 
least  in  this  section  of  the  country  where 
the  complication  is  apparently  not  as  com- 
mon as  it  is  in  New  England.  If  a patient 
has  one  attack  of  pulmonary  embolism 
which  is  not  fatal,  certainly  one  should  dili- 
gently search  for  evidence  of  phlebothrom- 
bosis,  and  ligation  of  the  appropriate  vein 
should  almost  always  be  done  to  prevent  a 
second  embolus  which  may  prove  fatal.  In 
a few  instances  where  the  condition  of  the 
patient  remains  critical  after  the  initial  at- 
tack of  embolism  one  may  elect  to  use  anti- 
coagulant therapy  in  an  attempt  to  prevent 
a second  occurrence  of  embolism. 

Anti-Coagulant  Therapy 
The  anti-coagulants  heparin  and  dicu- 
marol  have  been  used  enthusiastically  by 
the  Swedish  workers,  Bauer  et  al,  Bark- 
er10 n 12 13  an(j  associates  at  the  Mayo  Clinic 
and  by  McClure  and  Ham  at  the  Henry 
Ford  Hospital.  It  is  well  known  that  by 
the  use  of  these  drugs  the  coagulability  of 
the  blood  may  be  greatly  decreased.  Some 
have  employed  these  drugs  prophylactically 
while  others  have  used  them  only  after  the 
process  of  thrombosis  has  been  definitely 
established.  It  is  generally  agreed  that 


anti-coagulant  drugs  do  not  cause  the  disso- 
lution of  a thrombus  already  formed  but 
simply  tend  to  prevent  the  extension  of  the 
thrombotic  process.  Heparin  is  rapid  in 
its  action.  It  may  be  administered  in  a 
saline  drip,  in  divided  daily  doses  given  in- 
tramuscularly or  in  Pitkins  menstrum  with 
or  without  the  addition  of  vasoconstrictor 
drugs  designed  to  retard  its  absorption. 
Frequent  determinations  of  the  clotting 
time  should  be  made.  The  drug  is  quite  ex- 
pensive and  patients  vary  in  their  response 
to  the  drug. 

Dicumarol  is  given  by  mouth.  Usually 
about  48  hours  elapse  after  the  drug  is  first 
given  before  the  effect  becomes  manifest. 
Dicumarol  produces  its  interference  with 
prothrombin.  It  should  be  clearly  empha- 
sized that  daily  prothrombin  determina- 
tions should  be  done  in  all  patients  receiving 
dicumoral  therapy.  Where  an  immediate 
decrease  in  the  coagulability  of  the  blood 
is  desired  one  usually  begins  by  using  hep- 
arin and  at  the  same  time  begins  giving 
dicumarol,  when  the  suppression  of  the  nor- 
mal prothrombin  time  is  obtained  after  48 
hours,  the  heparin  is  discontinued.  In  in- 
stances of  uncontrolled  bleeding  after  dicu- 
marol therapy  blood  transfusions  and  intra- 
venous vitamin  K have  been  used  as  antag- 
onists. In  bleeding  as  a complication  of 
heparin  therapy,  discontinuation  of  the  drug 
plus  transfusion  usually  gives  the  desired 
result  rather  readily. 
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DISCUSSION 

DR.  E.  MALCOLM  STEVENSON  (Memphis):  I 
feel  that  Dr.  Wilson  has  given  us  one  of  the  most 
practical  and  useful  presentations  of  a very  inter- 
esting and  vital  subject.  This  is  a condition  which 
has  been  misunderstood  and  too  little  appreciated. 

At  the  onset  he  described  the  condition  as  essen- 
tially one  and  the  same,  differing  only  in  that  each 
is  an  extreme  of  the  other.  Whether  it  is  true  or 
not  is  questionable,  but  certainly  Dr.  Wilson’s  defi- 
nition affords  a sound  basis  for  treatment. 

No  doubt  the  best  therapy  is  prophylaxis.  Early 
ambulation  has  contributed  a great  deal,  but  is  not 
the  answer.  It  has  been  reported  by  some  that 
the  incidence  has  not  decreased  with  early  rising. 


We  must  not  forget  such  factors  as  “unconscious 
comfort”  on  the  operating  table,  massage  of  the 
extremities  following  surgery  and  during  the  re- 
action period,  then  following  this  with  active  exer- 
cise and  early  ambulation. 

The  diagnosis  of  thrombophlebitis  offers  no  dif- 
ficulty, even  the  patient  recognizes  its  presence. 
However,  with  phlebothrombosis,  too  often  the  di- 
agnosis is  not  made  until  the  patient  has  had  a 
fatal  pulmonary  embolus.  We  have  found  an  un- 
explained slight  rise  in  temperature  and  pulse 
between  the  fourth  to  the  eighth  postoperative  days 
the  most  common  and  consistent  indication  of  a 
phlebothrombosis,  even  preceding  a positive  Ho- 
man’s sign. 

The  treatment  for  thrombophlebitis  as  outlined 
by  Dr.  Wilson  seems  proper  and  adequate.  In 
addition  to  the  sympathetic  blocks  which  relieve 
the  angio  spasm,  passive  and  active  exercise  as 
originated  by  Dr.  Hamilton  also  promotes  removal 
of  edema.  Rather  than  application  of  local  heat, 
we  wrap  the  extremity  in  blankets  and  conserve  the 
body  heat.  Our  experience  with  tetra-ethyl- 
ammonium  chloride  is  spectacular  and  we  feel  may 
replace  the  usual  novacain  blocks. 

The  treatment  for  phlebothrombosis  is  open  to 
much  debate,  but  the  answer  is  probably  a middle- 
of-the-road  one.  I feel  in  the  younger  group  where 
early  diagnosis  is  made  and  embolism  has  not 
occurred,  probably  anticoagulants  are  in  order. 
By  embolism,  I do  not  mean  one  to  the  extent  of 
acute  chest  pain  and  marked  hemoptysis.  Often, 
the  first  embolus  may  go  almost  unnoticed.  The 
patient  may  complain  only  of  slight  cough  and 
discomfort  in  the  chest.  The  older  group  and  those 
with  symptoms  of  pulmonary  embolism  shovdd  have 
bilateral  ligation.  I say  bilateral  because  in  fifty 
per  cent  of  the  cases  it  will  be  bilateral  whether 
recognized  clinically  or  not.  (Hunter  in  approxi- 
mately 500  consecutive  unselected  autopsies  found 
this  to  be  true.) 

On  other  thought,  the  condition  of  phlebothrom- 
bosis and  thrombophlebitis  is  equally  common  to 
medical  cases,  requiring  confinement  to  bed. 

I wish  to  thank  Dr.  Wilson  for  such  a well  pre- 
sented paper.  The  treatment  he  has  outlined  is 
logical  because  it  is  backed  with  a wide  and  thor- 
ough study  and  experience  in  vascular  diseases. 
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Mr.  President,  Gentlemen: 

Let  me  preface  my  remarks  by  express- 
ing my  appreciation  of  the  opportunity  of 
addressing  you  tonight.  For  the  past  year 
I have  had  the  privilege  of  serving  as 
President  of  the  Nashville  Academy  of 
Medicine  and  Davidson  County  Medical  So- 
ciety. As  a result  of  this  experience,  I 
have  become  impressed  with  the  importance 
of  the  functions  of  a county  society. 

No  community,  in  my  opinion,  can  have 
a really  great  profession  without  a good 
active  county  society.  This  is  because  the 
county  society  is,  or  should  be,  a continuous 
post-graduate  assembly  for  its  membership. 
The  problem,  and  it  is  a real  problem,  is 
to  translate  this  sound  idea  into  a worth- 
while operation.  For  many  years  our  So- 
ciety met  each  Tuesday  night.  There  was 
one  paper,  and  often  times  this  was  for  the 
purpose,  among  other  things,  of  impressing 
the  profession  with  the  speaker’s  compe- 
tence in  a certain  field.  It  was,  in  fact,  a 
form  of  legitimate  professional  advertising. 
The  speaker’s  professional  competitors  had 
to  discuss  the  paper  in  their  own  interests. 
Such  discussions  are  often  entertaining  and 
lively,  but  they  often  lack  that  scientific 
accuracy  which  is  the  meat  of  our  thinking. 
As  medicine  became  more  specialized,  the 
internists  showed  less  and  less  interest  in 
the  programs  of  the  surgeons,  and  the  sur- 
geons were  noticeable  by  their  absence  when 
medical  subjects  were  on  the  program. 
Soon  there  was  nobody  to  listen  to  the 
speaker  except  a few  of  its  faithful  and  a 
handful  of  competitors. 

This  was  the  situation  and  our  problem 
was  to  get  the  program  on  a broader  basis. 
It  had  to  have  an  appeal  to  many  special- 
ties. We  have  made  a great  deal  of  prog- 
ress in  the  past  year  by  the  use  of  the  round- 
table method  of  discussion.  Take  for  exam- 
ple the  subject  of  “thyrotoxicosis” — a pan- 
el of  an  internist,  a surgeon,  an  ophthalmol- 
ogist, a clinical  pathologist  and  a neuro-sur- 
geon are  selected.  The  Chairman  of  the 
Panel  then  directs  the  discussion  in  an  in- 
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formal  manner  with  the  object  of  develop- 
ing the  subject  as  thoroughly  as  possible. 
The  inevitable  differences  of  opinion  pro- 
duce a lively  discussion,  and  at  the  end  of 
the  hour  we  all  know  a good  deal  about  a 
good  many  aspects  of  thyrotoxicosis.  In- 
stead of  discussions,  questions  are  passed 
up  and  are  then  answered  by  the  various 
members  of  the  panel.  This  type  of  pro- 
gram has  produced  excellent  results  so  far. 
In  the  first  place,  there  are  two  or  three 
times  as  many  people  appearing  on  the  pro- 
gram, and  in  the  second  place,  the  average 
attendance  is  increased  two  or  three  fold. 

We  doctors  are  the  world’s  greatest  in- 
dividualists, and  each  of  us  wishes  to  go 
his  own  particular  way.  This  independent 
spirit  is  one  of  our  most  valued  possessions, 
and  yet  it  is  the  greatest  drawback  to  form- 
ing a strong  professional  organization.  In 
these  times,  organized  medicine  must  be 
harmonious  and  it  must  be  strong,  well 
organized  and  militant.  Let  no  one  be  mis- 
taken, we  are  now  engaged  in  a cold  war 
with  these  forces  amongst  us  who  would 
use  our  profession  as  the  stepping  stone  for 
American  socialism.  To  achieve  this  har- 
mony which  is  so  desperately  needed  in 
order  to  form  a strong  organization,  we 
must  find  the  common  ground  on  which  all 
of  us  can  stand. 

There  are  few  things  which  such  indi- 
vidualists as  we  doctors  have  in  common. 
Certainly  one  common  interest  is  the  de- 
sire to  discuss  our  professional  problems 
with  our  fellows.  We  can  use  their  com- 
mon interests  to  form  a strong  organization 
by  securing  the  highest  possible  type  of 
program.  A good  program  is  the  mortar 
which  binds  the  bricks  together  into  a solid, 
well  organized  design.  Dinner  meetings 
with  outside  speakers  not  only  produce 
tremendous  turnouts  but  they  are  also  a 
great  factor  in  smoothing  over  hurts,  and 
of  bringing  all  together  in  professional  fel- 
lowship. While  this  type  of  meeting  is  val- 
uable, it  should  not  be  overdone.  During 
the  year  ’47-’48,  our  program  lists  Dr.  Ches- 
ter Kiefer  on  “Antibodies,”  Dr.  Lester 
Dragstedt  on  “Vagotomy,”  Dr.  Alfred  Bla- 
lock on  “Surgery  of  the  Heart  and  Great 
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Vessels,”  and  Dr.  George  Curtis  on  “Thy- 
roid Disease.”  At  these  dinner  meetings, 
the  attendance  has  in  every  instance  ex- 
ceeded 275.  This  is  pretty  good  for  a so- 
ciety with  a membership  of  but  280.  At 
one  of  these  meetings  we  had  the  pleasure 
of  your  distinguished  President  of  our  State 
Medical  Society. 

I have  devoted  considerable  time  to  the 
workings  of  a county  medical  society  and 
the  development  of  a strong  organization ; 
now  what  is  the  larger  or  community  role 
of  such  a strong  organization  ? 

I can  best  illustrate  my  point  by  discuss- 
ing the  hospital  situation  as  it  affects  Da- 
vidson County.  We  need  hospital  beds;  we 
have  less  per  capita  than  you  or  any  other 
major  county  in  the  state.  Our  Academy 
developed  a plan  for  a new  City-County 
Hospital.  We  engaged  in  a hot  fight  with 
local  politicians.  We  educated  the  commu- 
nity to  the  need.  We  learned  much  about 
politics,  but  we  lost  the  first  round. 

Now,  there  is  one  thing  that  stood  out 
in  this  hopital  fight  as  a beacon  in  the  dark. 
It  relates  to  taxes  collected  in  Nashville  and 
Davidson  County.  Each  year  we  payed  the 
Federal  Government  $33,000,000.00,  the 
State  $10,000,000.00,  the  City  $4,500,000.00 
and  the  County  $4,000,000.00.  Notice  that 
the  State  of  Tennessee  at  more  than  the 
City  of  Nashville  and  Davidson  County 
combined,  and  the  Federal  Government  at 
three  times  as  much  as  the  State.  How 
did  this  come  about?  In  my  opinion,  a 
major  influence  was  the  failure  of  local  gov- 
ernment generally  to  assume  responsibility 
for  local  problems.  These  problems  then 
became  the  problems  of  the  State  and,  if 
they  were  not  solved  on  Capitol  Hill,  they 
eventually  came  to  the  banks  of  the  Po- 
tomac where  it  was  supposed  for  some 
unknown  reason  that  they  could  be  better 
handled  by  remote  control. 

How  did  this  affect  our  hospital  situa- 
tion? It  clearly  meant  that  if  local  com- 
munities do  not  solve  their  hospital  and 
health  problems,  the  Federal  Government 
will  spend  countless  millions  of  dollars  in 
the  attempt  and  probably  likewise  fail.  A 
rough  estimate  of  the  cost  of  the  Wagner- 
Murray-Dingell  brand  of  political  medicine 


for  Nashville  and  Davidson  County  is  $10,- 
000,000.00  per  annum.  The  current  com- 
bined cost  of  our  city  and  county  govern- 
ment was  $8,500,000.00  per  year.  Political 
medicine  will  mean  a tax  on  our  community 
of  more  than  the  present  sum  of  our  total 
county  and  city  taxes.  If  we  complain  about 
costs  for  proposed  public  hospital  construc- 
tion, let’s  face  the  alternative. 

In  my  opinion,  this  battle  of  political 
medicine  is  not  going  to  be  decided  by  the 
N.  P.  C.,  the  A.  M.  A.  or  Congress.  It  is 
going  to  be  decided  by  medical  conditions 
existing  in  the  communities.  If  these  are 
good,  political  medicine  is  as  dead  as  “Hec- 
tor’s pup,”  but  if  these  are  unsatisfactory 
and  continue  so  then  the  outcome  will  al- 
ways be  in  doubt.  The  prime  responsibility 
then  is  not  the  A.  M.  A.’s,  but  it  is  ours — 
the  county  societies.  The  county  society 
must  be  strong;  we  must  face  facts;  and 
we  must  accept  our  community  responsi- 
bility. This  is  not  a new  concept;  it  is 
clearly  and  concisely  set  forth  in  Article  II 
of  our  Academy  Constitution,  as  well  as  in 
the  constitutions  of  many  other  county  so- 
cieties. This  article  related  to  the  purpose 
of  a county  society : 

“The  purpose  of  this  Society  shall  be 
to  bring  into  one  organization  the  phy- 
sicians of  this  county,  so  that  by  frequent 
meetings  and  full  and  frank  interchange 
of  views  they  may  secure  such  intelligent 
unity  and  harmony  in  every  phase  of 
their  labor  as  will  elevate  and  make  ef- 
fective the  opinions  of  the  profession  in 
all  scientific,  legislative,  public  health, 
material,  ethical  and  social  affairs,  to  the 
end  that  the  profession  may  receive  that 
respect  and  support  within  its  own  ranks, 
and  from  the  community,  to  which  its 
honorable  history  and  great  achievements 
entitle  it.” 

To  further  strengthen  your  organization 
and  to  promote  that  harmony  and  unity  of 
purpose  which  is  so  essential  is  the  task  of 
the  one  you  have  chosen  to  lead  you  during 
the  coming  year.  It  will  be  a year  in  which 
great  decisions  will  have  to  be  made.  Per- 
haps it  will  be  determined  if  we  are  to 
have  free  medicine  or  political  medicine. 
Such  is  my  faith  in  your  new  President 
that  I have  no  doubts  as  to  your  course. 
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My  reaction  to  the  honor  which  you  have 
bestowed  upon  me  is  that  of  humility  and 
pride.  I appreciate  your  confidence  and  the 
privilege  of  serving  you. 

There  is  no  better  way  to  introduce  the 
year  of  1948  than  for  us  to  review  some 
salient  excerpts  from  the  Constitution  of 
the  Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society. 

“Article  II.  Purpose  of  the  Society. 

“The  purpose  of  this  Society  shall  be  to 
bring  into  one  organization  the  physicians 
of  Davidson  County,  so  that  by  frequent 
meetings  and  full  and  frank  interchange  of 
views  they  may  secure  such  intelligent  unity 
and  harmony  in  every  phase  of  their  labor 
as  will  elevate  and  make  effective  the  opin- 
ions of  the  profession  in  all  scientific,  leg- 
islative, public  health,  material,  ethical  and 
social  affairs,  to  the  end  that  the  profession 
may  receive  that  respect  and  support  within 
its  own  ranks,  and  from  the  community, 
to  which  its  honorable  history  and  great 
achievements  entitle  it.” 

The  cornerstone  of  any  medical  society  is 
its  scientific  program.  Excellent  programs 
stimulate  and  abet  our  medical  progress  and 
skill.  They  bring  together  various  groups 
within  our  profession,  thus  coordinating  our 
activities  and  creating  cooperation  to  the 
end  that  we  may  function  in  a truly  demo- 
cratic manner. 

Your  officers  hope  during  1948  that  prob- 
lems will  be  thoroughly  discussed  at  our 
meetings,  following  which  we  urge  that  all 
sincerely  work  to  the  end  that  the  will  of 
the  Academy  may  be  attained.  Unless  we 
learn  to  do  this,  our  future  is  unpromising. 
We  need  team  play — not  individual  stars. 

We  further  wish  that  the  excellent  pro- 
grams which  our  predecessors  and  the  mem- 
bers of  the  Scholarship  Fund  Committee 
instituted  will  continue  and  even  be  im- 
proved. This  truly  requires  your  help. 

*Read  before  the  Nashville  Academy  of  Medicine 
and  Davidson  County  Medical  Society,  Nashville, 
January  6,  1948. 


“Chapter  II.  Powers  and  Duties. 

“Section  1.  This  Academy  shall  have 
general  direction  of  the  affairs  of  the  med- 
ical profession  of  the  county,  and  its  in- 
fluence shall  be  constantly  exerted  to  better 
the  scientific,  ethical,  material  and  social 
conditions  of  every  physician  within  its 
jurisdiction.  Systematic  efforts  shall  be 
made  by  each  member,  and  the  Academy 
as  a whole,  to  increase  the  membership  until 
it  embraces  every  eligible  physician  in  the 
county. 

“Chapter  I.  In  General.  The  physician’s 
responsibility. 

“Section  1.  A profession  has  for  its 
prime  object  the  service  it  can  render  to 
humanity;  reward  or  financial  gain  should 
be  a subordinate  consideration.  The  prac- 
tice of  medicine  is  a profession.  In  choos- 
ing this  profession  an  individual  assumes 
an  obligation  to  conduct  himself  in  accord 
with  its  ideals. 

“Groups  and  Clinics. 

“Section  2.  The  ethical  principles  actu- 
ating and  governing  a group  or  clinic  are 
exactly  the  same  as  those  applicable  to  the 
individual.  As  a group  or  clinic  is  com- 
posed of  individual  doctors,  each  of  whom, 
whether  employer,  employee  or  partner,  is 
subject  to  the  principles  of  ethics  herein 
elaborated,  the  uniting  into  a business  or 
professional  organization  does  not  relieve 
them  either  individually  or  as  a group  from 
the  obligation  they  assume  when  entering 
the  profession.” 

Dr.  Burch  has  accomplished  much  in  the 
past  twelve  months,  for  which  I congratu- 
late him.  I am  sure  that  we  all  appreciate 
his  efforts. 

You  have  elected  to  serve  with  me  two 
sincerely  interested  and  hard-working  gen- 
tlemen: your  Vice-President,  Dr.  Cleo  Mil- 
ler, your  Secretary  and  Treasurer,  Dr.  Rob- 
ert Buchanan.  For  this  I am  grateful. 

I wish  for  each  of  you  a good  year  and 
a year  of  real  service  in  1948;  and  for  the 
Academy,  your  cooperation  that  all  together 
we  may  serve  this  county  and  ourselves 
more  fully. 
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RHINOLOGY,  AND  OTOLARYNGOLOGY* 

D.  H.  ANTHONY,  M.D.,  F.A.C.S.,  and  D.  F.  FISHER,  M.D.,  Memphis 


Roentgen  rays  were  discovered  in  1894, 
and  two  years  later  an  ophthalmologist, 
named  Clark,  attempted  the  first  practical 
application  in  a specialty,  at  which  time  he 
attempted  a crude  localization  of  an  intra- 
ocular foreign  body.  Since  this  time  there 
is  not  a single  branch  of  medicine  that  does 
not  owe  its  rapid  progress  partially  to 
X-ray;  yet  we  are  afraid  that  eye,  ear, 
nose  and  throat  specialists  are  not  exploit- 
ing X-ray  to  its  full  advantage  to  obtain 
the  best  results.  The  clinician  should  also 
be  aware  of  its  benefits  and  limitations. 

It  is  well  at  this  time  to  stress  just  how 
very  important  it  is  to  correlate  the  clin- 
ical findings  with  the  X-ray  findings.  The 
radiologist  must  not  be  made  to  depend 
merely  on  a set  of  pictures  without  any 
indication  as  to  what  is  expected,  or  what 
the  patient’s  symptoms  may  be ; and  neither 
must  the  clinician  be  dependent  on  symp- 
toms and  clinical  findings  without  the  ad- 
vantages of  X-ray  diagnosis.  In  far  too 
many  instances  the  use  of  X-ray  is  re- 
quested only  in  the  most  obscure,  or  most 
serious  cases.  In  the  past  few  years,  with 
more  requests  for  X-ray  examination,  the 
clinician  is  confronted  with  the  realization 
that  his  results  are  so  much  more  improved, 
that  X-ray  has  become  indispensable  to 
him.  X-ray  pictures  are  a permanent  rec- 
ord and  often  give  immediate  and  correct 
diagnosis,  and  afford  a comparison  for  prog- 
ress, or  remission  of  the  disease. 

The  Orbit 

The  orbital  cavities  are  generally  the 
same  size  on  both  sides.  If  a child  has  an 
eye  removed  early  in  life,  after  a few  years, 
one  can  see  that  the  orbital  cavity  is  smaller 
on  the  postoperative  side.  Small  orbits  occur 
bilaterally  in  cases  of  anophthalmos. 

Enlargement  of  the  orbit  is  most  fre- 
quently due  to  a large,  long-standing,  be- 
nign intra-orbital  tumor.  This  tumor  may 
show  increased  density  of  the  entire  orbit, 
or  absence  of  density,  and  if  the  tumor  has 

* Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  Memphis,  April 
8,  1947. 


been  present  long  enough,  and  is  large 
enough  to  cause  increase  in  the  size  of  the 
orbit,  there  is  usually  increased  soft  tissue 
density. 

Fractures  of  the  Orbit 

X-ray  is  the  most  useful  examination  in 
distinguishing  fractures  of  the  orbit.  Any 
injury  around  the  orbit  should  be  X-rayed, 
for  swelling  of  soft  tissue  frequently  pre- 
vents diagnosis  of  fracture  of  the  orbit 
until  the  swelling  disappears;  and  usually 
it  is  then  too  late  to  correct  it  by  surgery, 
for  an  inflammatory  process  of  the  dis- 
placed bony  rim  of  the  orbit  may  be  present. 
Usually  fractures  of  the  rim  of  the  orbit 
are  a direct  result  of  a blow  to  the  bone. 
Fractures  of  the  floor  of  the  orbit  may  be 
due  to  direct  or  indirect  force.  Pfeiffer 
has  reported  fracture  of  the  floor  of  the 
orbit  due  to  a direct  blow  on  the  eyeball 
resulting  in  a marked  enophthalmos,  with- 
out injury  to  the  eyeball. 

The  Optic  Foramen 

Pictures  of  the  optic  foramen  are  very 
important  in  ophthalmological  X-ray  diag- 
nosis, because  when  there  is  enlargement 
of  the  optic  foramen  on  one  side,  there  is 
likely  to  be  a tumor  of  the  optic  nerve.  One 
might  see  necrosis  of  the  optic  foramen, 
and  that  would  be  an  indication  of  malig- 
nancy of  the  bone  around  the  foramen. 
Fracture  of  the  optic  foramen  is  very  rare, 
for  the  apex  of  the  orbit  is  so  well  pro- 
tected. However,  it  has  been  reported;  and 
usually  there  is  severe  injury  to  the  optic 
nerve,  so  if  there  is  an  injury  of  the  orbit 
with  loss  of  vision,  optic  foramen  pic- 
tures should  be  made  to  see  if  a fracture 
is  present. 

The  congenitally  small  optic  foramen  usu- 
ally causes  no  trouble,  unless  the  patient  has 
posterior  ethmoid  sinus,  or  sphenoid  sinus 
infection  causing  a swelling  of  the  optic 
nerve.  When  this  occurs,  congenitally 
small  foramen  can  cause  an  acute  constric- 
tion, resulting  in  a retro-bulbar  neuritis 
from  partial  strangulation  of  the  circula- 
tion. This  has  been  brought  out  clearly 
by  White  and  MacMillan.  Unilateral  small- 
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ness  of  the  optic  foramen  occurs  most  fre- 
quently in  children  who  have  enucleation  of 
the  eye  early  in  life.  The  correct  picture 
of  an  optic  foramen  places  it  in  the  lower 
outer  quadrant  of  the  orbit. 


Superior  Orbital  Fissure 

The  superior  orbital  fissure  opens  into 
the  middle  cranial  fossa  and  transmits  the 
third,  fourth  and  sixth  nerves ; three 
branches  of  the  first  division  of  the  fifth 
nerve;  ophthalmic  vein;  orbital  branch  of 
the  middle  meningeal  artery ; sympathetic 
fibers  from  the  cavenorous  plexus ; the  sym- 
pathetic root  of  ciliary  ganglion ; and  some- 
times the  sensory  root  of  the  ciliary  gan- 
glion. These  important  structures  make  it 
necessary  to  have  a diagnostic  picture. 

There  have  been  only  two  good  papers 
written  on  the  superior  orbital  fissure. 
One  by  G.  J.  Baylin  and  H.  D.  Kerman; 
and  one  by  the  late  Karl  Kornblum  and 
Geo.  R.  Kennedy.  This  classification  is 
given  in  the  following  five  tables : 


Classification  of  the  Normal  Sphenoidal  Fissure  on  the  Basis  of 
Configuration,  as  Determined  from  a Study  of  157 
Anatomical  Specimens:  Karl  Kornblum 
& Geo.  R.  Kennedy 


Normal  fissure  

63 

Per  Cent 
40.12 

Bulbous  type  

25 

15.92 

Long,  narrow  type  

12 

12.10 

Dumbbell  type 

19 

12.10 

Cone-shaped  type  

17 

10.82 

Unequal  fissures  

14 

8.91 

Classification  of  the  Normal 

Sphenoidal  Fissure 

as  Deter- 

mined  from  a Study  of  494  Roentgen 

Examinations 

of  the  Skull 

Normal  fissure  

189 

38.26 

Bulbous  type  

72 

14.57 

Long,  narrow  type  

58 

11.74 

Dumbbell  type  

46 

9.31 

Cone-shaped  type  

86 

17.41 

Unequal  fissures  

43 

8.70 

Analysis  of  the  Cause  of  Poor  Visualization  of  the 


Sphenoidal  Fissures 

Blurring  due  to  motion  3 

Improper  position  of  head  12 

Underexposure  film  6 

Incidence  of  Various  Roentgen  Manifestations  of  Intracranial 
Tumor  Occurring  in  a Series  of  446  Verified  Cases 
Deformation  of  the  sella  turcica  64.6 

Convolutional  atrophy  8.8 

Calcification  of  the  tumor 6.5 

Widening  of  the  sutures  4.6 

Local  bone  erosion 2.9 

Local  hyperostosis  1.8 

Lateral  shift  of  the  pineal  body  1.8 

Widened  diploic  channels  . . 0.2 

Sphenoidal  fissure  deformity  27.9 


A Recent  Series  of  Verified  Brain  Tumors  Showing  the  Occur- 
rence of  Sphenoidal  Fissure  Deformity  in  Relation  to  the 
Location  of  the  Tumor.  Also  the  Occurrence  of 
Unilateral  and  Bilateral  Involvement 

Sphenoid 

Fissure  Ur.ilat-  Bilat- 
Deformity  eral  eral 

Parasellar  tumors  12  8 7 1 

Posterior  fossa  tumors  15  5 3 2 

Frontal  lobe  tumors  13  4 3 1 

Pituitary  tumors  10  3 1 2 

Intra-orbital  tumors  2 2 2 0 

Tumors  of  sphenoid  sinus  2 2 1 l 

Temporal  lobe  tumors  6 1 1 0 

Parietal  lobe  tumors  8 1 0 1 

Suprasellar  tumors  3 0 0 0 


Ventricular  tumors  2 0 0 0 

Occipital  lobe  tumors 2 0 0 0* 

75  26  18  8 

The  superior  orbital  fissure  is  an  easy 
picture  to  take  and  only  shows  correctly 
when  a picture  of  the  frontal  sinus  is  made 
in  the  nose-forehead  position.  It  is  impor- 
tant that  careful  examination  of  the  su- 
perior orbital  fissures  be  made,  in  every 
case,  where  posterior  orbital  contents  and 
the  anterior  brain  might  be  involved. 

Exophthalmos 

The  most  useful  X-ray  diagnosis  in  oph- 
thalmology is  to  try  to  determine  the  cause 
of  exophthalmos,  because  the  history,  symp- 
toms and  examinations  frequently  fail  to 
tell  the  ophthalmologist  how  long  this  space 
taking  lesion  of  the  orbit  has  existed,  the 
location  and  type  of  lesion,  and  whether 
or  not  it  may  be  a soft  tissue  tumor,  or  a 
bony  tumor. 

Bony  tumors  of  the  orbit,  as  a rule,  can 
be  outlined  as  to  their  location  and  size 
with  X-ray,  for  there  is  enough  increased 
density  to  make  out  the  tumor.  However, 
in  most  soft  tissue  tumors  there  is  a density 
so  low  that  the  outlining  of  the  tumor  is 
nearly  impossible  in  reference  to  the  exact 
size  and  location;  yet,  some  idea  may  be 
obtained.  In  some  thick,  soft  tissue  tumors, 
that  have  existed  for  a long  time,  there  is 
a slightly  increased  density  of  the  region 
where  the  soft  tissue  lesion  occurs.  Benign 
soft  tissue  tumors  show  in  X-ray  slightly 
better  than  malignant  soft  tissue  tumors. 

Mucocele  is  the  most  deceptive  X-ray 
diagnosis  in  exophthalmos.  Instead  of  in- 
creased density  occurring  in  the  sinuses 
involved  with  mucocele,  usually  there  is  a 
decrease,  because  the  pressure  of  the  mu- 
cocele within  the  sinus  causes  some  decal- 
cification of  the  sinus  walls.  Therefore,  a 
decrease  of  the  density  is  misleading  unless 
one  realizes  this,  and  is  looking  for  it.  It 
occurs  more  frequently  in  the  frontal 
sinuses,  next,  the  ethmoid  sinuses,  and  last, 
the  antrum  sinuses.  Of  course,  if  there  is 
a mucocele  causing  exophthalmos  with  a 
marked  destruction  in  the  roof  of  the  orbit, 
the  diagnosis  may  still  be  missed:  but  if 
the  mucocele  destroys  the  rim  of  the  orbit, 
particularly  the  upper  rim,  nasal  side,  the 
diagnosis  is  made  earlier.  If  the  X-ray 
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picture  shows  destruction  of  bone  at  the 
apex  of  the  orbit,  as  the  reason  for  widen- 
ing of  the  superior  orbital  fissure,  or  the 
optic  foramen,  there  is  suspicion  of  malig- 
nancy until  proven  otherwise. 

You  will  notice  in  the  table  by  Pfeiffer, 
which  follows,  that  the  most  frequent  cause 
of  exophthalmos  is  due  to  mucocele  of  the 
paranasal  sinuses,  and  to  one  who  has  not 
looked  this  table  up,  it  will  be  surprising. 

Etiology  and  Frequency  in  200  Successive  Cases  of 
Exophthalmos,  by  R.  L.  Pfeiffer 

Causes  of  Exophthalmos 


Zenker’s  waxy  degeneration  of  rectus  muscle  1 

Tuberculous  dacryoadenitis  1 

Total  109 

Exophthalmos  From  Lesions  Adjacent  to  the  Orbit 

From  newgrowths  in  nasopharynx  19 

From  newgrowths  in  sinuses — 

Antrum  12 

Ethmoids  and/or  sphenoids  3 

Ethmoids  2 17 

From  malignant  melanoma  of  choroid — 

Extension  from  eye  to  orbit  2 

Recurrent  after  enucleation  5 7 

Extension  of  epithelioma  from  lower  lid  into  orbit 
Basal  cell  ( 1 no  exophthalmos)  3 

Squamos  cell  1 4 

Chloroma  l 

From  newgrowth  of  hard  palate  1 

From  nose  to  orbit  via  tear  sac  1 

Metastatic  carcinoma  to  uvea  with  orbital  extension  1 
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Retension  cyst  arising  in  paranasal 


sinus  (mucocele)  18  18 

Psuedo  tumor  or  granuloma  of  the 

orbit  16  2 

Meningioma  14  14 

Craniostenosis  . 14  14 

Hyperthyroidism  12  1 

Cavernous  hemangioma  12  10 

Oculomotor  paralysis  9 0 

Dermoids  and  epidermoids  8 7 

Sarcoma,  various  types  8 7 

Neurofibromatosis  7 7 

Deformity  or  asymmetry  of  the  orbit  7 7 

Glioma  of  the  optic  nerve  or  chiasm  6 6 

Arteriovenous  aneurysm  6 4 

Malignancy  of  paranasal  sinuses  5 5 

Mixed  tumor  of  the  lacrimal  gland  5 2 

Sacculated  aneurysm  of  internal 

carotid  artery  4 4 

Abscess  of  the  orbit  4 3 

Etbmo-orbital  osteoma  3 3 

Paget's  disease  3 3 

Congenital  coloboma  cyst  of  eyeball 

or  retinocele  3 2 

Basal-cell  epithelioma  2 2 

Neuroma 2 2 

Myopia  2 1 

Gumma  2 1 

Xanthomatosis  2 2 

Blood  cyst  of  orbit  1 1 

Myeloma  .........  1 1 

Trichinosis  1 0 

Osteitis  fibrosa  cystica  1 1 

Lipiodol  in  orbit  1 1 

Subdural  hematoma  1 1 

Undiagnosed  20  7 


16  1 

0 1 

12  2 

14  0 

0 0 

0 8 

0 0 

4 4 

0 2 

7 0 

5 2 

6 0 

3 1 

2 2 

0 2 

3 1 

0 2 

3 0 

3 0 

0 0 

0 2 

0 0 

0 1 

0 0 

2 0 

0 0 

1 0 

0 0 

1 0 

1 0 

1 0 

0 3 


200  138  84  34 


A.  B.  Reese  has  published  excellent  ar- 
ticles on  exophthalmos  and  some  of  his  ta- 
bles are  also  listed,  as  follows : 


Exophthalmos  from  Lesions  Primary  in  the  Orbit, 


by  A.  B.  Reese 

Hemangioma  (5  with  no  exophthalmos)  25 

Pseudotumor  (2  with  no  exophthalmos) 18 

Meningioma  13 


Dermoid  and  epidermoid  cysts  (6  with  no  exophthalmos)  . 10 

Sarcoma — 

Lymphosarcoma  5 

Rhabdomyosarcoma  2 

Osteogenic  sarcoma  1 

Fibrosarcoma  1 

Myosarcoma  1 10 


Neurogenic  tumors — 

Neurofibroma  (4  with  no  exophthalmos) 8 

Glioma  of  optic  nerve  1 

Neurilemmona  (neurinoma.  Schwannoma)  1 10 

Mixed  tumor  of  lacrimal  gland  9 

Lymphona  3 

Hematoma  3 

Osteoma  1 

Xanthoma  1 

Fibroma  (from  tendon  sheath)  1 

Osteitis  fibrosa  cystica  1 

Lipoma  (no  exophthalmos)  1 

Lymphiangioma  (producible  exophthalmos)^  1 


Total  51 

Exophthalmos  From  Systematic  or  Distal  Lesions 

From  metastatic  newgrowths — 

From  breast  (carcinoma)  3 

From  suprarenal  gland  and/or  retroperitoneal 

region  (sympathicoblastoma,  neuroblastoma)  2 

From  thyroid  (carcinoma)  1 

From  lung  (lymphosarcoma)  1 

From  tonsil  (carcinoma)  to  orbital  bone  1 

From  unknown  site  (carcinoma)  1 9 

Hodgkin’s  disease: 

to  lacrimal  gland  (no  exophthalmos) 1 

to  orbital  bone  (no  exophthalmos) 1 2 

Lymphatic  leukemia  1 

Schuller-Christian  disease  1 

Gumma  1 

Total  14 


Foreicn  Bodies  of  the  Orbit 

In  the  field  of  X-ray,  as  related  to  oph- 
thalmic diagnosis,  there  is  none  so  impor- 
tant or  so  satisfying  as  that  of  intraocular 
foreign  body  localization.  There  is  no 
place  which  requires  a closer  correlation 
between  clinical  findings  and  X-ray  find- 
ings. To  anyone  who  has  dealt  with  intra- 
ocular or  intraorbital  bodies,  the  importance 
of  their  exact  location  is  obvious,  as  the 
treatment  or  surgical  intervention  is  entire- 
ly dependent  on  the  location  of  the  foreign 
body.  Magnetic  or  non-magnetic  metal  for- 
eign bodies  cannot  be  differentiated  in  an 
X-ray  picture. 

It  is  not  the  purpose  of  the  authors  to 
discuss  the  actual  technique,  but  rather  to 
discuss  some  pertinent  points  that  should 
be  kept  in  mind,  and  that  might  prove 
helpful  in  deciding  on  the  procedure.  When 
a patient  gives  a history  of  a recent  injury 
caused  by  a flying  piece  of  metal,  glass, 
stone,  wood,  or  any  other  material,  there 
is  usually  not  much  difficulty  in  finding  the 
wound  of  entrance,  particularly  if  the  en- 
trance has  been  through  the  cornea.  How- 
ever, if  the  wound  of  entrance  has  been 
through  the  conjunctiva,  there  may  be  dif- 
ficulty in  determining  whether  or  not  the 
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globe  has  been  perforated.  If  there  is  some 
question  as  to  the  presence  or  absence  of 
a foreign  body,  it  is  well  to  use  the  anterior- 
posterior  (Caldwell)  view.  If  a foreign 
body  is  demonstrated,  then  it  becomes  a 
matter  of  localization  by  one  of  the  several 
methods. 

The  first  satisfactory  method  of  localizing 
intraocular  foreign  bodies  was  published  by 
Sweet  in  1898.  Soon  after  that  he  devised  a 
modification,  which  is  very  similar  to  the 
first,  and  is  still  used  by  some  roentgenolo- 
gists, but  is  not  as  popular  as  one  might  think. 
The  reason  for  this  is  that  there  are  so 
many  chances  of  error,  unless  one  has 
Sweet’s  complete  localization  equipment,  is 
familiar  with  the  method,  and  is  frequently 
making  localizations  of  foreign  bodies  of 
the  eye.  When  properly  done  it  is  an  ex- 
cellent and  very  accurate  method  of  locali- 
zation. In  our  opinion  it  is  not  any  more 
accurate  than  Pfeiffer’s  method,  in  which 
he  uses  the  Comberg  contact  glass.  Pfeif- 
fer’s method  is  simple,  easy  to  calculate, 
and  utilizes  a very  inexpensive  apparatus. 
The  only  special  apparatus  necessary  is  a 
leaded  Comberg  contact  lense,  a protractor, 
a divider,  and  a millimeter  rule.  Only  two 
exposures  are  required ; one,  in  the  anterior- 
posterior  (Caldwell)  position,  and  the  other 
a true  lateral  with  the  affected  side  close 
to  the  film. 

Another  simple  and  easy  procedure,  but 
not  as  accurate  as  Pfeiffer’s  is  Yazujian’s 
two  rim  gold  localizer.  The  small  rim  fits 
the  corneo-scleral  junction,  and  the  large 
rim  circles  the  globe  close  to  the  eye.  If 
the  foreign  body  is  17  mm.  posterior  to  the 
large  rim  of  the  localizer,  the  foreign  body 
is  usually  behind  the  eyeball.  Also,  if  the 
foreign  body  is  outside  the  large  rim  radi- 
ally, it  is  outside  the  eyeball.  The  senior 
author  has  modified  this  gold  localizer  by 
placing  an  extension  on  the  temporal  side. 
The  outside  surface  of  this  extension  is  con- 
cave, so  that  the  concavity  of  the  wire  fits 
in  the  external  canthus  of  the  eye.  It  keeps 
the  localizer  from  rotating  too  far  tempor- 
ally while  taking  the  picture,  which  it  tends 
to  do.  This  localizer  is  made  in  two  sizes: 
one  for  a child,  and  one  for  an  adult. 

In  the  so-called  physiological  localization, 
or  parallax  motion,  a picture  is  made  in  the 


anterior  position  and  the  lateral  position. 
The  patient  looks  up  for  half  the  exposure 
and  down  for  the  other  half,  on  the  same 
film.  This  is  also  performed  looking  to  the 
left  and  right.  If  there  is  a difference  in 
position  of  the  foreign  body  in  the  two  pic- 
tures, it  is  usually  considered  that  the  for- 
eign body  is  intraocular.  However,  a for- 
eign body  could  be  just  outside  che  sclera 
and  the  movement  be  the  same  as  if  in  the 
posterior  half  of  the  globe.  If  it  is  ex- 
actly in  the  center  of  the  eye,  there  is  no 
movement  in  the  two  pictures.  It  is  well 
to  make  these  parallax  pictures  in  all  cases 
as  a check  after  using  the  other  methods 
first. 

It  has  been  advocated  that  injection  of 
air,  or  oxygen,  into  Tenon’s  capsule  gives 
an  accurate  localization,  if  the  picture  is 
made  before  and  after  injecting  air.  Dis- 
placement of  the  foreign  body  in  the  second 
picture  is  an  indication  that  the  foreign 
body  is  extraocular.  If  it  is  necessary  to 
inject  air  into  Tenon’s  capsule  to  get  a sat- 
isfactory localization,  one  disadvantage  is 
delaying  the  operation,  because  of  slow  ab- 
sorption of  air.  Scheie  and  Hodes  state 
that  air  in  Tenon’s  capsule  sometimes  does 
not  completely  absorb  for  three  or  four 
days  and  there  is  danger  of  vitreous  pro- 
lapse until  the  air  is  absorbed.  It  has  been 
found  that  oxygen  is  more  readily  absorbed 
than  air. 

Bone  free  pictures  (Vogt’s  method)  may 
be  used  to  demonstrate  very  small  or  low 
density  foreign  bodies  in  the  anterior  seg- 
ment of  the  eyeball.  An  ordinary  dental 
film,  held  in  a hemostat,  is  placed  between 
the  inner  canthus  and  the  nose.  When 
pressed  backwards,  pictures  of  the  anterior 
one-fourth  of  the  eyeball  can  be  made  with 
the  patient  looking  up,  down,  and  straight 
ahead. 

Many  an  eye  has  been  lost  because  of 
improper  localization  of  the  foreign  body, 
and  unnecessary  manipulation  and  opera- 
tive procedure  attempting  to  extract  it 
when  the  patient  could  have  been  spared 
an  operation,  and  the  eye  saved  had  it  been 
left  alone.  In  contrast  to  this,  many  eyes 
have  been  lost  because  of  slipshod  methods 
of  localization  and  the  foreign  body  left  in- 
side the  eyeball  when  it  might  have  been 
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removed.  This  condition  is  too  serious  for 
guess  work  or  inaccurate  localization. 

There  are  some  other  points  that  X-ray 
will  give  you  in  addition  to  the  mere  fact 
that  the  foreign  body  is,  or  is  not,  in  the 
globe ; e.g.,  size,  shape  and  position  of  the 
long  axis;  and  less  accurately,  what  the 
composition  of  the  substance  may  be.  The 
size  of  the  foreign  body  may  be  calculated 
with  considerable  accuracy  from  the  X-ray 
film,  and  the  incision  for  removal  of  the 
foreign  body  will  be  made  accordingly. 
The  shape  is  less  accurately  determined, 
but  usually  some  idea  can  be  obtained.  The 
direction  of  the  long  axis  should  be  known, 
because  the  incision  may  be  in  the  wrong 
direction  through  the  sclera  and  the  foreign 
body  be  wedged  crosswise  the  incision. 

In  cases  where  there  is  doubt  as  to  the 
composition  of  the  foreign  body,  the  au- 
thors have  been  accustomed  to  placing  be- 
fore the  uninjured  eye  a number  of  mate- 
rials, such  as  glass,  stone,  steel,  concrete, 
copper,  brass  and  aluminum  for  compari- 
son. There  is  a great  variation  in  the 
density  of  foreign  bodies  that  might  be  in 
the  eye,  or  orbit:  e.g.,  bone  specific  gravity 
is  1.7  to  2.0;  brick,  1.4  to  2.2;  cement,  2.7 
to  3.0;  coal,  1.4  to  1.8;  emery,  4.0;  glass, 
2.4  to  2.8;  marble,  2.6  to  2.8;  slate,  2.6  to 
3.3;  wood,  0.42  to  0.68;  aluminum,  2.70; 
calcium,  1.34;  copper,  8.70;  gold,  19.3; 
iodine,  4.940;  slag,  2.0;  platinum,  21.37; 
magnesium,  1.741;  manganese,  7.42;  mer- 
cury, 13.596;  steel,  7.86;  lead,  11.342;  sil- 
ver, 10.42;  limestone,  2.68;  ivory,  1.83; 
tungsten,  18.6;  zinc,  7.04;  flint  glass,  5.04. 
We  have  found  that  bottle,  lens,  plate,  win- 
dow pane  and  automobile  glass  appear  to 
have  the  same  density  on  X-ray  films. 

If  a patient  has  had  a piece  of  steel  in 
his  eye  for  some  time,  his  eye  may  show 
evidence  of  siderosis,  and  after  many  years 
a slow  oxidizing  of  the  piece  of  steel  or 
copper  may  make  the  density  so  low  that 
it  would  be  impossible  to  show  it  in  the 
X-ray  picture.  Such  eyes  have  been  X- 
rayed,  after  enucleation,  and  a foreign 
body  of  very  low  density  found.  Surely, 
all  ophthalmic  surgeons  know  the  impor- 
tance of  complete  and  thorough  localization 
before  attempting  to  remove  a foreign  body 
from  the  eyeball;  however,  one  must  re- 
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met^^^ythat  an  error,  ip  localization  might 
lead  aStjoi^ttdi^^r'ggpn  in  the  wrong  di- 
rection by^bpen-frrg''an  eyeball  in  search  of 
foreign  bodies  that  are  not  intraocular. 
This  type  error  is  occasionally  the  funeral 
of  the  eye. 

Fractures  of  the  Nose 
Fractures  of  the  nose  are  frequently  asso- 
ciated with  marked  swelling  of  the  soft 
tissues  so  that  ordinary  methods  of  exam- 
ination may  be  entirely  inadequate.  X-rays 
should  be  made  in  all  cases  before  there  is 
any  manipulation  to  the  nose.  One  must 
determine  which  bones  are  displaced,  or 
overriding.  This  is  easily  done  by  using 
the  Water’s  anterior-posterior  position,  and 
the  true  lateral.  It  is  even  more  important 
to  have  good  pictures  when  there  is  a crush- 
ing type  of  injury  with  multiple  fragments 
of  the  nasal  bones.  There  should  also  be  a 
follow-up  picture  to  determine  the  result 
of  reduction  of  the  fracture. 

Nasal  Accessory  Sinuses 
Antrum:  X-ray  pictures  should  be  taken 
to  show  the  size  and  contents  of  the  an- 
trum. We  advise  that  a picture  be  taken 
in  the  upright  position  to  see  if  a fluid  level 
is  present.  It  is  usually  absolute  proof  of 
pus  in  the  antrum.  X-ray  pictures  should 
always  be  taken  before  injecting  iodine  oil 
into  a sinus.  The  iodine  oil  may  show  a 
defect  in  the  filling  of  the  antrum  and  in 
that  way  one  can  estimate  somewhat  the 
thickness  of  the  mucous  membrane  or  tumor 
of  the  antrum.  Another  advantage  in  tak- 
ing pictures  of  the  sinuses  is  that  when 
allergy  is  present  the  mucous  membrane  is 
thicker  than  usual  and  one  can  do  a diag- 
nostic antrum  wash  and  if  little  secretion 
is  found  in  the  antrum,  this  is  an  indication 
that  an  allergic  background  is  causing  the 
cloudy,  thickened  mucous  membrane. 

X-rays  of  the  antrum  frequently  show 
positive  diagnosis  of  a benign  or  malignant 
tumor,  not  otherwise  detected.  Benign  tu- 
mors of  the  mucous  membrane  of  the  an- 
trum are  usually  at  the  bottom.  The  upper 
part  of  the  tumor,  whether  it  is  a polyp, 
or  a cyst,  or  a hard  tumor,  is  usually  oval 
in  shape.  When  a shadow  is  in  the  antrum, 
there  is  a permanent  record  of  the  size  of 
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the  tumor  and  several  months  later  another 
picture  can  be  made  to  compare  the  prog- 
ress. 

Malignancy  of  the  antrum  usually  affects 
the  bone  and  there  is  a moth-eaten  destruc- 
tion of  an  antrum  bony  wall,  quite  different 
from  smooth  necrosis  produced  by  pressure 
of  a mucocele. 

Frontal  Sinuses:  The  frontal  sinuses  vary 
so  greatly  that  an  X-ray  picture  is  indicated 
to  determine  the  width  and  depth,  as  well 
as  to  determine  the  contents  and  thick- 
ening of  the  membrane.  Again,  the  up- 
right position  should  be  used  to  determine 
if  there  is  a fluid  level.  In  an  acute  frontal 
sinusitis  there  is  a possibility  of  osteomye- 
litis. If  there  have  been  symptoms  only 
for  a few  days,  do  not  depend  on  X-ray  for 
positive  findings,  for  they  will  not  show 
early.  It  is  better  to  depend  on  the  swell- 
ing than  the  X-ray  pictures  in  very  early 
cases  of  osteomyelitis.  In  cases  of  acute 
frontal  sinus  infection,  with  the  picture 
showing  early  involvement  with,  or  without 
a fluid  level,  associated  with  clinical  find- 
ings, it  is  well  to  take  one  picture  daily  to 
estimate  whether  the  patient  is  getting  bet- 
ter or  worse.  The  picture  is  made  every 
day  with  the  same  timing,  exposure,  and 
developing.  This  daily  film  serial  is  very 
valuable  when  one  is  worried  and  trying 
to  decide  whether  or  not  to  do  a trephining 
operation  of  the  frontal  sinus.  After  sev- 
eral days,  or  weeks,  X-ray  of  the  frontal 
bone  may  show  the  beginning  of  osteomye- 
litis. X-ray  findings  at  this  stage  are  what 
we  call  late  findings  in  the  diagnosis  of 
osteomyelitis. 

Ethmoid  Sinuses:  The  reasons  for  mak- 
ing pictures  of  the  ethmoid  cells  are  to  see 
if  they  are  cloudy,  but  more  important,  the 
size,  number  and  location  than  any  other 
sinus.  Of  course,  one  cannot  expect  to  see 
a fluid  level  in  the  ethmoid  cells,  for  there 
are  so  many  partitions  in  the  ethmoid  sinus 
that,  even  when  present,  it  would  not  be 
detected  in  the  X-ray  picture. 

Sphenoid  Sinuses:  In  X-ray  pictures  of 
the  sphenoid  sinuses  it  is  again  important 
to  know  the  size  and  shape,  for  usually  one 
sphenoid  sinus  is  larger  than  the  other  and 
its  depth  and  width  should  be  known,  par- 
ticularly if  you  are  going  to  operate  on  it. 


In  the  sphenoid  it  is  rare  to  see  a fluid 
level,  but  it  is  possible  in  a very  good  pic- 
ture of  a large  sphenoid.  The  sphenoids 
should  be  X-rayed  both  laterally  and  an- 
terior-posteriorly  to  get  the  most  informa- 
tion. 

Diagnostic  pictures  of  all  the  sinuses  are 
essential  if  the  rhinologist  is  planning  to 
operate  on  them,  either  intranasally  or  ex- 
ternally, for  he  can  learn  something  from 
the  pictures  that  is  impossible  to  get  from 
any  other  type  of  examination. 

Fractures  of  the  Facial  Bones 

Fractures  of  the  facial  bones  usually  in- 
volve the  sinuses.  To  first  make  a diag- 
nosis of  the  fractures  of  the  face,  take  pic- 
tures of  all  the  sinuses  and  then  any  addi- 
tional positions  that  you  think  necessary, 
including  the  zygomatic  arch  and  mandible. 
These  pictures  are  not  difficult  to  take,  but 
may  have  to  be  made  in  more  than  one 
position.  Post-injury  swelling  interferes 
with  the  usual  examination  as  it  does  in 
fracture  of  the  nasal  bone.  No  surgeon 
should  attempt  to  give  his  opinion  of  frac- 
tures of  the  face  without  a complete  set  of 
X-ray  pictures  of  this  region.  If  he  tries 
to  operate,  he  will  certainly  be  at  a great 
disadvantage  without  a good  set  of  films 
present  to  decide  on  the  method  of  approach 
for  reducton  of  the  displaced  bones. 

Shea  states:  “A  study  of  the  normal  or- 
bit in  the  routine  posterior-anterior  sinus 
film  will  show  a line  in  the  outer  third 
made  by  the  junction  of  the  outer  orbital 
wall  and  the  skull.  This  line  bears  a con- 
stant relationship  to  the  outer  rim  of  the 
orbit  and  may  be  used  to  determine  whether 
or  not  the  malar  bone  has  been  displaced. 
The  transverse  diameter  of  the  orbit  is  al- 
tered in  these  fractures,  being  increased  in 
case  of  outward  displacement  and  decreased 
in  crushing  injuries  in  which  the  malar  is 
rotated  inwardly.  This  relationship  and 
diameter  are  controls  available  for  use  in 
determining  the  correct  position  of  the  parts 
after  the  resetting  of  the  fractures.” 

Lacrimal  Sac 

X-rays  of  the  lacrimal  sac  are  primarily 
made  to  determine  the  size  and  shape  of 
chronic  mucocele  of  the  lacrimal  sac.  The 
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shape  of  a sac  is  important,  for  it  may  have 
been  injured  from  spontaneous  rupture, 
after  an  acute  exacerbation  of  a chronic 
sac,  or  it  may  have  been  injured  from  an 
external  opening.  There  may  be  an  hour- 
glass-shaped sac,  and  if  this  occurs,  it  would 
be  helpful  in  a dacryocystorhinostomy  to 
make  a larger  nasal  mucous  membrane  ex- 
posure to  take  care  of  this  partially  con- 
tracted sac.  Also,  if  there  is  a very  small 
sac,  one  would  want  to  make  a larger  bony 
opening  to  get  more  mucous  membrane  of 
the  nose  to  anastomose  to  the  sac.  A pic- 
ture of  the  lacrimal  sac  is  of  no  help,  un- 
less it  is  injected  with  some  iodine  oil.  Of 
greatest  importance  is  a diagnosis  of  ob- 
struction of  the  common  canaliculus,  for 
in  this  condition  injecting  iodine  oil  into 
the  canaliculus  above  and  below  does  not 
show  in  the  sac,  and  one  naturally  concludes 
that  the  common  canaliculus  is  completely 
obstructed,  which  is  a contraindication  to 
surgery.  Iodine  oil  injected  into  a normal 
lacrimal  tract  is  poorly  visualized  on  an 
X-ray  film. 

Acoustic  Neuroma 

The  best  X-ray  diagnosis  findings  for 
eighth  nerve  tumor  in  the  advanced  stage 
are  demonstrated  in  pictures  made  of  the 
apex  of  the  petrous  portion  of  the  temporal 
bone.  This  tumor  frequently  causes  a pres- 
sure necrosis  of  the  internal  auditory  canal, 
or  the  internal  auditory  meatus.  Best  posi- 
tions for  X-ray  pictures  are  Stenver’s, 
Chamberlin  - Towne,  vertico  - submental 
(Taylor’s),  Bowen-Hirtz,  and  the  petrous 
portion  of  the  temporal  bone  which  shows 
through  the  middle  of  the  orbit  in  the  an- 
terior-posterior position.  These  positions 
should  all  be  used,  because  each  position 
shows  a different  side  of  the  petrous  por- 
tion of  the  temporal  bone. 

Mastoiditis 

Diagnostic  X-rays  of  acute  mastoiditis 
are  essential  and  should  be  made  as  early 
as  there  is  any  question  of  involvement. 
In  the  presence  of  infection  in  the  middle 
ear  with  patient  worse,  or  no  better,  at  the 
end  of  one  week  or  more,  making  a second, 
third,  or  more  pictures  is  very  helpful  in 
trying  to  decide  whether  to  wait  or  to  op- 
erate and  drain  the  mastoid.  If  the  patient 


has  had  an  acute  mastoid  for  some  weeks. 
X-ray  pictures  are  essential,  for  they  dem- 
onstrate not  only  the  general  cloudiness, 
but  the  size  and  location  of  the  cells;  and 
last,  but  not  least,  whether  or  not  there  is 
cavitation  present. 

In  chronic  mastoiditis  an  X-ray  picture 
frequently  determines  if  the  patient  should 
have  a semi-radical  or  radical  operation. 
The  choice  of  operation  depends  not  only 
on  the  symptoms,  objective  findings,  and 
character  of  the  secretion,  but  on  the 
amount  of  bony  involvement  or  cavitation. 
In  the  X-ray  diagnosis  picture  look  for  the 
size  of  the  mastoid  compared  with  the  size 
of  the  un-inf ected  mastoid  on  the  other  side ; 
if  there  are  any  cells  left;  estimate  how 
much  new  bone  formation;  if  there  is  a 
small  or  large  cavitation  in  the  region  of 
the  antrum ; the  location  and  size  of  the 
bony  shadows  of  the  lateral  sinus.  These 
pictures  should  be  made  in  the  usual  Law 
position  and  the  anterior-posterior  position. 
Always  have  a picture  made  of  the  petrous 
portion  of  the  temporal  bone,  so  if  the  pet- 
rous is  involved  at  present,  or  later,  there 
is  a diagnostic  comparison. 

Petrositis 

This  is  only  important  as  an  adjunct  to 
diagnosis.  Unfortunately,  X-ray  pictures 
cannot  be  relied  on  consistently.  If  they 
are  positive,  they  can  be  of  great  signifi- 
cance, but  if  negative,  do  not  necessarily 
rule  out  pathology.  The  most  useful  posi- 
tions are:  first,  vertico-submental ; second, 
Towne’s  position;  third,  the  petrous  por- 
tion of  the  temporal  bone,  which  shows 
through  the  middle  of  the  orbit  in  the  an- 
terior-posterior position ; fourth,  Stenver’s 
position;  fifth,  Bowen-Hirtz  position.  You 
cannot  rely  singly  on  any  one  of  -these  po- 
sitions, for  each  shows  a different  part  or 
different  side  of  the  petrous  portion  of  the 
temporal  bone.  All  five  positions,  or  any 
other  that  you  might  care  to  use,  should  be 
made  in  each  case  with  symptoms  of  pet- 
rositis. 

The  Salivary  Glands  and  Their 
Ducts 

Any  patient  with  symptoms  of  the  sali- 
vary glands  and  their  ducts  should  have 
complete  X-ray  pictures  of  the  salivary 
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glands  and  their  ducts  to  determine  the 
presence  of  calculus  in  the  gland  or  in  the 
duct.  The  submaxillary  gland,  or  Whar- 
ton’s duct,  is  more  frequently  involved  with 
calculi ; next,  Stensen’s  duct  and  the  parotid 
gland ; and  last,  the  sublingual  ducts  and 
glands.  Calculi  in  the  ducts  are  usually  ob- 
long in  shape.  Calculi  in  the  gland  are 
usually  round.  Most  calculi  in  the  ducts 
or  glands  will  show  in  one  of  the  various 
positions.  It  has  been  estimated  that  sali- 
vary calculi  contain  from  66  to  72  per  cent 
calcium  phosphate  and  carbonate ; however, 
there  are  some  small  calculi  containing  very 
low  amounts  of  calcium  that  do  not  show 
with  X-ray.  It  is  infrequent  for  calculi  not 
to  show  in  X-ray  pictures,  if  they  are  caus- 
ing symptoms.  Diagnostic  X-rays  of  the 
anterior  two-thirds  of  Wharton’s  duct  can 
be  made  bone-free  with  an  occlusal  film, 
size  2x3  inches  in  the  mouth  and  with  the 
X-ray  tube  under  the  chin.  The  posterior 
third  must  be  made  in  the  lateral  postion 
(extreme  jaw  position). 

The  submaxillary  gland  films  are  made 
laterally  in  a position  called  the  extreme 
jaw  position.  Another  position,  for  sub- 
maxillary glands,  is  the  same  as  in  a pic- 
ture for  the  right  and  left  sphenoids,  in  the 
vertico-submental  position.  This  view  was 
accidentally  found  by  the  senior  author  and 
has  never  been  described  in  textbooks  for 
submaxillary  gland  positions.  It  is  an  ex- 
cellent position  when  looking  for  calcium  in 
the  submaxillary  gland  and,  whenever  sinus 
pictures  are  made,  one  can  always  look  in 
; that  region  and  check  up  on  the  submaxil- 
lary glands  even  though  the  patient  does 
not  have  any  symptoms.  X-ray  diagnosis 
of  the  salivary  glands  is  very  important, 
for  if  you  miss  a salivary  calculus  and  try 
to  treat  the  patient  symptomatically,  he 
may  never  get  relief  as  long  as  the  cal- 
culus remains  in  the  duct  or  gland.  Sali- 
i vary  pictures  are  so  satisfactory  that  the 
otolaryngologist  cannot  afford  to  treat  the 
patient  for  any  length  of  time  without  a 
set  of  pictures. 

The  sublingual  gland  and  duct  pictures 
are  made  with  an  occlusal  film,  exactly  de- 
scribed for  Wharton’s  duct.  The  parotid 
gland  is  made  in  a true  lateral  position. 
| X-ray  of  Stensen’s  duct  is  made  with  the 


mouth  wide  open  in  true  lateral  position 
attempting  to  get  the  teeth  and  jaws  out 
of  the  picture.  To  pass  a probe  into  Whar- 
ton’s duct  and  Stensen’s  duct  is  a very  easy 
and  satisfactory  office  procedure  and  a pic- 
ture made  with  the  probe  in  the  duct  fre- 
quently is  of  very  great  diagnostic  value. 
Injecting  oil  into  Stensen’s  and  Wharton’s 
ducts  is  easily  done,  and  the  diagnostic  pic- 
tures should  be  made  immediately  after  the 
injection.  This  is  preferably  performed  in 
the  same  room  where  the  X-rays  are  to  be 
made,  so  there  will  be  very  little  loss  of 
time  between  the  injection  and  the  picture. 
Every  minute  some  of  the  oil  is  excreted. 
However,  in  some  glands  and  ducts,  parts 
of  the  oil  remain  for  several  days  or  for  a 
few  weeks.  Injection  of  iodine  oil  should 
not  be  used  for  diagnosis  in  acute  infections 
of  the  salivary  glands. 

In  diagnostic  pictures  of  Wharton’s  or 
Stensen’s  ducts  look  particularly  for  con- 
striction of  dilatation  of  the  duct.  In  the 
glands,  look  for  defect  of  filling.  In  chronic 
infection  of  the  salivary  glands  after  in- 
jection look  for  dilatation  of  the  small 
glandular  ducts  and  multiple  cavitations. 
The  picture  in  these  cavitations  looks  as  if 
the  gland  has  been  sprinkled  with  bird 
shot,  for  the  iodine  oil  is  scattered  through 
the  affected  part  of  the  gland  and  is  posi- 
tively diagnostic.  Ill  the  glands,  particu- 
larly the  submaxillary,  one  is  occasionally 
able  to  see  that  the  gland  is  spotted  with 
accumulations  of  calcium. 

The  Throat 

X-ray  diagnostic  aid  for  the  throat  is 
helpful  in  demonstrating  retropharyngeal 
abscesses  and  foreign  bodies  of  the  throat. 
It  is  much  less  important  in  other  condi- 
tions of  the  throat.  Occasionally  there  is 
partial  ossification  of  the  thyroid  cartilage. 
It  is  also  beneficial  to  watch  the  action  of 
the  muscles  of  deglutition  while  a bolus  is 
swallowed. 

Diverticulum,  stricture  and  cardio-spasm 
of  the  esophagus  have  been  so  well  de- 
scribed in  literature  that  it  is  only  neces- 
sary to  mention  them  in  this  article,  for 
the  diagnosis  cannot  be  proved  by  any 
method  other  than  X-ray  and  use  of  the 
opaque  fluid. 
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Pituitary  Tumor 

Usually  a pituitary  tumor,  giving  a pa- 
tient enough  symptoms  to  cause  him  to 
consult  an  oculist,  can  be  found  with  X-ray, 
and  a positive  diagnosis  made  showing  ero- 
sion of  the  posterior  clinoid  process  and 
sharpening  of  the  anterior  clinoid  process. 
The  patient  does  not  come  to  the  office  on 
account  of  headache,  or  other  symptoms  of 
advanced  pituitary  tumor ; he  comes  because 
of  visual  loss.  Any  patient  with  a temporal 
hemianopsia,  unilateral  or  bilateral,  and 
with  or  without  optic  atrophy,  should  have 
a diagnostic  X-ray  picture  made  of  the 
sella  turcica  at  once.  The  picture  is  very 
easy  to  make;  easy  to  interpret;  and  one 
of  the  most  positive  diagnostic  aids  in  oph- 
thalmology. 

Erosion  of  the  clinoid  processes  may  be 
due  to  extra-sellar  tumor  or  intra-sellar 
tumor.  Usually  one  does  not  get  early 
X-ray  of  these  pituitary  tumors,  but  if  so, 
there  is  a decided  enlargement  of  the  sella 
turcica  before  the  posterior  clinoid  process 
is  completely  destroyed.  Pictures  of  the 
sella  turcica  are  so  necessary  that  the  oph- 
thalmologist cannot  afford  to  omit  ordering 
this  diagnostic  aid  if  there  is  any  question 
of  pituitary  gland  involvement. 

Summary 

Diagnostic  aid  from  X-ray  pictures  war- 
rants a more  generalized  use  in  eye,  ear, 
nose,  and  throat  examinations. 

After  a patient  has  been  X-rayed  he  is 
more  satisfied  with  the  physician’s  advice. 
A physician  can  treat  his  patient  much  more 
comprehensively  and  with  more  assurance 
that  the  diagnosis  is  correct. 

It  is  much  safer  to  do  sinus  surgery  with 
X-ray  pictures  present. 

Pictures  at  intervals  are  the  best  way  to 
determine  the  progress  of  some  diseases. 

An  X-ray  is  taken  for  anatomical  as  well 
as  pathological  diagnosis. 

Solid  substances  or  elements  of  very  low 
density  are  never  magnetic.  High  density 
substances  or  elements  may  be  magnetic  or 
non-magnetic.  The  very  high  density  sub- 
stances or  elements  are  non-magnetic — gold, 
copper,  lead,  brass,  platinum,  silver.  There- 
fore, one  cannot  always  differentiate  be- 


tween magnetic  and  non-magnetic  foreign 
bodies  of  the  orbit  by  X-ray  pictures. 

It  is  most  important  for  the  clinician  and 
the  radiologist  to  pool  their  information  and 
observations  on  each  case. 
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DISCUSSION 

DR.  PHILIP  MERIWETHER  LEWIS:  This 
paper  by  Drs.  Anthony  and  Fisher  is,  in  my  opin- 
ion, a most  exce^ent  one.  They  have  listed  the 
uses  of  X-ray  in  the  diagnosis  of  the  various  con- 
ditions in  our  field  of  work  and  stressed  the  great 
importance  of  routinely  X-raying  certain  types  of 
cases.  They  have  wisely  refrained  from  giving 
us  the  technical  details  which  they  employ  in  ob- 
taining their  splendid  pictures. 

In  my  practice  X-ray  studies  have  been  par- 
ticularly helpful  in  exophthalmus  and  in  foreign 
bodies  of  the  eyeball  or  of  the  orbit.  Certainly 
one  of  the  exceedingly  difficult  problems  in  ophthal- 
mology may  be  the  determination  of  the  cause  of 
unilateral  exophthalmus.  Often  skillfully  made 
X-rays  furnish  the  information  by  which  we  can 
decide;  first,  whether  or  not  the  case  is  one  for 
surgery,  and  second,  the  method  of  approach  and 
by  whom,  opthalmologist  or  neurosurgeon. 

In  penetrating  foreign  bodies  X-ray  studies  have 
long  been  considered  essential.  By  proper  tech- 
nique it  is  almost  always  possible  to  ascertain 
whether  the  foreign  body  is  lodged  in  the  eyeball, 
or  whether  it  has  passed  through  into  the  orbit. 
This  is  obviously  of  great  importance.  The  al- 
most exact  localization  of  a foreign  body  within 
the  globe  is  of  the  greatest  aid  in  determining  the 
method  of  approach  for  removal  of  the  foreign 
body  with  the  least  possible  visual  damage.  The 
use  of  the  Berman  localizer,  while  a helpful  ad- 
junct in  intraocular  foreign  body  surgery  does  not 
obviate  the  necessity  of  careful  X-ray  localization. 

It  is  interesting  to  note  that  the  authors  have 
found  the  density  of  glass  to  be  greater  than  that 
of  several  of  the  lighter  metals  and  even  greater 
than  ivory  which  we  have  always  considered  very 
hard.  Until  enlightened  on  this  matter  a few 
years  ago  by  Dr.  Anthony,  it  had  been  my  impres- 
sion that  glass  was  not  demonstrable  in  an  eye  by 
X-ray,  unless  the  glass  contained  considerable  lead. 

In  closing  I wish  to  say  that  it  is  most  com- 
forting to  have  in  our  midst  a colleague  like  Dr. 
Anthony  who  understands  our  problems  and  who 
is  interested  in,  willing  to,  and  extremely  capable 
of  giving  us  X-ray  assistance  when  needed. 

DR.  RALPH  O.  RYCHENER:  Dr.  Anthony 
in  his  usual  fashion  has  given  us  a complete  and 
comprehensive  exposition  on  X-ray  as  related  to 
ophthalmology  and  otolaryngology  which  ranks 
as  source  material  with  his  equally  fine  paper  on 
Salivary  Calculi  presented  before  this  Academy 
some  years  ago.  Anyone  interested  in  any  phase 
of  the  subject  will  find  his  bibliography  invaluable, 
for  when  he  decided  to  interest  himself  in  X-ray 
in  this  specialty  he  read  every  publication  on  the 
subject  which  was  available  in  this  country  and 
has  a most  astounding  collection  of  reprint  ma- 
terial. In  similar  fashion  he  experimented  with 
time  and  depth  exposures  on  patients  as  well  as 
every  possible  type  of  foreign  body  so  that  he  not 
only  produces  as  beautiful  X-ray  plates  as  can 
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be  found  in  this  country  but  also  determines  the 
type  of  foreign  body  with  which  we  are  dealing. 
Some  of  these  days  I fully  expect  him  to  tell  from 
the  X-ray  alone  whether  or  not  the  foreign  bodies 
are  magnetic.  (Laughter.) 

In  unilateral  exophthalmos  X-ray  of  the  orbit  is 
essential  as  here  even  negative  information  is  val- 
uable. If  sinus  disease,  bony  and  soft  tumors  of 
the  orbit  can  be  ruled  out,  one’s  thought  must  then 
be  directed  to  the  syndrome  which  so  often  is 
associated  only  with  bilateral  exophthalmos;  name- 
ly, hyperthyroidism.  This  is  a common  disease  and 
unilateral  exophthalmos  is  often  the  very  first  sign. 
A case  of  unilateral  exophthalmos  due  to  osteoma 
of  the  nasal  apex  of  the  orbit  illustrates  the  au- 
thor’s remarks  about  the  diameters  of  the  optic 
foramina  and  sphenoid  fissures.  This  boy  (photo- 
graphs) had  ptosis  and  increasing  exophthalmos 
of  the  right  eye  due  to  this  body  growth  involving 
the  sphenoid  just  anterior  to  the  chiasm,  causing 
compression  of  both  the  optic  foramen  and  sphe- 
noidal fissure  on  that  side,  which  may  be  compared 
with  the  normals  of  the  left.  Optic  atrophy,  ptosis 
and  other  extra-ocular  motor  paralyses  and  paresis 
were  concomitant.  Neurosurgery  through  the  su- 
praorbital route  resulted  in  some  relief  of  the 
exophthalmos  and  the  ptosis  was  corrected  by  a 
Guyton  operation.  Our  files  contain  numerous 
other  case  histories  in  which  the  author’s  X-rays 
have  been  most  helpful.  One  of  the  unusual  ones 
is  this  young  girl  (photograph)  whose  exophthal- 
mos of  the  right  eye  was  due  to  Schuller-Christian 
disease,  where  lipoid  pools  formed  in  the  bones 
of  the  orbit. 

My  interest  in  affections  of  the  lacrimal  sac  has 
led  to  the  examination  of  numerous  patients  for 
visualization  of  the  lacrimal  sac  and  duct  by  the 
injection  of  iodized  oil.  This  lad  of  six  (photo- 
graph) had  an  acute  dacryocystitis  superimposed 
on  a neglected  congenital  stenosis.  X-ray  showed 
the  sac  could  be  dilated  with  iodochlorol  injected 
through  the  canaliculus  and  hence  the  condition 
could  be  cured  by  dacryorhinostomy.  This  man 
of  40  (photograph)  had  been  subjected  to  repeated 
barbaric  probings  with  huge  probes  without  last- 
ing resultsi  No  mucocele  was  present  but  lipoidol 
demonstrated  a lacrimal  tube-like  duct  which  could 
be  utilized  for  dacryorhinostomy  and  resulted  in 
complete  cure.  It  is  very  comforting  to  have  had 
such  valuable  aid  so  close  at  hand. 

DR.  SAM  H.  SANDERS:  Drs.  Anthony  and 
Fisher’s  excellent  paper  has  enumerated  many 
conditions  in  which  an  X-ray  can  be  used  to  ad- 


vantage. There  are  many  more  advantages  that 
time  prevents  mentioning.  For  instance,  in  cases 
with  nasal  symptoms  alone  there  are  many  advan- 
tages to  be  gained  in  the  use  of  X-ray.  X-ray  is 
an  aid  in  diagnosis,  prognosis,  and  treatment. 

In  diagnosis,  because  of  the  lack  of  consistency 
of  clinical  symptoms  and  findings  in  sinusitis. 

One  patient  with  an  antral  infection  may  have 
a headache,  another  will  not.  One  may  complain 
of  a frontal  headache,  and  another  of  pain  in  the 
cheek  or  a sensation  of  fullness  in  his  cheek.  An 
X-ray  will  not  only  show  a density  in  the  involved 
sinus,  but  will  often  show  the  type  of  pathology 
present. 

Sinuses  that  are  infected  are  more  dense  than 
sinuses  in  which  the  mucous  membrane  is  changed 
by  an  allergic  reaction.  Most  true  allergic  changes 
are  reversible  and  can  return  to  normal.  The 
mucous  membrane  of  a sinus  that  is  uniformly 
thickened  from  the  bone  to  the  surface  and  does 
not  produce  much  of  a shadow  is  usually  allergy. 
The  acutely  infected  antrum  in  the  early  stage 
may  show  a uniform  thickening  but  it  will  cast 
more  of  a shadow  than  one  due  to  allergy  and  less 
dense  than  one  filled  with  pus.  A sinus  membrane 
that  shows  a marked  density  near  the  bone  and 
gradually  shades  off  usually  is  a chronic  infection 
of  long  standing,  or  past  the  stage  of  repair.  One 
can  predict  that  in  the  majority  of  cases  this  antrum 
is  not  going  to  respond  to  treatment  or  irrigation. 

One  often  sees  a patient  that  gives  a history 
of  having  had  sinus  trouble  all  of  his  life  and  the 
X-ray  does  not  show  any  pathological  density  in 
the  sinuses.  This  makes  me  suspicious  of  an 
allergy  because  if  the  patient  had  had  sinus  trou- 
ble for  years,  thei'e  would  have  been  some  definite 
thickening  of  the  sinus  membranes. 

Sinus  plates  are  often  made  too  dense.  Heavy 
exposure  makes  pretty  pictures  but  the  tissue  de- 
tail is  absent.  The  rhinologist  has  an  advantage 
over  the  radiologist  because  he  can  see  the  pic- 
ture, then  the  pathology  in  the  sinus  and  can  go 
back  to  the  X-ray  after  studying  the  membrane 
and  see  exactly  what  type  of  membrane  produce 
certain  changes.  Much  can  be  learned  if  this  pro- 
cedure is  followed.  The  otolaryngologists  should 
be  capable  of  interpreting  the  X-ray  plates  as  well 
as  the  radiologist. 

I do  not  think  any  one  can  determine  the  type 
of  pathology  present,  treatment  indicated,  or  give 
an  accurate  prognosis  in  sinus  condition  without 
the  aid  of  the  X-ray. 
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The  State  Department  of  Education  of 
Tennessee  completed  a comprehensive  sur- 
very  of  our  public  schools  in  1946.  The 
survey  included  every  phase  of  our  edu- 
cational system  including  instruction,  per- 
sonnel, teacher-training,  school  plants, 
finance,  transportation,  administration  and 
higher  education.  A deliberate  attempt 
was  made  to  determine  the  deficiencies  in 
our  educational  program  and  to  project  a 
long-range  program  of  improvement. 

Of  particular  interest  to  the  medical  pro- 
fession is  the  part  of  the  survey  report 
dealing  with  school  health.  It  was  found 
that  “health  education”  was  the  most  desir- 
able contribution  that  schools  can  make, 
according  to  public  opinion  polls  which  were 
a part  of  the  survey.  “Health”  also  ranked 
first  as  the  most  desirable  objective  which 
the  public  thought  that  schools  should  help 
pupils  achieve. 

Compared  to  other  objectives  of  public 
education,  it  was  found  that  the  schools 
were  doing  a poorer  job  in  health  educa- 
tion than  in  any  other.  Part  of  the  sum- 
mary on  the  subject  of  school  health  is 
quoted  from  the  survey  findings. 

“The  survey,  on  the  whole,  gives  evidence 
of  too  little  understanding  of  the  elements 
of  an  over-all  (school)  health  program.  . . . 
There  are  weaknesses  in  the  total  (school) 
health  program  which  should  consist  of 
physical  education,  health  instruction, 
health  services,  school  lunches  and  nutri- 
tion, and  safety.  Little  or  no  effort  seems 
to  have  been  made  to  weld  these  five  fields 
into  an  over-all  (school)  health  program  with 
the  single  major  objective  of  better  living 
through  health  improvement.  The  entire 
situation  reflects  a tragic  lack  of  a basic 
philosophy  of  health  education  and  a tragic 
lack  of  a dynamic  belief  in  the  importance 
of  health  for  all  the  people.” 

It  is  agreed  that  the  proposed,  enlarged 
school  health  program  for  Tennessee  can’t 
be  fully  realized  without  the  help,  interest 
and  support  of  the  medical  profession.  No 
other  source  exists  for  adequate  health  serv- 


ices and  certain  instructional  materials. 
No  other  source  exists  for  a realistic,  au- 
thoritative appraisal  of  “what  actually 
makes  for  good  health”  and  how  health 
can  best  be  achieved. 

The  medical  profession,  through  the  Ten- 
nessee State  Medical  Association,  had  been 
active  and  diligent  in  the  drafting  of  the 
new  program  of  health  education  for  Ten- 
nessee’s schools,  including  policy-forming, 
objectives  and  procedures.  During  the  past 
twelve  months  the  Association  has  been  rep- 
resented on  a state-wide  Advisory  Commit- 
tee that  has  been  charged  with  the  drafting 
of  the  new  school  health  program. 

The  medical  profession,  at  both  the  state 
and  county  levels,  has  the  rare  and  passing 
opportunity  to  provide  counsel,  guidance 
and  help  to  the  profession  of  education  as 
it  attempts  to  make  the  school  health  pro- 
gram more  effective.  Local  medical  soci- 
eties should  see  to  it  that  the  local  school 
administrator  has  the  advantage  of  their 
assistance  as  he  plans  the  school  health  pro- 
gram in  his  jurisdiction.  A School  Health 
Committee  should  be  active  in  every  local 
society  and  should  be  available  to  the  super- 
intendent on  a consultant  and  advisory 
basis.  The  burden  of  planning  the  local 
program  rests  almost  entirely  on  the  su- 
perintendent’s shoulders. 

Since  there  is  no  other  source  of  the  help 
which  the  medical  profession  can  render  in 
this  undertaking,  the  profession  cannot  es- 
cape its  responsibility.  Educators  have 
asked  for  this  help.  They  need  it.  If  it 
is  not  generously  given,  we  will  have  no 
right  to  quarrel  later  with  the  pattern  that 
will  have  been  cut  for  school  health.  When 
this  pattern  is  finally  cut,  the  new  program 
will  stick  for  many  a day.  Tennessee  has 
a habit  of  wearing  its  policy  garments  for 
a long  time.  It  will  probably  be  at  least 
a decade  before  such  a broad  educational 
policy  will  be  changed  again.  No  policy 
as  broad  as  that  underlying  public  education 
can  or  should  be  changed  overnight.  Let’s 
help. 
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Utopia  in  1948 

The  editors  of  Coronet  “invited  twelve 
outstanding  Americans  to  voice  their  hopes 
and  fears  for  1948.”  Their  views  are  pub- 
lished in  the  January  issue  under  the  title 
“What  I See  for  1948.” 

Under  this  head  Dr.  Thomas  Parran, 
Surgeon  General  of  the  United  States  Pub- 
lic Health  Service,  in  about  300  words 
proves  himself  the  prophet  supreme  of  all 
time.  The  ancient  Hebrews  had  their  major 
prophets  and  their  minor  prophets.  But 
1948  has  its  general  prophet.  As  majors 
are  inferior  in  rank  to  a general,  so  Isaiah 
and  Ezekiel  are  mere  amateurs  when  com- 
pared with  Parran. 

We  would  not  for  a minute  detract  from 
the  high  standards  set  by  the  general.  In 
fact,  what  he  wants  for  1948,  and  “What 
I See  for  1948”  is  more  of  a goal  for  a 
century  than  for  a year.  The  general  cer- 
tainly knows  that  none  of  his  desires  can 
be  attained  in  a year.  As  a program  for 
a century  it  might  be  optimistic,  as  a pro- 
gram for  a year  it  is  so  utterly  impossible 
that  it  is  downright  childish,  to  speak  mild- 
ly, or  did  he  intend  it  as  propaganda  for 
political  medicine? 

But  what  does  the  general  see  for  1948? 

1.  Equal  health  opportunities  for  every- 
one. 

2.  He  would  like  to  see  in  every  city, 
neighborhood,  and  rural  community,  health 


centers  manned  with  doctors,  dentists, 
nurses,  and  sanitary  engineers  and 
equipped  to  prevent  and  cure  illness.  Here 
we  would  vaccinate  the  infants,  X-ray  the 
youth,  detect  cancer  in  the  adult,  and  give 
“many  other  preventive  services  not  ordi- 
narily provided  by  private  practitioners.” 

3.  “Tuberculosis  could  soon  be  stamped 
out  and  long  termed  sicknesses  reduced.” 

4.  The  center  would  be  a maternity  hos- 
pital and  a place  to  treat  minor  illnesses  and 
surgical  cases. 

5.  Then  district  hospitals  and  medical 
centers  would  handle  “difficult  cases.” 

6.  Federal  aid  and  community  funds  in 
a ratio  of  $1  to  $2  will  build  this  network 
of  health  centers,  district  hospitals  and 
medical  centers  under  the  now  existing  hos- 
pital survey  and  construction  act. 

7.  Forty  million  Americans  living  in  one- 
third  of  our  counties  have  no  public  health 
service.  The  general  hopes  that  in  1948 
ways  will  be  found  to  supply  these  millions 
with  the  best  health  service. 

To  fully  appreciate  the  impossibility  of 
attaining  these  objectives,  every  doctor 
should  read  the  article  in  the  January  Coro- 
net. Many  of  the  other  eleven  authors  sup- 
ply real  food  for  thought.  The  medical 
man  has  missed  the  mark  so  far  that  his 
only  solution  w'ill  be  to  create  by  Act  of 
Congress  or  by  an  Edict  of  Stalin  thousands 
of  doctors  (not  general  practitioners)  ca- 
pable of  doing  work  of  a century  within 
the  next  few  months.  Then  we  can  witness 
a combination  of  Utopia  and  the  millienium 
before  December  31,  1948. 


Some  Dangerous  Compromises  With 

THE  SOCIALIZERS 

It  is  a bit  strange  that  some  physicians 
who  so  ardently  oppose  the  principle  of 
compulsory  sickness  insurance  administered 
by  the  Federal  Government  have  agreed 
with  much  of  the  planner’s  pet  prattle.  It 
is  not  uncommon  in  medical  publications 
and  in  statements  of  individual  physicians 
who  are  conversant  with  the  costs  of  med- 
ical care  to  find  the  statement  that  “there 
is  an  economic  barrier  between  the  patient 
and  adequate  medical  care.”  This  state- 
ment, phonograph-like,  is  made  over  and 
over  again  by  the  socializers.  It  has  been 
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the  expression  of  Senators  Wagner,  Mur- 
ray— and  propagandists  Falk,  Davis,  Co- 
hen— all  repeat  it  with  monotonous  regu- 
larity. It  has  been  so  well  worded,  with 
such  insidious  appeal  to  the  unwary  public 
lhat  it  is  now  a common  expression  of  the 
street. 

This  statement  simply  is  not  true.  That 
it  should  be  repeated  by  members  of  the 
medical  profession,  ivho  ought  to  knoiv, 
shows  considerable  gullibility.  First,  the 
statement  is  a generalization.  That  means 
that  it  applies  to  most  persons,  or  at  least 
to  the  average  person.  If  the  statement 
were  qualified  to  the  effect  that  “there  is 
an  economic  barrier  between  some  patients 
and  medical  care,”  it  would  be  true.  This 
qualification  is  often  omitted,  however,  and 
we  repeat,  parrot-like,  the  pet  selling  phrase 
of  the  planner.  Let’s  see  if  there  is  an 
economic  barrier  between  the  average  in- 
dividual and  medical  care. 

In  1945  our  national  personal  income  was 
$149,100,000,000.00,  of  which  we  spent 
$5,000,000,000.00  for  medical  care — phy- 
sicians’ services,  hospitals,  nurses,  drugs, 
appliances,  dentistry — everything  related  to 
medical  care.  This  is  3.3%  of  our  in- 
come. Thus  we  spent  less  for  medical  care 
— all  of  it — than  we  spent  for  booze,  rec- 
reation, and  the  sum  of  our  tobacco,  beauty 
parlor  and  jewelry  bills.  Now  who,  de- 
siring booze,  recreation,  tobacco,  beauty 
treatments  and  fangdangling  ornaments 
' would  admit  that  they  are  expensive?  We 
bought  them,  didn’t  we?  We  paid  for 
them  (usually  cash  on  the  barrelhead), 
didn’t  we?  I hear  no  complaints  about 
their  being  so  terribly  expensive.  In  fact, 
the  average  American  treats  them  all  as 
luxuries  and  purely  incidental  to  the  total 
j cost  of  living.  Why  should  medical  care,  a 
j smaller  item,  and  1 hope  a more  essential 
one,  be  called  so  expensive? 

Then  the  corollary  of  the  same  state- 
ment, “There  is  an  economic  barrier — the 
doctor’s  bills — between  the  patient  and  the 
doctor”  is  still  more  fallacious.  The  doc- 
tor’s bill  is  only  27  per  cent  of  the  total 
cost  of  medical  care.  It  actually  amounts 
- to  nine-tenths  of  one  per  cent  of  our  aver- 
age income.  The  truth  is  that  we  paid,  in 


1945,  as  much  for  jewelry,  more  for  beauty, 
twice  as  much  for  tobacco,  five  times  as 
much  for  recreation,  and  six  times  as  much 
for  booze  as  we  paid  for  doctor’s  bills.  The 
statement  that  there  is  an  economic  barrier 
between  the  patient  and  the  doctor  is  sim- 
ply not  true.  Anyone  that  would  call  .9% 
of  his  income  a barrier  to  anything  he 
wanted,  much  less  needed,  should  go  to  a 
psychiatrist. 

What  is  the  truth  about  the  so-called  eco- 
nomic barrier  between  the  patient  and 
medical  care,  including  physician’s  serv- 
ices? The  simple  fact  is  that  the  average 
American — and  we  must  stay  with  the 
average  since  that  is  what  the  socialize!- 
does — has  built  an  economic  barrier  around 
himself  which  makes  it  difficult  for  the 
physician  to  get  through  the  fence.  Fig- 
uratively speaking,  the  patient  on  his  sick 
bed  has  previously  driven  down  many  posts, 
some  of  them  pretty  substantial  and  pretty 
deep,  which  represent  obligations  of  his  in- 
come— often  more  than  his  income.  These 
economic  posts  are  food,  shelter,  clothing, 
education,  insurance  premiums,  and  the 
other  266  classes  of  items  which  the  aver- 
age person  feels  compelled  to  provide  for 
himself  and  his  family.  He  is,  therefore, 
well  “fenced  in”  by  these  prior  obligations, 
and  he  strings  the  wire  of  his  personal  in- 
come around  on  these  posts.  Sadly  enough, 
he  has  not  driven  down  a post  for  medical 
care  to  which  to  tie  part  (3.3%)  of  his 
income.  So  where  is  the  barrier?  It  is 
the  fence  which  the  patient  has  built  around 
himself  and  the  doctor  and  other  medical 
care  services  are  on  the  outside.  I think 
it  is  important  to  realize  that  the  patient 
did  the  fence-building,  not  the  doctor. 

I think  the  above  facts  also  deny  the 
common  expression  of  the  socializers  and 
some  medical  men  alike,  that  medical  care 
is  expensive — the  fact  is,  medical  care  is 
not  expensive.  Of  course  we  must  define 
the  term  “expensive.”  These  days  every- 
thing is  expensive,  so  I think  we  should 
drop  the  word  out  of  the  dictionary  until 
at  least  one  item  can  be  found  that  is  inex- 
pensive. I think  the  only  reasonable  defi- 
nition of  the  word  expensive  must  include 
a comparative  relationship  to  other  costs. 
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Any  child  will  admit  that  anything  that 
takes  50%  of  his  allowance  is  expensive, 
but  what’s  a penny  out  of  a dollar?  He 
certainly  doesn’t  regard  a lollypop  that 
costs  a penny  as  being  expensive.  If  he 
gets  as  little  as  $1.00  per  week  allowance, 
and  his  lollypop  costs  but  one  penny,  you 
have  a striking  parallel  to  the  average  citi- 
zen’s doctor  bill  as  related  to  his  personal 
income.  In  fact,  the  cost  of  physician’s 
services,  comparatively  speaking,  is  slight- 
ly less  than  the  lollypop  of  the  average 
school  boy.  Isn’t  that  enough?  Who  said 
medical  care  is  expensive?  Or  that  there 
is  an  economic  barrier  between  the  patient 
and  his  physician?  It  exists  only  in  the 
carefully  phrased  language  of  the  socializer 
— and  sadly  enough,  it  is  being  innocently 
repeated — by  whom?  The  planner,  the  do- 
gooder,  the  drum-thumper — and  of  all 
things,  many  members  of  the  medical  pro- 
fession who  should  “speak  with  authority” 
and  not  as  the  propagandists  and  social- 
izes.— V.  0.  F. 


International  Surgical  Assembly 
The  Sixth  International  Assembly  of  the 
International  College  of  Surgeons  will  be 
held  in  Rome,  Italy,  at  the  invitation  of 
the  Italian  Government,  during  the  week 
of  May  16-23,  1948,  under  the  presidency 
of  Professors  Raffaele  Bastianelli  and  Raf- 
faele  Paolucci  of  Rome  and  Mario  Dogliotti 
of  Turin.  The  Secretary  of  the  Assembly 
is  Professor  Giuseppe  Bendandi  of  Rome. 
Attendance  is  not  limited  to  the  member- 
ship of  the  College:  all  surgeons  in  good 
standing  in  their  medical  organizations  are 
invited.  Scientific  meetings,  scientific  and 
commercial  exhibits,  visits  to  the  Univer- 
sities of  Turin  and  Milan  have  been  ar- 
ranged, together  with  tours  to  other  med- 
ical centers  in  Europe.  A special  exhibit 
of  ancient  texts  on  surgery  is  being  ar- 
ranged by  Professor  Davide  Giodano  of 
Venice,  Honorary  President,  under  the  ac- 
tive presidency  of  Professor  Adalberto  Paz- 
zini,  Professor  of  History  at  the  Univer- 
sity of  Rome.  This  extraordinary  exhibit 
dealing  with  ancient  surgery  will  be  on 
display  in  the  Vallicelliana  Library  in  one 
of  the  historical  buildings  of  the  Vatican. 


Detailed  information  may  be  obtained  from 
Dr.  Max  Thorek,  General  Secretary,  850 
Irving  Park  Road,  Chicago  13.  Those  de- 
siring to  present  scientific  papers,  address 
Dr.  Karl  A.  Meyer,  Cook  County  Hospital, 
Chicago;  Dr.  Herbert  Acuff,  Acuff  Clinic, 
514  Church  Street,  Knoxville,  Tennessee. 


A.M.A.  Demands  Housecleaning  of 
Doctors  Who  Accept  Kickbacks 


Says  “ Marketing  of  Medical  Care ” Must 
End;  Local  Societies  Ask  to  Take  Ac- 
tion Against  Medical  Parasites. 


In  an  editorial  appearing  in  the  January 
17  issue  of  The  Journal  of  the  American 
Medical  Association,  the  board  of  trustees 
of  the  A.M.A.  calls  upon  leaders  of  the  med- 
ical profession  to  act  promptly  in  ridding 
the  medical  profession  of  physicians  who 
accept  rebates,  kickbacks  and  commissions. 

The  editorial  follows : 

The  pride  of  medicine  as  a profession  has 
always  been  its  freedom  from  the  taint  of 
barter  and  trade  in  the  sick  patient.  Phy- 
sicians must  give  their  whole-hearted  de- 
votion to  the  care  of  the  patient;  no  other 
objective  must  be  given  precedence  over 
considerations  of  the  patient’s  need.  Nev- 
ertheless, the  charge  is  made  that  some 
physicians  have  forgotten  the  ethical  prin- 
ciples that  prevail  in  the  relationship  be- 
tween doctor  and  patient  and  have  selected 
the  surgeon  willing  to  make  the  greatest 
division  of  fees  rather  than  the  one  best 
suited  to  perform  the  operation.  Ophthal- 
mologists have  sent  the  patient  for  lenses 
to  the  optician  who  returned  a proportion 
of  the  fee  rather  than  to  the  optician  who 
rendered  the  highest  quality  of  optical  serv- 
ice. Occasionally  orthopedic  surgeons  and 
others  who  utilize  the  work  of  the  maker 
of  braces,  splints  and  elastic  bandages  have 
been  willing  to  accept  commissions  from 
such  manufacturers  and  have  delegated  the 
procurement  of  these  accessories  to  the 
agency  offering  the  largest  commission 
rather  than  to  the  one  most  painstaking 
in  production  and  most  reasonable  in  price. 
From  time  to  time  criticism  has  been  lev- 
eled against  pharmacists  who  have  offered 
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commissions  to  physicians  on  the  prescrip- 
tions sent  to  them  and  to  the  physicians 
who  have  accepted  such  commissions. 
Wherever  barter  and  trade  have  insinuated 
their  insidious  and  evil  aspects  into  the 
practice  of  medicine,  the  quality  of  the 
service  has  depreciated.  The  morals  of  the 
physicians  and  the  commercial  agencies 
that  deal  in  these  unwholesome  profits  in 
this  marketing  of  medical  care  have  al- 
ready deteriorated. 

From  the  beginning  of  its  entrance  on 
the  medical  scene,  the  American  Medical 
Association  has  fought  this  menace  to  the 
quality  of  medical  service  and  to  the  good 
repute  of  medical  practice.  Resolutions 
have  been  passed  by  the  official  bodies  of 
the  association  unequivocally  condemning 
such  practices.  The  Judicial  Council  has 
repeatedly  urged  the  expulsion  or  other  ac- 
tion against  physicians  proved  to  have  par- 
ticipated in  such  procedures.  The  leaders 
of  surgery,  opththalmology,  orthopedic  sur- 
gery and  pharmacy  have  been  unanimous 
in  pointing  out  the  extent  to  which  such 
commercial  considerations  may  break  down 
the  good  repute  of  the  specialists  concerned. 
The  American  College  of  Surgeons  adopted 
an  oath  to  be  taken  by  its  fellows  to  the 
effect  that  they  would  not  participate  in 
the  secret  division  of  fees.  The  Principles 
of  Ethics  of  the  American  Medical  Asso- 
ciation have  declared  the  unethical  char- 
acter of  such  divisions — direct  or  indirect. 

Now  the  development  of  greater  com- 
plexity in  medical  practice  and  in  medical 
relationships  has  introduced  new  factors 
into  this  problem  of  barter  and  trade.  The 
development  of  roentgenology  [X-ray  ex- 
amination and  treatment]  as  an  important 
medical  specialty  and  the  establishment  of 
clinical  pathologic  laboratories  to  which 
physicians  send  patients  for  the  making  of 
highly  technical  and  often  costly  tests  have 
introduced  new  sources  of  rebates,  kick- 
backs  and  commissions.  In  some  commu- 
nities means  have  been  proposed  for  evading 
the  condemnation  of  medical  organizations 
and  societies  through  the  establishment  of 
corporations,  cooperative  laboratories  and 
roentgenologic  offices  of  multiple  ownership. 

As  might  have  been  anticipated,  the  ulti- 


mate development  was  recognition  by  gov- 
ernmental agencies  of  the  fact  that  the  un- 
protected public  was  being  exploited  by 
such  methods.  The  first  warning  and  one 
of  tremendous  significance  was  the  indict- 
ment by  the  Department  of  Justice  of  two 
manufacturing  optical  agencies  and  of  a 
considerable  number  of  opththalmologists 
who  participated  in  a plan  which  took  hun- 
dreds of  thousands  of  dollars  from  un- 
knowing patients.  A full  report  appeared 
in  The  Journal  of  the  American  Medical 
Association  when  the  Department  of  Jus- 
tice took  this  action  during  1946.  A pop- 
ular periodical  with  millions  of  circulation 
has  called  on  the  medical  profession  to 
cleanse  itself  as  it  has  repeatedly  cleaned 
its  own  house  in  the  past.  The  house  of 
delegates  asked  the  secretary  of  the  Amer- 
ican Medical  Association  to  call  the  situa- 
tion to  the  attention  of  every  state  and 
county  medical  society  in  the  nation  and 
to  urge  on  these  societies  the  initiation  of 
the  necessary  steps  toward  ridding  medical 
practice  of  these  parasites.  The  Better 
Business  Bureau  in  several  large  commu- 
nities, notably  Los  Angeles,  have  begun  a 
campaign  of  enlightenment  of  the  public 
regarding  the  extent  to  which  these  abuses 
prevail  in  their  communities ; they  too  have 
called  on  the  medical  profession  to  take 
the  necessary  steps  to  stop  this  pernicious 
practice. 

The  housecleaning  has  been  too  long  de- 
layed. Biology  has  proved  that  any  living 
organism  that  tries  to  maintain  itself  in 
the  presence  of  filth  invariably  dies.  The 
board  of  trustees  of  the  American  Medical 
Association  therefore  calls  on  leaders  of  the 
medical  profession  in  every  community  in 
which  the  association  is  represented  to  act 
promptly,  remembering,  however,  the  ne- 
cessity for  protecting  in  due  form  by  the 
filing  of  formal  charges  against  physicians 
known  to  be  participating  in  such  meth- 
ods, thus  offering  an  opportunity  for  the 
presentation  of  evidence  and  a suitable 
hearing  so  that  the  innocent  may  not  be 
harmed  but  the  guilty  may  be  properly  ex- 
posed and  punished. 

The  editorial  is  signed  by  the  complete 
board  of  trustees,  including  Drs.  E.  L.  Hen- 
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derson,  Louisville,  Ky.,  chairman;  William 
F.  Braasch,  Rochester,  Minn. ; Ernest  E. 
Irons,  Chicago;  W.  M.  Johnson,  Winston- 
Salem,  N.  C. ; Louis  H.  Bauer,  Hempstead, 
N.  Y. ; John  H.  Fitzgibbon,  Portland,  Ore.; 
James  R.  Miller,  Hartford,  Conn.;  Dwight 
H.  Murray,  Napa,  Calif.,  and  E.  J.  Mc- 
Cormick, Toledo,  Ohio.  It  is  also  signed 
by  the  officers  of  the  American  Medical 
Association:  Drs.  Edward  L.  Bortz,  Phila- 
delphia, president;  R.  L.  Sensenich,  South 
Bend,  Ind.,  president-elect;  Thomas  A.  Mc- 
Goldrick,  Brooklyn,  N.  Y.,  vice-president; 
George  F.  Lull,  Chicago,  secretary;  Morris 
Fishbein,  Chicago,  editor;  J.  J.  Moore,  Chi- 
cago, treasurer;  R.  W.  Fouts,  Omaha,  Neb., 
speaker,  and  F.  F.  Borzell,  Philadelphia, 
vice  speaker. 


Cancer  Study  for  Dentists 

Those  people  best  qualified  to  know  by 
study  and  experience  feel  that  an  inten- 
sified and  uninterrupted  educational  cam- 
paign for  dentists,  physicians,  and  the  laity 
is  the  most  efficient  weapon  to  combat  ma- 
lignancy. The  dentists  before  graduation, 
in  most  instances,  have  had  only  elementary 
training  in  cancer  cases  occurring  on  that 
part  of  the  anatomy  for  which  he  is  re- 
sponsible and  with  which  he  is  most  fa- 
miliar. The  fairly  well  established  custom 
of  many  dental  patients  of  the  present  in 
making  iieriodical  visits  to  dentists  to  have 
their  teeth  examined  places  the  dentists  in 
a position  of  unique  advantage  in  regard 
to  the  early  diagnosis  of  cancer  of  the  oral 
cavity  and  adjacent  tissues  and  in  prophy- 
laxis against  this  disease. 

Stimulated  by  the  above  facts  and  desir- 
ing to  always  be  prepared  to  render  a better 
health  service,  the  Ninth  District  Dental 
Society  of  Tennessee,  after  careful  consid- 
eration, voted  at  the  monthly  meeting  in 
May,  1947,  unanimously  to  sponsor  short 
and  periodic  study  courses  on  cancer.  The 
Society  Officers  were  instructed  to  appoint 
a committee  to  make  the  necessary  arrange- 
ments. The  committee  listed  at  the  end  of 
this  article  was  appointed  and  by  reappoint- 
ment is  still  serving. 

We  contacted  the  proper  representatives 
of  the  University  of  Tennessee  College  of 


Dentistry  in  Memphis  and  found  them  in- 
terested in  the  project  and  most  cooper- 
ative. They  immediately  agreed  to  furnish 
the  facilities,  such  as  lecture  rooms,  micro- 
scopes, projectors,  clinical  material,  etc., 
and  the  teaching  staff.  They  have  secured 
the  services  of  Doctor  Hays  Martin  of 
Memorial  Hospital,  New  York,  to  be  the 
number  one  man  for  the  initial  course  which 
will  be  put  on  April  22,  1948.  Doctor  Mar- 
tin will  be  assisted  by  members  of  the  teach- 
ing staff  of  the  pathology  department  of 
the  University  of  Tennessee. 

Tentative  plans  for  this  one-day  course 
are  as  follows:  lecture  from  9 a.m.  to  11 :30 
a.m.  at  University  Center,  Dunlap  and  Mad- 
ison ; lunch  with  a question  and  answer  pe- 
riod from  12  to  1 :30  p.m. ; patient  examina- 
tion in  groups  from  2:00  p.m.  to  5:00  p.m. 

Any  member  of  the  American  Dental 
Association  will  be  an  acceptable  applicant 
for  this  course.  As  many  as  one  hundred 
can  be  handled  to  advantage.  If  a great 
many  more  than  that  number  apply,  we 
can  arrange  to  repeat  at  an  early  date. 
The  registration  fee  is  $5.00  and  includes 
the  lunch  ticket.  Mail  checks  to  Ninth  Dis- 
trict Dental  Society,  Doctor  R.  J.  Reynolds, 
Sec.-Treas.,  Exchange  Building,  Memphis, 
Tenn. 

Dr.  J.  F.  Bigger,  Chairman, 

Dr.  C.  N.  Williams, 

Dr.  E.  J.  Justis. 


SECRETARY'S  LETTER 

American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 
George  F.  Lull,  M.D.,  Secretary  and  General  Manager 


Dear  Doctor: 

Registrations  at  the  Interim  Session  of 
the  A.  M.  A.  in  Cleveland  recently  totaled 
4,230.  This  figure  included  1,896  fellows 
and  2,234  interns,  medical  students,  resi- 
dents, industrial  health  physicians,  and 
nurses. 

Many  important  problems  were  consid- 
ered by  the  House  of  Delegates,  and  the 
exhibits  at  the  Cleveland  session  were  well 
up  to  the  standard  of  those  of  the  annual 
session,  but  the  physician  who  “stole  the 
show”  was  Dr.  Archer  C.  Sudan  of  Kremm- 
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ling,  Colo.,  who  received  the  A.  M.  A.  gold 
medal  as  the  No.  1 general  practitioner  of 
the  nation  in  1947.  It  marked  the  first 
time  that  the  award  has  been  given. 

Dr.  Sudan  was  not  present  when  the 
House  of  Delegates  selected  him  by  ballot. 
Harvey  Sethman,  executive  secretary  of  the 
Colorado  State  Medical  Society,  notified  him 
by  phone  and  ten  hours  later  Dr.  Sudan 
boarded  a Denver  plane  which  brought  him 
to  Cleveland  at  9 o’clock  the  next  morning 
— the  second  day  of  the  meeting. 

One  of  his  first  jobs  upon  arrival  was  to 
be  interviewed  by  the  press.  He  sat  in  the 
center  of  the  large  press  room  at  the  Statler 
Hotel  while  reporters  fired  scores  of  ques- 
tions at  him  for  nearly  an  hour,  and  pho- 
tographers flashed  bulb  after  bulb. 

Modestly  Dr.  Sudan  told  them  how  he 
had  practiced  medicine  in  the  mountain  vil- 
lage of  Kremmling,  with  a population  of 
567,  for  21  years.  The  little  town  is  sit- 
uated in  an  area  where  the  winters  are 
severe  with  heavy  snowfall,  low  tempera- 
tures and  hazardous  roads  over  mountain 
passes.  When  Dr.  Sudan  told  how  he  made 
calls  in  a bobsled  in  40-50  below  zero  tem- 
peratures, the  newspapermen  took  him  to 
their  hearts  with  the  result  that  his  story 
was  published  in  practically  every  news- 
paper in  the  United  States.  Press  associa- 
tions carried  lengthy  stories  about  Dr. 
Sudan  and  picture  syndicates  serviced  his 
picture  in  nearly  every  conceivable  pose. 
From  the  standpoint  of  volume,  it  was  the 
No.  1 medical  story  of  the  year,  providing 
a fine  recognition  of  the  services  rendered 
by  general  practitioners  throughout  the 
country  every  day  of  the  year. 

One  of  the  most  amusing  incidents  of 
the  award  ceremony  occurred  when  the  12- 
year-old  son  of  a rural  physician,  who  also 
was  nominated  by  his  state  society  for  the 
award,  met  Dr.  Sudan.  As  the  boy  and  his 
physician-father  walked  away,  the  lad  was 
heard  to  exclaim,  “Daddy,  I don’t  see  what 
Dr.  Sudan  has  that  you  haven’t  got.” 

Takes  Over  Bureau  of  Investigation  Post. 
Oliver  F.  Field  of  Denver,  who  served  with 
the  Federal  Food  and  Drug  Administration, 
has  taken  over  the  work  connected  with 
the  A.  M.  A.  Bureau  of  Investigation.  He 


carries  the  title  of  Administrative  Assistant 
in  the  Division  of  Therapy  and  Research. 

In  that  capacity,  Mr.  Field  will  direct 
primarily  the  affairs  of  the  Bureau  of  In- 
vestigation and  he  is  assigned  to  give  as- 
sistance to  the  Councils  on  Pharmacy  and 
Chemistry,  Foods  and  Nutrition,  and  Phys- 
ical Medicine. 

For  the  past  two  years,  Mr.  Field  was 
assistant  to  the  chief  of  the  Denver  station 
of  the  Federal  Food  and  Drug  Administra- 
tion. He  has  had  earlier  experience  in 
other  investigational  and  administrative 
work.  He  was  graduated  from  the  Law 
School  of  the  University  of  Notre  Dame  in 
1931  and  is  a member  of  the  Illinois  Bar. 

Talks  About  the  Physician  and  Physical 
Education.  Fred  V.  Hein,  Ph.D.,  of  the 
A.  M.  A.  Bureau  of  Health  Education,  was 
one  of  the  principal  speakers  recently  at 
the  annual  meeting  of  the  American  Col- 
lege Physical  Education  Association  held 
in  New  York.  His  subject  was:  “The  Phy- 
sician and  Physical  Education.”  He 
stressed  the  role  of  the  physician  in  classi- 
fication of  pupils  for  physical  education,  in 
advising  teachers  about  the  individual  and 
adopted  program,  and  in  providing  medical 
guidance  in  athletics.  The  meeting  was 
attended  by  professors  and  instructors  from 
many  of  the  country’s  leading  colleges  and 
universities. 

Two  A.  M.  A.  People  Aid  Polio  Exhibit. 
Dr.  Morris  Fishbein  and  Dr.  Thomas  G. 
Hull  of  the  A.  M.  A.  were  recently  ap- 
pointed members  of  the  Committee  on  Ex- 
hibits for  the  First  International  Poliomye- 
litis Conference  to  be  held  at  the  Waldorf- 
Astoria  in  New  York,  July  12-17,  under 
the  auspices  of  the  National  Foundation  for 
Infantile  Paralysis. 

Other  members  of  the  committee  are 
Stanley  E.  Hen  wood  and  Roland  Berg  of 
the  National  Foundation,  New  York,  and 
Dr.  Charles  Branch,  Chicago,  of  the  Amer- 
ican College  of  Surgeons. 

The  committee  held  its  first  meeting  late 
in  December  and  outlined  procedures  to  be 
followed  and  recommendations  to  be  made 
regarding  the  acceptance  of  the  proposed 
exhibit  material  by  the  grantees  of  the 
National  Foundation.  This  committee  is 
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responsible  for  every  type  of  clinical  dem- 
onstration, scientific  exhibit,  motion  pic- 
tures and  all  commercial  exhibits.  The 
committee  will  meet  again  in  February. 

Dr.  Bortz  Speaks  at  Hawley  Dinner. 
President  Edward  L.  Bortz,  Philadelphia, 
Thomas  A.  Hendricks,  Chicago,  and  Dr.  Jo- 
seph Lawrence  of  Washington  represented 
the  American  Medical  Association  at  the 
Washington  dinner  sponsored  by  the  Blue 
Cross  Commission  and  the  Blue  Shield  Com- 
mission on  January  10.  It  was  at  this 
dinner  that  the  formal  announcement  was 
made  that  Dr.  Paul  R.  Hawley,  who  reor- 
ganized and  developed  the  medical-hospital 
program  of  the  Veterans  Administration, 
and  as  major  general  headed  the  medical 
machine  in  the  European  theater  of  opera- 
tions during  World  War  II,  had  been  named 
chief  executive  officer  of  the  national  or- 
ganization of  non-profit  Blue  Cross  hospital 
service  plans  and  Blue  Shield  medical-sur- 
gical service  plans. 

Dr.  Hawley,  who  resigned  as  chief  med- 
ical director  of  the  VA  on  December  31, 
will  assume  his  Blue  Cross-Blue  Shield  du- 
ties on  April  1,  with  headquarters  in  Chi- 
cago. Dr.  Hawley  will  assume  executive 
responsibility  for  the  nation’s  voluntary 
prepayment  health  care  movement.  Esti- 
mated enrollment  of  the  two  movements  on 
January  1 was  29,250,000  in  Blue  Cross  and 
7,250,000  in  Blue  Shield. 

In  his  address,  Dr.  Bortz  said:  “Volun- 
tary prepayment  plans  for  hospital  and 
medical  care  within  the  American  system 
of  individual  initiative  and  freedom  of  en- 
terprise include  the  creation  of  voluntary, 
non-profit  prepayment  plans  for  the  costs 
of  hospitalization,  such  as  Blue  Cross  plans, 
and  voluntary  non-profit  prepayment  plans 
for  medical  care  such  as  those  developed 
by  many  state  and  county  medical  societies. 
The  utilization  of  private  sickness  insur- 
ance plans  which  comply  with  the  state 
regulatory  statutes  and  the  standards  of 
the  Council  on  Medical  Service  of  the  A. 
M.  A.  is  to  be  encouraged.  It  is  important 
to  keep  in  mind  that  we  are  blazing  new 
trails  in  the  field  of  medical  service,  and 
likewise,  in  the  insurance  field.  Certainly 
many  visionary  suggestions,  impractical  of 


application,  need  to  be  critically  surveyed 
before  they  are  approved. 

Sincerely  yours, 

George  F.  Lull,  M.D., 
Secretary  and  General  Manager. 
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Joseph  S.  Lawrence,  M.D., 

Director  Council  on  Medical  Service, 
Washington  Office,  A.  M.  A. 


January  30,  1948. 

The  Senate  Committee  on  Labor  and  Pub- 
lic Welfare  resumed  hearings  on  S.545  and 
S.1320  on  Tuesday,  January  27,  when  Mr. 
Falk  concluded  his  testimony.  Under  cross- 
examination  by  Senator  Donnell,  he  stated 
that  he  had  been  interested  in  compulsory 
health  insurance  for  many  years,  and  he 
had  delivered  addresses  and  written  articles 
in  books  on  the  subject  long  before  he  took 
a position  with  the  Federal  Social  Security 
Administration.  He  stated  that  he  had  as- 
sisted Senators  Wagner  and  Murray  in  the 
preparation  of  their  several  bills,  supplying 
them  with  data  and  also  aiding  in  drafting. 

No  special  point  was  made  aside  from 
Senator  Donnell’s  establishing  the  fact  that 
Mr.  Falk’s  main  interest  in  all  of  the  posi- 
tions he  has  occupied  has  been  to  advance 
compulsory  health  insurance.  He  was  fol- 
lowed by  his  assistant,  Wilbur  Cohen,  who 
gave  a complete  statement  of  the  Mission 
to  Japan.  (Senator  Murray,  in  cross-ex- 
amining Mr.  Cohen,  called  it  the  “Mission 
to  Moscow.”) 

He  brought  with  him  photostatic  copies 
of  all  correspondence  and  tried  to  show 
that  the  idea  of  the  mission  originated  with 
the  Japanese  in  their  effort  to  restore  their 
social  security  program,  which  was  estab- 
lished originally  in  the  1920’s.  In  cross- 
examination,  Senator  Donnell  established 
the  fact  that  Mr.  Cohen,  in  selecting  the 
personnel  of  the  commission,  did  not  over- 
look the  fact  that  those  who  went  should 
.be  well  informed  with  Mr.  Falk’s  ideas  on 
welfare  and  health  insurance. 

Mr.  Cohen,  in  response  to  inquiry  as  to 
the  manner  in  which  the  President  secured 
his  information  for  his  initial  message  to 
the  Congress  urging  health  insurance,  ad- 
mitted that  he  and  Mr.  Falk  had  supplied 
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much  of  that  information — both  Through 
communications  and  through  visits  to  the 
personnel  in  the  White  House  who  drafted 
the  message.  On  specific  questioning,  he 
stated  that  the  message  was  drafted  by 
Judge  Samuel  Rosenman. 

There  was  no  hearing  on  Wednesday. 
Thursday  morning  Mr.  Cohen  concluded  his 
testimony ; and  in  the  afternoon  from  two 
to  five  Dr.  Friedman,  by  personal  request, 
was  given  an  opportunity  to  refute  the 
charges  made  by  the  Federal  Security  Ad- 
ministrator, that  the  testimony  he  sub- 
mitted in  the  spring  was  factually  incor- 
rect. Dr.  Friedman  successfully  refuted 
each  individual  challenge  the  Federal  Se- 
curity had  made.  The  hearings  were  inter- 
rupted at  Friday  noon  with  Dr.  Shearon  on 
the  stand,  and  will  be  resumed  Wednesday, 
February  4. 

Attached  is  a reproduction  of  Senator 
Smith’s  letter  to  the  governors  of  the  States 
and  an  analysis  of  the  replies  received.  The 
Senator  read  this  into  the  record  and  was 
challenged  by  Senator  Murray,  “By  writ- 
ing to  the  governors  you  by-pass  the  people. 
Why  didn’t  you  ask  them?”  Senator  Smith 
replied,  “The  people  elect  the  governors.” 

Council  on  Medical  Service. 

Washington  Office 

“UNITED  STATES  SENATE 
Committee  on 
Labor  and  Public  Welfare 

Princeton,  N.  J.,  August  7,  1947. 
My  Dear  Governor  : 

One  of  the  most  important  matters  before  the 
present  Congress  has  been  the  consideration  of  a 
national  health  policy  which  will  bring  about  a 
wider  medical  service  to  meet  the  health  needs  of 
our  people. 

To  the  end  that  this  subject  must  be  fully  in- 
vestigated, a subcommittee  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  has  been 
studying  the  subject  for  some  months.  This  sub- 
committee is  composed  of  the  following  Senators : 
Senator  Ball,  Donnell,  Pepper,  Murray  and  my- 
self as  Chairman. 

In  the  course  of  our  investigation  and  hearings, 
two  fundamentally  different  approaches  to  the 
matter  have  been  presented  and  considered.  These 
respective  approaches  are  covered  by  bills  that 
were  introduced  in  the  79th  Congress  and  by  bills 
introduced  in  the  80th  Congress.  Extensive  hear- 
ings were  held  last  year  on  the  Wagner-Murray- 
Dingell  bill  which  was  one  of  the  measures  intro- 


duced in  the  79th  Congress.  Extensive  hearings 
have  been  held  this  year  on  S.1320  introduced  in 
the  80th  Congress  by  Senator  Murray  and  others, 
which  bill  is  the  successor  of  the  so-called  Wagner- 
Murray-Dingell  compulsory  health  insurance  bill, 
and  of  the  S.545  introduced  by  Senator  Taft,  Ball, 
Smith  and  Donnell. 

Supporters  of  S.1320  contemplate  a nation-wide 
tax  collected  by  payroll  deductions  of  workers  in 
industry  and  other  taxes  on  non-payroll  citizens, 
in  return  for  which  the  Federal  Government  as- 
sumes responsibility  for  the  over-all  medical  care 
of  all  the  people.  Provision  for  certain  decentral- 
ization of  administration  is  made  in  the  bill. 

S.545,  on  the  other  hand,  contemplates  Federal 
grants  to  the  several  states  and  challenges  the 
states  to  develop  their  own  programs  for  taking 
care  of  the  health  needs  of  the  people  within  their 
respective  jurisdictions.  No  special  earmarked  tax 
is  proposed  under  the  plan. 

Among  the  important  questions  which  enter  into 
the  consideration  of  the  bills  are: 

(1)  What  percentage  of  the  population  in  the 
various  states  is  not  getting  adequate  med- 
ical care  today;  and  what  classes — that  is, 
the  very  poor,  the  white  collar  class,  etc.? 

(2)  What  states  would  approve  a compulsory 
tax  plan  such  as  S.1320  calls  for,  with  a 
Government  supervised  medical  service,  or 

(3)  What  states  would  prefer  the  S.545  plan, 
leaving  to  the  states  the  determination  of 
policy — that  is,  compulsory  or  voluntary 
group  health  plans,  etc.  ? 

Our  subcommittee  would  be  very  much  aided  if 
we  could  have  a statement  covering  the  situation 
in  your  state  on  these  matters,  which  I assume 
could  be  prepared  by  the  health  authorities.  I 
should  add  that  under  either  plan  Federal  grants- 
in-aid  are  contemplated.  Under  S.1320  the  Fed- 
eral tax  would  cover  the  entire  cost,  whereas  under 
S.545  a matching  program  is  contemplated.  Copies 
of  S.545  and  S.1320  are  enclosed. 

Also  as  related  to  the  problems,  I would  appre- 
ciate information  as  to  the  situation  in  your  state 
with  regard  to  the  following  matters: 

(1)  How  you  handle  the  health  problem  in  your 
widely  scattered  rural  areas; 

(2)  How  the  new  Federal  aid-to-hospitals  pro- 
gram is  working. 

The  assistance  of  our  forty-eight  states  with 
respect  to  this  important  matter  will  be  greatly 
appreciated,  and  I hope  you  can  give  us  an  outline 
of  the  situation  in  your  state.  In  making  this 
request  I am  acting  in  the  spirit  of  which  I un- 
derstand is  the  position  of  the  Governor’s  Con- 
ference— a larger  participation  by  the  states  in  the 
formulation  of  important  national  policies. 
Always  cordially  yours, 

H.  Alexander  Smith, 

Chmn.,  Subcommittee  on  Health. 
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Analysis  of  Replies 

Classification  No.  G’v’nrs. 

Favors  S.545  (with  or  without 

qualifications)  25 

Favors  S.1320  1 

No  preference  indicated  8 

Not  in  favor  of  either  S.545  or  S.1320  5 

Report  not  yet  submitted  9 

Total  48 

Identity  of  the  states  in  the  respective  classi- 
fications is  as  follows: 

Favors  S.545 
Kentucky 
Maine 

Massachusetts 
Michigan 
Mississippi 
Missouri 
Montana 
Nebraska 
New  Hampshire 
Favors  S.1320 
Utah 

No  Preference  Indicated 
Arizona  New  York 

Florida  Rhode  Island 

Louisiana  South  Carolina 

New  Mexico  Washington 

Not  in  Favor  of  Either  Bill 
New  Jersey  South  Dakota 

Oklahoma  Tennessee 

Virginia 

Report  Not  Submitted 
Arkansas  Maryland 

California  Minnesota 

Colorado  Nevada 

Kansas  North  Carolina 

Texas 


DEATHS 


Burton  L.  Jacobs,  M.D. 

Burton  L.  Jacobs,  M.D.,  Chattanooga; 
George  Washington  University  School  of 
Medicine,  Washington,  D.  C.,  1916;  aged 
64;  died  suddenly  January  14,  1948. 


Hal  T.  Pitts,  M.D. 

Hal  T.  Pitts,  M.I).,  Henderson;  Univer- 
sity of  Tennessee  School  of  Medicine;  1882, 
aged  65;  died  December  23,  1947. 


NEWS  NOTES  AND  COMMENTS 


American  Academy  of  Pediatrics 

The  Areal  Meeting  of  the  American 


Academy  of  Pediatrics  will  be  held  at  the 
Olympic  Hotel,  Seattle,  Washington,  Sep- 
tember 13-15,  1948. 

Members  of  State  Medical  Societies  are 
welcome  to  attend.  The  registration  fee 
will  be  $5.00  for  such  non-members  to- 
gether with  a $5.00  registration  for  which 
each  registrant  receives  a ticket  to  the 
banquet,  making  a total  registration  fee 
of  $10.00. 

Registration  may  be  made  ahead  of  time 
by  writing  to  Dr.  C.  G.  Grulee,  Sec.-Treas., 
American  Academy  of  Pediatrics,  636 
Church  Street,  Evanston,  Illinois,  enclosing 
a check  for  $10.00  or  registration  may  be 
at  the  time  of  the  meeting. 


The  Areal  Meeting  of  the  American 
Academy  of  Pediatrics  will  be  held  at  the 
Hotel  Schroeder,  Milwaukee,  Wisconsin, 
June  28-30,  1948. 

Members  of  State  Medical  Societies  are 
welcome  to  attend.  The  registration  fee 
will  be  $5.00  for  such  non-members  to- 
gether with  a $5.00  registration  for  which 
each  registrant  receives  a ticket  to  the  ban- 
quet, making  a total  registration  fee  of 
$10.00. 

Registration  may  be  made  ahead  of  time 
by  writing  to  Dr.  C.  G.  Grulee,  Sec.-Treas., 
American  Academy  of  Pediatrics,  636 
Church  Street,  Evanston,  Illinois,  enclos- 
ing a check  for  $10.00  or  registration  may 
be  at  the  time  of  the  meeting. 


The  American  Board  of  Ophthalmology 

Practical  Examinations  — 1948.  Balti- 
more, May  20-25,  1948.  Chicago,  October 
6-9,  1948.  Written  Qualifying  Tests  will 
be  held  annually,  probably  in  January  of 
each  year.  Applicants  for  the  January, 
1949,  Written  Qualifying  Tests  must  be 
filed  with  the  Secretary  before  July  1,  1948. 
For  further  information,  write  Dr.  S.  Judd 
Beach,  Secretary  - Treasurer,  Portland, 
Maine. 


The  Fourth  American  Congress  on  Ob- 
stetrics and  Gynecology  will  be  held  May 
14-19,  1948,  at  the  Hotel  Pennsylvania  in 
New  York  City. 


Alabama 

Connecticut 

Delaware 

Georgia 

Idaho 

Illinois 

Indiana 

Iowa 


North  Dakota 

Ohio 

Oregon 

Pennsylvania 

Vermont 

West  Virginia 

Wisconsin 

Wyoming 
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Dr.  Charles  H.  Brown  of  the  Henry  Ford 
Hospital  in  Detroit,  Michigan,  is  joining 
the  Acuff  Clinic,  Knoxville,  in  July. 


Dr.  Ben  R.  Mayes  announces  the  opening 
of  offices  at  1915i/>  Church  Street,  Nash- 
ville. Practice  limited  to  Roentgenology. 


Dr.  Sydney  McClellan  and  Dr.  Edwin  L. 
Williams  announce  the  opening  of  offices 
at  2106  West  End  Avenue,  Nashville.  Prac- 
tice limited  to  Obstetrics  and  Gynecology. 


Postgraduate  Education 
The  second  circuit  in  cancer  instruction 
closed  in  West  Tennessee  the  week  of  Jan- 
uary 26.  Weather  and  road  conditions  pre- 
vented the  best  attendance,  but  the  phy- 
sicians were  enthusiastic  about  the  course 
and  in  every  center  declared  it  as  one  of 
the  best  courses  Tennessee  has  experienced. 

Doctor  Lee,  the  instructor,  has  supple- 
mented all  lectures  with  lantern  slides. 
Many  members  of  the  groups  state  that 
they  find  the  instructor  willing  day  and 
night  to  see  cases  in  the  hospitals,  their 
offices  or  homes,  wherever  the  occasion  de- 
manded. A great  many  biopsy  specimens 
have  been  sent  to  laboratories  for  final 
diagnosis  throughout  the  area. 

Because  of  ice  and  snow  conditions,  the 
third  circuit  instruction  has  been  post- 
poned to  open  the  week  of  February  16. 
This  will  include  the  centers  of  Lawrence- 
burg,  Pulaski,  Fayetteville,  Columbia, 
Franklin  and  a group  at  Meharry  Medical 
College  for  colored  physicians. 


WOMAN'S  AUXILIARY 


A Letter  From  Our  State  President 
Dear  Auxiliary  Members: 

Last  fall  I visited  all  the  Auxiliaries  over 
the  state  and  learned  first  hand  what  is 
being  done  in  each  Auxiliary.  As  a result 
of  the  visits,  I feel  more  than  ever  that 
the  accomplishments  of  the  physicians’ 
wives  in  the  Auxiliaries  are  worthwhile  and 
that  never  before  have  the  opportunities 
for  service  to  the  public  as  well  as  the  medi- 
cal profession  been  so  great.  We  must  do 


our  utmost  to  work  out  the  plans  given  us 
by  the  Board  of  Medical  Auxiliary  to  the 
American  Medical  Association  which  were 
presented  to  you  last  fall.  Our  state  is  one 
link  in  the  chain  of  all  the  Auxiliaries  in 
the  U.  S.,  and  if  we  do  not  carry  out  the 
policies  of  the  National  Auxiliary  we  there- 
by weaken  the  chain. 

Please  check  up  on  these  two  important 
projects  of  your  Auxiliary: 

1.  Have  you  done  your  best  in  placing 
Hygeia  in  schools,  physicians  and  dentists 
offices,  and  public  reading  places? 

2.  Are  you  pressing  the  importance  of 
taking  the  bulletins  so  that  you  may  learn 
what  the  Auxiliaries  are  accomplishing  in 
all  the  states? 

This  is  one  of  the  most  important  things 
you  can  do.  By  all  means  all  the  state  of- 
ficers and  chairman  and  county  officers  and 
chairman  should  read  the  bulletin.  Then 
the  motto,  “Serving  Through  Knowledge,” 
should  have  a true  meaning.  County  presi- 
dents and  bulletin  chairmen,  please  lay 
stress  on  each  one  subscribing  to  the  bulle- 
tin. Next  month  we  shall  have  something 
to  say  about  our  state  convention  in  Nash- 
ville which  certainly  promises  to  be  one  of 
our  most  enthusiastic.  The  Davidson  Coun- 
ty Auxiliary  is  already  making  interesting 
plans  for  us.  We  always  look  forward  to 
our  conventions  in  Nashville. 

Sincerely  yours, 

Mary  L.  Patterson,  President. 


Auxiliary  Reports 
Shelby  County: 

The  December  meeting  of  the  Shelby 
County  Auxiliary  was  featured  by  the 
showing  of  beautiful  Kodachrome  slides  by 
Dr.  Carroll  Turner,  who  had  made  them 
on  a recent  Western  trip.  Dr.  Turner  is 
a photographer  of  national  repute.  Christ- 
mas carols  and  a musical  program  com- 
pleted the  meeting. 

In  January,  Dr.  James  Hughes  spoke  on 
“Problems  of  Child  Health  in  Memphis.” 

Members  of  the  Shelby  group  are  making 
special  pleas  before  church  and  garden  club 
groups  in  the  interest  of  nurse  recruitment, 
and  girls  who  are  seniors  in  high  school 
are  being  invited  to  teas  given  at  the  vari- 
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ous  hospitals  and  taken  on  a tour  of  the 
institutions. 

Roune  County: 

We  particularly  welcome  news  from  our 
new  Auxiliary,  organized  this  year,  with 
Mrs.  Cordell  Williams  as  President.  Active 
members  at  present  number  30. 

December  activities  of  the  organization 
included  a small  gift  on  the  breakfast  tray 
of  each  Oak  Ridge  Hospital  patient  on 
Christmas  morning,  a basket  of  fruit  sent 
to  an  Oak  Ridge  patient  in  the  State  Tu- 
berculosis Sanitarium  and  gifts  of  used 
clothing  and  toys  to  welfare  agencies  of 
Roane  County. 

During  the  holidays  Auxiliary  members 
and  their  husbands  had  a dinner  dance  at 
Grave  Hall,  Oak  Ridge.  There  was  a large 
number  present  from  Kingston,  Rockwood, 
Harriman,  and  Oak  Ridge.  It  was  an  occa- 
sion greatly  enjoyed. 

Knox  County: 

The  Knox  County  Auxiliary  gave  its 
annual  Christmas  dinner  for  the  husbands 
of  members  on  December  11  at  the  Holston 
Hills  Country  Club.  An  attractive  display 
of  the  work  of  the  Hospital  Committee  was 
shown.  Two  hundred  pine  cones,  favors 
for  the  trays  at  Knoxville  General  Hos- 
pital on  Christmas,  were  greatly  admired, 
as  were  the  thirty  dolls  and  many  toys  this 
active  committee  had  made  over  for  the 
hospital  use.  A bingo  party  followed  the 
dinner. 

The  January  meeting  was  held  on  Jan- 
uary 7 at  the  home  of  Mrs.  Joel  Morris, 
the  program  being  a movie  on  cancer.  At 
this  meeting  Mrs.  H.  E.  Christenberry,  Sr., 
was  elected  as  the  Auxiliary  candidate  for 
“First  Lady  of  the  Year,”  a contest  spon- 
sored each  year  by  the  Beta  Sigma  Phi 
business  women’s  sorority  in  Knoxville. 
Blount  County: 

The  Blount  County  Auxiliary  members 
and  their  husbands  held  their  annual  Christ- 
mas dinner  at  Chilhouse  Inn  in  December. 
After  dinner,  a Knoxville  magician  enter- 
tained the  guests. 

The  Blount  County  members  registered 
the  loss  of  their  president,  Mrs.  John  Ma- 
son, who  recently  left  Maryville  to  move 
to  another  city.  Mrs.  Frank  Manning  is 
the  new  Auxiliary  president. 


West  Tennessee: 

The  Auxiliary  to  the  West  Tennessee 
Consolidated  Medical  Assembly  has  voted 
to  sponsor  a girl  through  three  years  of 
nurses’  training  and  are  actively  aiding  in 
other  ways  the  nurse  recruitment  program. 

At  the  December  meeting,  Mrs.  Charles 
Stuart  of  Henderson,  Tennessee,  gave  a 
book  review. 

Davidson  County: 

The  Davidson  County  Auxiliary  sewing, 
bandage  rolling,  and  library  groups  which 
meet  each  week  at  the  Nashville  General 
Hospital  are  continuing  their  splendid  work. 

In  January  the  meeting  of  the  group  was 
featured  by  showing  of  the  excellent  British 
film  “United  States.” 

Mrs.  James  Lester,  president  of  the  Aux- 
iliary, entertained  the  board  members  at 
a luncheon  meeting  at  which  plans  for  the 
State  Convention  in  Nashville  in  April  were 
discussed.  A large  attendance  from  the 
various  county  auxiliaries  is  expected. 


MEDICAL  SOCIETIES 


Montgomery  Comity: 

A meeting  of  the  Montgomery  County 
Medical  Society  was  held  in  Clarksville  on 
January  21.  Dr.  Eugene  Regen  of  Nash- 
ville read  a paper  on  “Treatment  of  Low 
Backache.” 

Knox  County: 

January  20  — “Treatment  of  Chronic 
Bronchitis  and  Emphysema,”  by  Dr.  David 
H.  Waterman.  Discussion  by  Drs.  Ralph 
Nichols  and  Sheldon  Domm. 

February  3 — “Respiratory  Allergies,”  by 
Dr.  N.  M.  Newport.  Discussion  by  Dr. 
Glen  Grubbs. 

Davidson  County: 

January  20 — “Symposium — Post  Partum 
Hemorrhage.”  Dr.  M.  S.  Lewis,  moderator. 
The  collaborators  were  Drs.  Robert  C.  Pat- 
terson, Jr.,  W.  O.  Tirrill,  W.  B.  Anderson, 
and  G.  S.  McClellan. 

January  26 — Guests  of  Nashville  Sur- 
gical Society.  Dr.  Alfred  Blalock,  Profes- 
sor of  Surgery,  Johns  Hopkins,  Baltimore, 
spoke  on  “The  Surgical  Treatment  of  Con- 
genital Cardio  Vascular  Defects.” 
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February  3 — “Symposium  — Sinusitis.” 
Dr.  W.  W.  Wilkerson,  Jr.,  moderator.  The 
moderators  were  Drs.  David  Hailey,  H. 
Carroll  Smith,  Lee  F.  Cayce,  and  Joe  McK. 
Ivie. 

Scheduled  for  February  17 — “Some  Prob- 
lems in  the  Field  of  Medical  Economics  of 
Concern  to  the  Medical  Profession,”  by 
Dr.  H.  H.  Shoulders. 
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ANESTHESIA 

By  H.  M.  A USHE31MAN,  M.D. 
Medical  Arts  Building,  Chattanooga 


Anesthesia  in  the  Aged.  E.  H.  Watts.  2:  88-95 

(March,  April). 

The  field  of  surgery  for  the  age  of  the  patient 
has  been  widened  by  the  increased  variety  of  useful 
anesthetics.  It  should  be  realized  that  one  is 
dealing  with  an  individual  who  is  worn  out  when 
ordering  pre-operative  sedation  for  elderly  patients. 
Such  a person  who  has  used  up  his  reserve  may 
normally  have  a low  blood  pressure  and  enlarged 
heart  and  only  a fair  quality  of  heart  sounds  to- 
gether with  thickened  vessel  walls.  Severe  shock 
in  this  type  of  patient  comes  on  readily.  The  de- 
creased respiratory  change  from  a fixed  thoracic 
cage  predisposes  to  post-operative  pulmonary  com- 
plications. Kidney  function  is  important  in  elderly 
patients  in  choosing  the  anesthetic.  The  high  in- 
cidence of  malignancy  adds  to  the  risk  of  operation 
on  aged  patients. 

In  patients  over  sixty  years  of  age  the  excite- 
ment period  is  more  likely  to  occur.  In  premedi- 
cating aged  patients  small  doses  of  morphine,  ex- 
cept in  the  presence  of  pain,  should  be  used  and 
the  physiological  effect  should  be  kept  in  mind. 
Atropine  and  scopolamine  control  secretions,  but 
because  of  the  slight  stimulation  of  basal  centers 
atropine  is  probably  superior.  Demerol  in  small 
doses  is  very  effective  in  elderly  patients  and  has 
less  respiratory  depressant  effect  than  the  opiates. 
The  barbiturates  should  be  used  with  caution  in 
the  elderly  patient,  certainly  grains  1 or  1%  should 
be  the  maximum  dose. 

The  use  of  ether  or  chloroform  has  decreased  as 
newer  agents  have  appeared.  Nitrous  oxide  is 
useful  when  combined  with  other  more  potent 
agents  such  as  pentothal  but  nitrous  oxide  oxygen 
alone  may  cause  inadequate  oxygenation.  Cyclo- 
propane is  probably  the  most  widely  used  of  all 
inhalation  agents  for  elderly  patients.  Pentothal 
is  valuable  in  the  aged  but  the  total  dose  must 
be  kept  to  a minimum.  Curare  has  simplified 
anesthesia  in  the  aged.  The  continuous  method 


of  spinal  anesthesia,  using  a small  initial  dose, 
has  increased  the  usefulness  of  this  type  of  anes- 
thesia for  the  elderly  patient.  Caudal  anesthesia 
is  useful  but  it  is  sometimes  difficult  to  insert  a 
needle  without  trauma  to  the  aged  patient.  For 
certain  types  of  surgery  refrigeration  anesthesia 
is  of  real  value. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Chronic  Auricular  Fibrillation — Its  Treatment  with 
Quinidine  Suilate.  Robert  L.  McMillan,  M.D., 
and  Charles  R.  Welfare,  M.D.,  Winston-Salem, 
N.  C.  The  Journal  of  the  American  Heart  Asso- 
ciation, 135,  No.  17,  1132-1136,  1947  (January). 
Since  quinidine  sulfate  was  first  recommended 
for  the  treatment  of  auricular  fibrillation  in  1918, 
much  has  been  written  concerning  its  merits  and 
disadvantages. 

In  some  patients  the  appearance  of  auricular 
fibrillation  is  followed  shortly  by  the  first  signs 
and  symptoms  of  congestive  heart  failure.  In 
these  instances  it  would  appear  that  auricular 
fibrillation  is  an  important  factor  in  precipitating 
congestive  failure.  The  experimental  production 
of  auricular  fibrillation  in  animals  reduces  the  out- 
put of  the  heart  by  an  average  of  40  per  cent. 

The  danger  of  formation  of  thrombi  in  the 
auricles  with  subsequent  embolic  phenomena  is 
present  as  long  as  the  auricles  continue  to  fibrillate. 

So  much  has  been  written  about  the  toxicity  of 
quinidine  and  the  danger  of  toxic  reactions  that 
this  valuable  drug  has  been  withheld  in  many  cases. 

The  material  in  the  present  paper  consists  of 
50  unselected  cases  of  auricular  fibrillation.  All 
patients  except  two  had  well  established  auricular 
fibrillation  which  had  been  present  for  periods 
ranging  from  two  weeks  to  many  years.  The  two 
exceptions  had  been  fibrillating  for  only  a few 
days.  Forty-six  per  cent  of  the  patients  had  rheu- 
matic heart  disease,  32  per  cent  had  arteriosclero- 
tic heart  disease  and  22  per  cent  had  thyrotoxic 
heart  disease,  hypertensive  cardiovascular  disease 
or  combinations  of  these  two  conditions. 

Eighty  per  cent  of  the  patients  had  Class  2,  3 
or  4 heart  failure  according  to  the  New  York 
Heart  Association  functional  classification. 

All  patients  were  digitalized  completely  before 
quinidine  was  begun  and  repeated  electrocardio- 
grams were  made  before,  during  and  after  quini- 
dine therapy. 

All  patients  were  given  quinidine  sulfate  accord- 
ing to  a fixed  plan,  whenever  possible,  as  follows: 
First,  a test  dose  of  0.2  gm.  was  given.  If  no 
toxic  effects  were  seen  within  twelve  hours,  quini- 
dine was  then  given  beginning  with  0.2  gm.  every 
four  hours  day  and  night  and  increased  by  0.2  gm. 
every  twelve  hours  until  normal  sinus  rhythm  oc- 
curred, until  toxic  symptoms  appeared,  or  until 
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the  dosage  of  0.8  gm.  was  reached.  A few  patients 
required  more  than  this  amount  and  further  in- 
creases in  dosage  were  made  more  slowly. 

Most  of  the  patients  were  placed  on  a mainte- 
nance dose  of  the  drug  after  cessation  of  fibrilla- 
tion, the  average  maintenance  dosage  being  0.28 
gm.  every  six  hours. 

Forty-four  patients  (88  per  cent)  were  restored 
to  normal  sinus  rhythm.  In  twenty  of  these  pa- 
tients (40  per  cent),  the  rhythm  remained  regular 
four  weeks  to  two  years  after  quinidine  was 
started. 

The  etiology  of  the  heart  disease  seemed  to  be 
the  dominant  factor  in  the  success  of  treatment 
since  71  per  cent  of  the  patients  maintaining  a 
regular  rhythm  after  four  or  more  months  had 
rheumatic  heart  disease. 

In  every  case  of  thyrotoxic  heart  disease  treat- 
ment of  auricular  fibrillation  was  unsuccessful 
prior  to  the  correction  of  the  underlying  hyper- 
throidism. 


Unipolar  Lead  Electrocardiography.  Emanuel 
Goldberger,  B.S.,  M.D.,  Adjunct  Physician,  Monte- 
fiore  Hospital,  New  York;  Cardiographer  and 
Associate  Physician,  Lincoln  Hospital,  New  York; 
Clinical  Lecturer  in  Medicine,  Columbia  LTniver- 
sity,  Faculty  of  Medicine.  182  pages  with  88 
illustrations.  Philadelphia,  Lea  & Foster,  1947. 
This  monograph  is  the  result  of  seven  years’ 
work  with  unipolar  leads,  during  which  a method 
was  developed  of  obtaining  “augmented”  unipolar 
extremity  and  chest  leads. 

This  book  is  divided  into  two  sections:  “The 
Principles  of  Electrocardiography  and  the  Normal 
Electrocardiogram,”  and  “Abnormal  Electrocardi- 
ographic Patterns.”  Under  the  latter  section  are 
chapters  with  the  following  titles:  “Effects  of 
Hypertrophy  of  the  Heart  on  the  Electrocardio- 
gram,” “Bundle  Branch  Block,”  “Myocardial  In- 
jury,” “Effects  of  Digitalis  on  the  Electrocardio- 
gram.” 

The  method  of  taking  unipolar  extremity  and 
precordial  leads  and  “augmented”  unipolar  leads 
is  described.  One  part  is  devoted  to  a description 
of  the  basic  normal  unipolar  lead  patterns.  A 
valuable  section  is  that  showing  the  relations  be- 
tween the  standard  leads  and  unipolar  extremity 
leads  and  relation  between  the  ordinary  precordial 
leads  and  the  unipolar  precordial  leads.  The  sec- 
tion on  myocardial  infarction  is  especially  useful. 

The  book  is  clearly  written.  Frequent  use  is 
made  of  diagrams  and  of  electrocardiograms.  A 
good  bibliography  is  given. 

This  book  can  be  highly  recommended  for  the 
student  of  advanced  electrocardiography.  It  pre- 
sents the  author’s  knowledge  and  experience  with 
unipolar  lead  electrocardiography.  It  is  not  a 
book  for  the  beginner,  but  many  cardiologists  who 
are  keeping  abreast  of  the  developments  in  electro- 
cardiography will  find  it  valuable. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Cancer:  Evolutionary  Reversion  in  Cell  Metabo- 
lism. W.  B.  Ayre,  M.D.,  and  J.  Ernest  Ayre, 

M.D.,  Montreal,  Quebec.  American  Journal  of 

Obstetrics  and  Gynecology,  54:  6,  p.  980,  De- 
cember, 1947. 

From  facts  recently  accumulated  by  various 
scientific  groups  and  the  suggestive  evidence  pre- 
sented by  a number  of  clinical  investigators,  a 
possible  mechanism  for  the  production  of  malig- 
nancy has  been  postulated.  According  to  the  con- 
cept outlined,  neoplastic  cells  arise  from  foci  where 
recurrent  cell  division  is  occurring  in  response  to 
the  stimulus  to  repair  and  regeneration.  Some 
externa]  factor  interferes  with  the  completion  of 
the  enzyme  pattern  of  the  regenerating  cell  and 
prevents  it  from  acquiring  the  enzyme  systems 
required  for  the  highly  specialized  function  of  the 
fully  differentiated  cell.  Under  the  circumstances, 
in  an  effort  to  adapt  to  its  environment  the  cell 
is  forced  to  revert  to  its  primitive  embryonic 
enzyme  group  which  can  function  efficiently  under 
the  restrictive  conditions  imposed. 

This  primitive  group  is  especially  geared  for 
growth  and  reproduction.  After  many  cell  divi- 
sions (cell  generations)  without  the  completed 
enzyme  systems,  the  cell  by  gradual  stages  re- 
verts completely  and  assumes  the  morphologic 
and  behavior  characteristics  of  a primitive  em- 
bryonic cell.  Much  of  the  activity  of  such  a cell 
is  influenced  by  various  body  hormones  with  spe- 
cific growth-stimulating  properties.  There  is  con- 
siderable evidence  to  suggest  that  a chronic  sub- 
clinical  vitamin  deficiency  is  one  external  factor 
which  can  affect  the  regenerating  cell  in  this  way. 

It  is  possible  that  various  agents,  chemical  car- 
cinogens, neoplastic-producing  X-rays,  viruses,  and 
other  factors  which  have  been  implicated  in  car- 
inogenesis  may  act  in  essentially  this  fashion.  It 
has  been  recently  pointed  out  by  a number  of 
independent  authorities  that  malignant  tissues  re- 
gardless of  species  origin  or  of  their  site  of  origin 
within  the  host,  are  biochemically  so  similar  as  to 
constitute  a common  tissue  type.  Williams,  in 
commenting  upon  this  striking  similarity,  states: 
“This  remarkable  resemblance  between  cancers, 
regardless  of  what  animal  they  arise  in,  what 
tissue  they  come  from,  or  how  they  are  induced, 
we  believe  to  be  a highly  important  and  revealing 
fact  and  one  which  strongly  suggests  a common 
etiology.” 

Some  phases  of  the  concept  presented  in  this 
communication  are  based  on  suggestive  evidence 
alone;  more  confirmatory  evidence  is  to  be  de- 
sired. It  is,  however,  presented  at  this  time  as 
the  suggestive  evidence  and  confirmed  factual 
findings  welded  into  this  interpretation  appear  to 
offer  a plausible  mechanism  for  the  production  of 
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various  forms  of  malignant  disease  while  invoking 
nothing  more  unusual  than  the  disordered  function 
of  the  known  biologic  properties  of  the  individual 
cell. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 
Monsanto  Chemical  Company 
Clinton  Laboratories 
Oak  Ridge 


Occupational  Medicine.  John  D.  Adams  and  G. 

Kenneth  Coonse.  Bursitis.  Occupational  Medi- 
cine. 4:  137-151,  (Aug.)  1947. 

Doctors  Adams  and  Coonse,  of  Harvard,  present 
an  excellent  discussion  of  the  subject  considering 
location,  anatomy,  function,  pathology,  diagnosis, 
treatment,  and  physical  therapy  or  bursitis. 

The  important  bursa,  from  a clinical  point  of 
view,  is  the  sub-deltoid  which  is  the  largest  in 
the  body  and  the  most  complicated  in  structure, 
and  also  most  variable  as  to  size  and  shape.  This 
bursa  is  necessary  for  normal  functioning  of  the 
shoulder  joint  and  rotation  and  abduction  are  not 
possible  with  inflammation,  which  causes  painful 
friction,  or  when  dense  adhesions  have  occurred. 
Interest  of  the  industrial  physician  and  surgeon 
centers  about  the  fact  that  trauma  may  be  one  of 
the  causes  of  bursitis.  Considering  this  to  be  the 
sole  cause,  however,  would  in  many  cases  lead  to 
an  erroneous  concept  of  etiology,  hence  erroneously 
directed  therapy.  Bursitis  may  also  result  from 
disease  or  age  changes,  or  inherited  structural 
type.  These  illnesses  or  weaknesses  may  all  be 
factors  in  individuals  who  suffer  trauma  and  who 
overlook  them  with  recovery  of  function  and  re- 
turn to  occupational  efficiency.  Degenerative 
changes  in  the  tendons  of  the  supraspinatus  and 
infraspinatus  muscles  may  result  from  the  factors 
mentioned  above.  Fibrillation  of  the  tendon  oc- 
curs, followed  by  formation  of  strands  of  tissue, 
and  continued  motion  of  the  part  grinds  these  into 
rice-like  bodies  occupying  a small  cavity  within 
the  tendon  substance. 

The  mechanism  by  which  calcium  salts  are  de- 
posited in  the  debris,  sufficient  to  produce  roentgen 
shadows,  is  not  understood.  An  inflammatory  reac- 
tion is  necessary  for  the  deposits  to  produce  symp- 
toms, and  this  does  not  occur  until  some  of  the  debris 
reaches  the  bursal  floor,  where  it  acts  as  a foreign 
body.  The  roentgen  appearance  of  chronic  bur- 
sitis is  characteristically  more  dense  than  in  the 
acute  form.  The  onset  of  symptoms  may  occur 
spontaneously  or  may  follow  trauma  within  twenty- 
four  to  forty-eight  hours.  Infrequently  it  follows 
infection  of  some  other  part  of  the  body  and  al- 
most invariably  comes  after  rupture  of  the  short 
rotator  tendons. 

In  considering  differential  diagnosis,  rupture  of 
the  short  rotator  tendons,  fracture  of  the  humeral 
head,  nerve  injuries,  C.  N.  S.  lesions,  infectious 
lesions  of  the  shoulder,  and  tumors  must  be  con- 
sidered. 


As  to  treatment  no  single  program  is  possible. 
There  is  a group  of  valuable  measures  from  which 
a program  may  be  tailored  to  suit  the  individual 
patient.  Acuteness  or  chronicity  must  be  deter- 
mined. Recognized  measures  include  needling  and 
irrigation  of  the  bursa  in  the  so-called  Codman 
position  with  procaine  solution.  Diathermy,  bak- 
ing and  sedative  treatment  are  obviously  of  doubt- 
ful value  in  the  acute  stage.  When  relief  is  ob- 
tained, it  is  apparently  due  to  spontaneous  rup- 
ture of  the  bursa,  rather  than  any  direct  effect 
of  the  physical  agents  employed.  In  chronic  bur- 
sitis surgical  extirpation  should  be  accomplished 
by  one  with  a knowledge  of  the  pathology  of  the 
shoulder.  Frequently  removal  of  the  deposits  from 
the  tendons  themselves  must  be  done.  Surgery 
also  allows  inspection  of  the  short  rotator  tendon 
and  one  can  repair  small  ruptures  if  present,  which 
is  not  possible  by  needling  or  washing  exclusively. 
It  might  be  mentioned  that  roentgen  therapy  is 
of  value  when  instituted  early  in  the  acute  form, 
but  radiation  is  of  no  value  in  chronic  bursitis. 

As  to  physical  therapy,  the  most  valuable  of  all 
measures  is  active  functional  use  of  the  part.  Ex- 
ercises should  be  purposeful  and  directed  towards 
the  most  rapid  restoration  of  normal  function. 
Exercise  should  be  accomplished  in  the  prone  posi- 
tion with  gravity  eliminated  as  far  as  possible. 
Hydrotherapy  and  passive  massage  in  skilled 
hands  have  a definite  value.  Treatment  of  bur- 
sitis of  other  locations  is  aimed  at  limiting  the 
further  secretion  of  fluids  within  the  bursa.  This 
is  accomplished  by  immobilization  of  the  part,  ex- 
ternal pressure  by  means  of  sponge  rubber  pads, 
elastic  bandages,  etc.,  early  application  of  cold,  or 
aspiration  under  aseptic  conditions,  followed  by 
pressure.  The  acute  form  of  the  condition  can 
become  chronic  under  improper  or  inadequate 
therapy. 

In  the  light  of  the  comprehensive  point  of  view 
towards  bursitis,  not  only  can  the  physician  ac- 
complish more  in  the  treatment,  but  he  may  also 
guard  himself  against  employing  methods  which 
may  not  be  helpful  and  may  definitely  aggravate 
the  condition.  Protection  against  such  ill  advised 
procedures  is  one  of  the  bulwarks  of  medical  and 
surgical  wisdom.  (Four  excellent  color  plates  and 
three  additional  illustrations  point  up  the  text 
material.) 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Prophylaxis  Against  Ophthalmia  Neonatorum. 
Clinical  Comparison  of  Penicillin  and  Silver  Ni- 
trate: A Preliminary  Report.  H.  Charles  Frank- 
lin. J.  A.  M.  A.,  134:  1230-1235.  1947. 
Pharmacologically,  silver  nitrate  is  designed  as 
a caustic,  an  astringent  and  a disinfectant.  The 
disinfectant  action  of  the  compound  is  due  to  the 
free  silver  ion;  its  bactericidal  property  is  a result 
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of  its  combination  with  the  proteins  of  the  tissues; 
this  explains  its  painful  and  destructive  action. 
The  most  serious  criticism  of  the  use  of  silver 
nitrate  is  the  doubtfulness  of  its  value  in  the  pre- 
vention of  infectious  acute  conjunctivitis  of  the 
newborn.  In  1935  Lehrfeld  analyzed  the  records  in 
28,000  births  occurring  in  six  hospitals  over  a pe- 
riod of  five  years.  He  found  the  incidence  of  oph- 
thalmia neonatorum  to  be  2.2  per  cent.  According 
to  Thompson,  conjunctivitis  caused  by  the  pneu- 
mococcus, if  once  well  established,  can  be  equally 
destructive.  Ideal  prophylaxis  would  be  that  which 
would  destroy  or  inhibit  the  growth  of  these  two 
organisms  and  as  many  other  causative  organisms 
as  possible. 

Since  the  discovery  of  penicillin,  investigators 
have  turned  their  attention  towards  its  properties 
in  relation  to  the  eye  and  patients  with  gonorrheal 
ophthalmia  have  been  successfully  treated  with  pen- 
icillin. Griffey  reported  the  treatment  of  a patient 
with  gonorrheal  conjunctivitis  by  the  use  of  peni- 
cillin given  intramuscularly.  McCullough  reported 
a case  of  sulfathiazole-resistant  gonococcic  con- 
junctivitis in  an  adult  which  yielded  to  a combina- 
tion of  topical  (1,000  units  per  cubic  centimeter) 
and  parenteral  administrations  of  penicillin. 

Sorsby  and  Hoffa  in  1945  reported  the  treatment 
of  ophthalmia  neonatorum  in  47  infants  with  only 
the  local  application  of  penicillin  in  the  form  of 
drops.  Concentrations  of  500,  1,000,  1,500  and 
2,500  Oxford  units  per  cubic  centimeter  were  used, 
and  the  results  became  more  satisfactory  as  the 
concentration  of  penicillin  in  the  drops  increased. 
Twenty-two  infants  were  treated  with  a concen- 
tration of  2,500  Oxford  units;  there  were  21  cures. 
The  causative  organism  of  the  therapeutic  failure 
was  diphtheroid.  Included  in  this  group  of  22 
infants  were  5 with  gonorrheal  ophthalmia.  Thir- 
teen of  the  22  were  cured  clinically  within  48 
hours,  and  the  remaining  8 within  100  hours. 
These  authors  stated  that  the  drug  is  well  tol- 
erated by  the  infants’  eyes;  occasionally  a mild 
transitory  flushing  of  the  conjunctivas  may  be  ob- 
served. 

The  present  study  by  Franklin  was  undertaken 
to  evaluate  clinically  the  use  of  penicillin  in  the 
form  of  drops  for  prophylaxis  against  ophthalmia 
neonatorum  and  to  compare  it  with  silver  nitrate 
as  commonly  used  for  this  purpose.  For  a four- 
month  period  (beginning  July  1,  1946)  penicillin 
was  used  for  prophylaxis  in  the  eyes  of  each  new- 
born infant  delivered  at  the  John  Gaston  Hospital, 
Memphis,  Tennessee.  For  comparison  silver  ni- 
trate was  used  for  a three-month  period. 

Penicillin  was  used  in  the  form  of  the  crystalline 
sodium  salt  of  penicillin.  A concentration  of  2,500 
Oxford  units  per  cubic  centimeter  of  diluent  was 
used  throughout.  Sterile  isotonic  solution  of  so- 
dium chloride  was  used  as  diluent  throughout,  ex- 
cept for  one  and  one-half  months  when  sterile 
distilled  water  was  used.  A fresh  solution  was 
made  as  needed  but  was  not  kept  longer  than  a 


week.  It  was  kept  refrigerated  below  59  F.  (15  C.) 
when  not  in  use.  Silver  nitrate  was  used  as  a 1 
per  cent  solution  in  distilled  water.  A fresh  solu- 
tion was  made  each  day  and  dispensed  from  the 
drug  room  in  a new  dropper  bottle. 

Prophylaxis  of  the  eyes  of  each  newborn  infant 
was  carried  out  in  the  delivery  room  within  one 
hour  of  birth,  before  the  infant  went  to  the  nur- 
sery. The  eyelids  and  adjacent  area  of  the  new- 
born infant  were  cleansed  of  contaminating  secre- 
tions by  gently  wiping  with  a large  ball  of  cotton 
from  the  inner  canthus  outward.  The  eye  was 
closed  at  the  time.  Gauze  was  then  used  on  the 
fingers  for  traction  to  open  the  eyelids  while  each 
eye  was  flushed  thoroughly  with  2 or  3 cc.  of 
sterile  isotonic  solution  of  sodium  chloride  (or  dis- 
tilled water  when  it  was  the  diluent  for  the  peni- 
cillin). One  drop  of  penicillin  solution  was  then 
instilled  into  the  conjunctival  sac  of  each  eye.  In- 
stillations were  also  carried  out  in  the  nursery. 
A single  drop  of  penicillin  was  instilled  daily  in 
each  eye  of  each  infant  for  the  first  three  days 
of  life. 

When  silver  nitrate  was  used  ocular  prophylaxis 
was  carried  out  in  the  delivery  room  in  the  manner 
previously  described,  except  that  one  drop  of  silver 
nitrate  was  instilled  instead  of  penicillin  and  sterile 
distilled  water  was  used  for  flushing  the  eyes.  The 
infants  did  not  receive  any  prophylaxis  in  the 
nursery. 

A total  of  1,710  infants  were  studied  clinically 
in  the  nursery  and  in  the  home  during  the  first 
two  weeks  of  life.  In  the  nursery  the  occurrence 
of  pus  was  approximately  one-third  as  frequent 
in  the  penicillin  group  as  in  the  silver  nitrate 
group.  The  occurrence  of  pus  in  relation  to  the 
day  of  life  was  sporadic  in  approximately  half 
the  infants  in  the  penicillin  group  but  showed 
grouping  around  the  day  of  birth  and  first  day  of 
life  in  the  silver  nitrate  group.  Other  abnormali- 
ties— conjunctival  redness,  swelling  of  the  eyelids 
and  watery  discharge — were  much  less  frequent 
in  the  penicillin  group.  In  no  infant  in  the  peni- 
cillin group  did  gonococcic  conjunctivitis  develop, 
but  one  infant  in  the  silver  nitrate  group  did  show 
gonococcic  conjunctivitis  on  the  fourth  day  of  life. 

While  at  home  a higher  percentage  of  those  in 
the  penicillin  group  exhibited  pus  and  other  ab- 
normalities of  eye  than  of  those  in  the  silver  ni- 
trate group.  Four  from  the  penicillin  group  and 
two  from  the  silver  nitrate  group  were  hospital- 
ized. There  were  no  cases  of  gonococcic  conjunc- 
tivitis in  either  group  during  the  first  two  weeks 
at  home. 

In  the  study  of  this  series  of  infants  penicillin 
compares  favorably  with  silver  nitrate  as  a pro- 
phylactic agent.  Penicillin  prophylaxis  is  to  be 
preferred  because  danger  of  permanent  injury  to 
the  eye  is  eliminated;  an  instillation  is  nonpainful; 
ocular  abnormalities  are  less  frequent  during  the 
first  days  of  life;  the  solution  of  penicillin  need 
not  be  made  fresh  every  day;  deterioration  does 
not  produce  noxious  substances;  an  excess  of  the 
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solution  may  be  used  if  desired,  and  the  penicillin 
solution  may  be  used  for  both  prophylaxis  and 
treatment. 


OPHTHALMOLOGY 

Ry  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Contact  Lenses.  Ida  Mann.  American  Journal  of 

Ophthalmology.  January,  1948. 

To  the  newly  formed  Contact  Lens  Society,  Mann 
delivered  this  presidential  address  as  a plea  for 
ihe  accumulation  of  more  data  and  the  planning 
of  further  experiments.  The  problem  of  contact 
lenses  is  unusual  in  that  animal  experimentation  is 
almost  impossible  because  visual  acuity  and  sub- 
jective tolerance  are  not  measurable.  The  prob- 
lems of  prisms,  of  cylinders  and  of  bifocals  still 
demand  much  work. 

The  most  pressing  problem  is  that  of  tolerance. 
Mann  sent  a questionnaire  to  100  patients  for 
whom  she  had  fitted  lenses  without  subsequent 
control  of  data.  Of  61  who  had  myopia,  11  had 
an  error  of  5.00  diopters  or  less,  and  the  others 
up  to  22  diopters.  Ten  patients  who  were  given 
one  lens  only  for  monocular  aphakia  did  not  wear 
it.  Of  11  who  had  conical  cornea,  9 wore  the  lens 
all  day,  and  none  was  a complete  failure.  The 
patients  were  all  asked  if,  knowing  what  they 
know  now,  they  would  go  in  for  contact  lenses 
again.  Sixty-four  replied  unhesitatingly  “Yes”  and 
19  gave  an  equally  emphatic  “No.”  Seventeen  said 
if  they  could  be  made  more  comfortable  they 
would  say  “Yes.”  Must  the  lenses  be  worn  every 
day  for  good  tolerance?  Fifty-five  wore  their 
lenses  every  day,  47  had  enough  tolerance  for  a 
full  day’s  work,  and  31  wore  them  more  than  12 
hours  every  day.  On  the  other  hand,  9 wore  them 
only  occasionally  with  excellent  tolerance  so  that 
daily  wear  was  not  considered  necessary.  Toler- 
ance could  not  be  associated  with  any  special  con- 
dition of  the  eyes,  except  that  in  conical  cornea 
contact  glasses  were  almost  always  successful  and 
in  monocular  aphakia  always  useless. 

To  the  questions  concerning  solutions,  49  an- 
swered that  they  insert  their  lenses  dry,  22  pa- 
tients used  normal  saline,  and  9 used  tap  water. 
Obviously  much  has  to  be  learned  about  solutions 
and  much  has  to  be  done  for  the  whole  problem 
of  contact  lenses. 
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By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Foreign  Body  Perforation  of  the  Sigmoid  Simu- 
lating Carcinoma.  Adolph  Meltzer.  M.D.,  and 
Donald  B.  Hackel,  M.D.  American  Journal  of 
Surgery.  December,  1947.  Vol.  LXXIV.  No.  6. 
In  1941,  Dr.  MacMann  collected  93  cases  of  for- 
eign body  perforation  of  the  intestines  from  the 


literature  and  added  two  of  his  own.  He  found 
three  main  types  of  foreign  bodies:  (1)  The  me- 
tallic type,  including  pins,  wires,  screws,  was  most 
common  (46  per  cent),  (2)  bones  were  encoun- 
tered nearly  as  often,  while  (3)  wood  splinters, 
including  toothpicks,  made  up  only  9 per  cent  of 
these  cases. 

According  to  Carp,  who  reviewed  all  the  cases 
of  this  nature  admitted  to  New  York  Presbyterian 
Hospital  from  1915  to  1926,  the  great  majority 
(83  per  cent)  of  ingested  foreign  bodies  are  passed 
through  the  body  harmlessly.  A small  proportion 
(17  per  cent)  become  lodged  and  result  in  per- 
foration; these  figures  suggest  that  innumerable 
cases  never  reach  the  hospital. 

The  clinical  picture  in  these  collected  cases  of 
intestinal  perforation  fall  into  two  main  types. 
Usually  the  symptoms  are  fairly  acute,  the  dura- 
tion ranging  from  a few  hours  to  two  weeks. 
However,  in  one-third  of  the  cases,  the  symptoms 
and  signs  develop  gradually  and  are  characterized 
by  low  grade  fever  and  anorexia. 

The  gross  pathologic  findings  fit  into  five  main 
groups.  Named  in  order  of  their  frequencies  are: 
(1)  abscesses,  42;  (2)  generalized  peritonitis,  18; 
(3)  early  localized  peritonitis,  17;  (4)  indurated 
inflammatory  tumors,  14;  and  (5)  hemorrhage,  1. 
Perforation  of  the  appendix  occurred  in  34  of 
these  patients,  while  sigmoid  perforation  occurred 
in  only  5.  In  60  cases  reported  since  1900,  there 
■was  a 10  per  cent  mortality. 

A case  history  is  presented  of  a patient  in  whom 
a swallowed  fragment  of  toothpick  perforated  the 
sigmoid  and  entered  a corpus  luteum  cyst  of  the 
left  ovary. 

The  prolonged  symptoms,  atology,  anemia  and 
X-ray  evidence  of  an  obstructive  lesion  led  to  pre- 
operative diagnosis  of  carcinoma  of  the  sigmoid. 
At  operation  the  perforated  bowel  and  ovarian 
cyst  were  found  involved  in  a hard  yellow  mass. 
Tissue  from  the  mass  revealed  a unique  reaction 
due  to  the  response  of  the  lutein  cells  to  chronic 
irritation. 


ROENTGENOLOGY 

By  P.  H.  Dietrich,  M.D. 

508  Medical  Arts  Building,  Chattanooga 


F.ffects  of  Roentgen  Ray  Irradiation  on  the  Testes 
of  Rabbits.  Possible  Harmful  Effects  on  Human 
Testes  from  Low  Voltage  Roentgen  Ray  Ther- 
apy. J.  Lamar  Calloway,  M.D.;  Vince  Moseley, 

M. D.,  and  Sherwood  W.  Barefoot,  M.D.,  Durham, 

N. C.  Archives  of  Dermatology  and  Syphilology. 
Vol.  56,  page  471,  October,  1947. 

The  possibility  of  damaging  effects  to  the  tes- 
ticles caused  by  low  voltage  roentgen  ray  therapy 
administered  for  dermatologic  conditions  is  a con- 
stant problem  with  dermatologists.  The  authors’ 
study  of  this  problem  in  both  rabbits  and  humans 
and  on  the  basis  of  their  experiments  determined 
that  the  amount  of  scattered  irradiation  which  may 
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reach  the  gonodal  region  of  patients  receiving  low 
voltage  X-ray  therapy  to  the  face  has  been  esti- 
mated as  negligible  so  far  as  approaching  the 
dosage  which  might  produce  injury  to  the  gonads 
is  concerned.  In  rabbits  it  was  determined  that 
300  to  400  R are  necessary  to  produce  a temporary 
arrest  in  spermatogenesis  and  950  to  1,500  R are 
required  to  produce  a permanent  arrest  of  sper- 
matogenesis. Biologic  studies  demonstrated  that 
rabbits  that  received  300,  600  or  900  R to  the 
testes  successfully  impregnated  female  rabbits 
three  months  after  irradiation  while  rabbits  that  re- 
ceived 1,200  or  1,500  R were  presumed  to  be  sterile 
as  a result  of  the  irradiation.  The  testes  of  two 
patients  with  carcinoma  of  the  prostate  gland 
were  given  direct  roentgen  ray  irradiation  and 
subsequently  were  studied  histologically  after  bi- 
lateral orchidectomy.  No  apparent  arrest  of  sper- 
matogenesis was  produced  by  300,  600,  or  900  R of 
roentgen  ray  irradiation. 


BOOK  REVIEW 


Handbook  on  Fractures.  Duncan  Eve,  Jr.,  M.D., 
F.A.C.S.,  in  collaboration  with  Trimble  Sharber, 
A.B.,  M.D.,  264  pages,  129  illustrations.  C.  V. 
Mosby  Company,  St.  Louis. 

Four  quotations  from  the  preface  will  give  the 
best  possible  review  of  the  work. 

No  doubt  every  man  who  has  ever  put  out  a 
handbook  on  any  art  or  practice  has  cherished  the 
hope  that  his  book  would  prove  a vade  mecum  to 
the  younger  and  more  occasional  workers  in  his 


field;  ar.d  this  study  of  mine  is,  as  its  name  im- 
plies, intended  to  serve  a definite  purpose  in  the 
actual  case  at  hand. 

The  use  of  X-ray  films  in  fracture  work  is,  of 
course,  mandatory;  and  throughout  the  book  this 
is  stressed  not  only  as  a diagnostic  procedure  but 
as  an  assay  of  the  success  of  reduction  and  con- 
valescence and,  finally,  in  most  instances,  the  cri- 
terion of  union.  Such  use  of  the  X-ray  is  essential 
to  the  high  standards  of  accuracy  in  fracture  treat- 
ment demanded  in  these  times. 

There  is  no  wrong  way  of  treating  fractures  so 
long  as  success  is  achieved. 

The  methods  discussed  in  this  book  are  glean- 
ings from  more  than  forty  years  of  trials  and 
errors  in  the  fields  of  fracture  work.  Undoubtedly 
there  are  many  good  alternative  methods  to  those 
here  presented,  but  to  lift  the  onus  of  decision 
from  the  shoulders  of  those  seeking  information 
and  to  spare  them  the  confusion  of  lengthy  read- 
ing, only  the  best  findings  of  my  long  term  have 
been  used  as  guideposts. 

There  has  been  a vast  army  of  fracture  cripples 
which  either  did  not  receive,  or  were  refractory 
to,  our  best  efforts;  and  this  vast  army  represents 
exactly  our  problems  of  the  future.  The  pity  is 
that  this  matter  has  remained  so  long  one  of  mute 
resignation,  having  in  nowise  received  the  atten- 
tion it  deserves  since  it  lacks  the  halo  of  emotion 
which  sui  rounds  with  such  vociferious  urgency 
certain  other  ills,  for  example,  poliomyelitis. 

If  this  book  can  contribute  its  mite  toward  re- 
ducing the  number  of  fracture  cripples,  the  author 
will  be  more  than  repaid  for  his  labor. 

W.  M.  H. 
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Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby H.  W.  Qualls,  Memphis Carroll  C.  Turner,  Memphis Henry  Gotten,  Memphis 

Emmett  R.  Hall,  Memphis,  C.  V.  Croswell,  Treasurer,  Memphis 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R-  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan- Johnson J.  V.  Hodge,  Kingsport H.  O.  Bolling,  Kingsport 

Sumner R.  B.  Turnbull,  Gallatin Albert  G.  Dittes,  Portland W . B.  Farris,  Gallatin 

Tipton S.  Hurt,  Covington A.  J.  Butler,  Covington H . S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi E.  T.  Pearson,  Elizabethton J-  R-  Bowman,  Johnson  City C.  K.  Slade,  Mountain  Home 

(Washington  County) 

Robert  Harvey,  Erwin 
(Unicoi  County) 

Weakley M.  H.  Buckley,  Martin R.  M.  Jeter,  Gleason G.  S.  Plog,  Martin 

White,  Warren,  and 

Van  Buren B.  C.  Smoot,  McMinnville Paul  Goodman,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

W.  H.  Andrews,  Sparta 
(White  County) 

Williamson C.  F.  Lucky,  Franklin H.  J.  Guffee,  Franklin 

Wilson - R.  C.  Kash,  Lebanon 
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STANDING  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

J.  R.  Fancher,  M.D.,  Chattanooga  (1949) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1948) 

STATE  TUBERCULOSIS 

R.  R.  Crowe,  M.D.,  Chairman,  Nashville  (1949) 
David  Waterman,  M.D.,  Knoxville  (1950) 

James  L.  Hamilton,  M.D.,  Chattanooga  (1950) 

C.  M.  Oberschmidt,  M.D.,  Memphis  (1948) 

STATE  HOSPITAL 

Lee  K.  Gibson,  M.D.,  Chairman,  Johnson  City 
(1948) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

S.  M.  Herron,  M.D.,  Jackson  (1949) 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

J.  G.  Price,  M.D.,  Dyersburg,  (1948) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

NATIONAL  LEGISLATIVE 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
John  B.  Steele,  M.D.,  Chattanooga 

T.  R.  Ray,  M.D.,  Shelbyville 
H.  B.  Everett,  M.D.,  Memphis 
E.  R.  Zemp,  M.D.,  Knoxville 

Franklin  B.  Bogart,  M.D.,  ex  officio,  Chattanooga 
W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

PUBLIC  POLICY  AND  LEGISLATION 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
Webb  B.  Key,  M.D.,  Memphis  (1950) 

Frank  Harris,  M.D.,  Chattanooga  (1949) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

M.  S.  Roberts,  M.D.,  Knoxville  (1948) 

Franklin  B.  Bogart,  M.D.,  ex  officio,  Chattanooga 
W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

LIAISON 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

J.  O.  Manier,  M.D.,  Nashville  (1948) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1949) 

C.  M.  Hamilton,  M.D.,  Nashville  (1948) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1948) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

John  M.  Lee,  M.D.,  Nashville  (1948) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 

MATERNAL  WELFARE 

W.  W.  Walker,  M.D.,  Chairman,  Memphis  (1950) 
Edward  F.  Buchner,  Jr.,  M.D.,  Chattanooga  (1950) 
Samuel  C.  Cowan,  Jr.,  M.D.,  Nashville  (1950) 

M.  L.  Hefley,  M.D.,  Knoxville  (1949) 

E.  L.  Caudill,  M.D.,  Elizabethton  (1949) 


D.  T.  Holland,  M.D.,  Newbern  (1948) 

J.  E.  Powers,  M.D.,  Jackson  (1948) 

CHILD  WELFARE 

William  E.  Van  Order,  M.D.,  Chairman,  Chatta- 
nooga (1948) 

James  C.  Overall,  M.D.,  Nashville  (1950) 

W.  R.  Cross,  M.D.,  Knoxville  (1948) 

W.  D.  Mims,  M.D.,  Memphis  (1948) 

VETERANS 

John  C.  Burch,  M.D.,  Chairman,  Nashville  (1949) 
Travis  H.  Martin,  M.D.,  Nashville  (1948) 

William  M.  Dedman,  M.D.,  Gallatin  (1947) 

Herbert  Acuff,  M.D.,  Knoxville  (1949) 

W.  J.  Sheridan,  M.D.,  Chattanooga  (1948) 

D.  J.  Zimmermann,  M.D.,  Morristown  (1947) 

J.  Paul  Baird,  Dyersburg  (1949) 

C.  V.  Croswell,  M.D.,  Memphis  (1948) 

John  W.  Morris,  M.D.,  Somerville  (1947) 

POSTGRADUATE  INSTRUCTION,  CANCER 
AND  NEUROPSYCHIATRY 

C.  H.  Heacock,  M.  D.,  Chairman,  Memphis  (1950) 

W.  L.  Williamson,  M.D.,  Memphis 

W.  C.  Colbert,  M.D.,  Memphis 

T.  S.  Hill,  M.D.,  Memphis 

O.  N.  Bryan,  M.D.,  Nashville 

Henry  Brackin,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
Edward  T.  Brading,  M.D.,  Johnson  City 
J.  O.  Manier,  M.D.,  Nashville 

Frank  Luton,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1949)) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

H.  S.  Shoulders,  M.D.,  Nashville  (1948) 

R.  L.  Sanders,  M.D.,  Memphis  (1948) 

PHYSICAL  THERAPY 

J.  F.  Hamilton,  M.D.,  Chairman,  Memphis  (1948) 

J.  J.  Ashby,  M.D.,  Nashville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1949) 

George  Inge,  M.D.,  Knoxville  (1949) 

INDUSTRIAL  HEALTH 

Edward  T.  Newell,  Jr.,  M.D.,  Chairman,  Chatta- 
nooga (1950) 

O.  G.  Nelson,  M.D.,  Nashville  (1949) 

Fred  M.  Duckwall,  M.D.,  Kingsport  (1948) 

F.  W.  Fiedler,  M.D.,  Memphis  (1948) 

GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 
Charles  S.  Heron,  M.D.,  Charleston  (1948) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

RURAL  HEALTH 

Leo  C.  Harris,  Sr.,  M.D.,  Chairman,  Lawrenceburg 
(1949) 

O.  Reed  Hill,  M.D.,  Lebanon  (1950) 

John  Morris,  M.D.,  Somerville  (1950) 

E.  B.  Smythe,  M.D.,  Tiptonville  (1948) 

M.  S.  Trewhitt,  M.D.,  Cleveland  (1950) 

D.  J.  Zimmermann,  M.D.,  Morristown  (1950) 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY,  1947-1958 

Herbert  Acuff,  M.D.,  Knoxville 

B.  F.  Byrd,  M.D.,  Nashville 

A.  R.  Porter,  Jr.,  M.D.,  Memphis 
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MEMORIAL  ADDRESS* 

CHARLES  R.  HENRY,  M.D.,  Chattanooga 

Mr.  President,  Members  of  the  Tennessee 

State  Medical  Association,  Distinguished 

Guests,  Ladies  and  Gentlemen: 

A portion  of  this  program  has  been  set 
aside  to  commemorate  the  memory  of  our 
departed  colleagues,  and  it  is  meet  and 
proper  that  at  this  time  we  should  pause 
a few  moments  in  our  work-a-day  world 
and  our  present  deliberations  to  shed  a tear 
and  drop  a flower  to  the  memory  of  those 
faithful  members  of  this  association  who 
in  the  past  two  years  were  called  to  lay 
down  their  earthly  burdens  and  cease  their 
untiring  ministrations  to  the  sick  and  af- 
flicted of  mankind. 

Our  records  indicate  that  more  than 
sixty-five  of  our  membership  answered  the 
great  summons  from  which  there  is  no  ap- 
peal. Some  of  them  were  in  the  dawn  of 
vigorous  young  manhood,  the  springtime 
of  life — looking  forward  with  eager  eyes 
to  years  of  humanitarian  service  to  their 
fellowmen.  Some  were  in  the  mature  age 
of  middle  life  from  whence  they  could  look 
back  at  good  deeds  splendidly  accomplished 
and  look  forward  to  years  of  service  to 
distressed  humanity.  Some  had  reached 
the  Biblical  age  of  three  score  years  and 
ten,  and  from  that  vantage  point  of  age 
and  experience  could  look  back  to  duty  well 
and  faithfully  performed.  They  carried 
health  and  warmth  and  comfort  into  the 
lives  of  untold  numbers  of  people.  They 
eased  the  pain  and  hurt  of  little  children — 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  8,  9,  10,  1947. 


they  brought  health,  happiness  and  hope 
to  sick  and  afflicted  of  adult  life.  They 
smoothed  the  wrinkled  brow  of  ashen  age, 
and  closed  the  tired  eyelids  in  the  long  sleep 
of  death. 

A great  writer  once  stated  that  “the  evil 
that  men  do  lives  after  them ; the  good  is 
oft  interred  with  their  bones.”  Not  so  with 
the  departed  brethren  of  whom  we  now 
speak.  The  good  they  did  lives  after  them 
in  the  hearts  and  minds  of  those  who  were 
privileged  to  have  known  them  and  who 
had  felt  the  glow  and  warmth  of  their 
friendship.  There  is  a curious  phenomenon 
in  the  physical  world  known  as  the  Gulf 
Stream,  which  flows  noiselessly  as  the  sun- 
shine through  the  cold  waters  of  the  At- 
lantic. It  carries  on  its  heaving  bosom 
health  and  warmth  and  life  to  the  frozen 
reaches  of  the  far  north.  This  mighty  ma- 
jestic stream  is  symbolic  of  the  lives  of 
those  men  we  honor  today — men  whose 
warm  and  genial  spirits  meet  and  mingle 
together  like  the  waters  of  the  Gulf  Stream 
and  flow  on  through  the  cold  and  troubled 
ocean  of  life. 

Some  years  ago  a famous  agnostic  as- 
serted that  life  is  a narrow  veil  between 
the  cold  and  barren  peaks  of  two  eternities. 
He  beheld  life  as  a waster  wandering 
through  a desolate  wilderness,  surrounded 
on  all  sides  by  dismay  and  despair. 

What  .an  empty  description  to  give  to  a 
thrilling  adventure;  what  a weakness  of 
words ; what  an  abominable  absence  of 
faith  in  the  sublime  promise  of  the  greatest 
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teacher  of  all  times!  To  me — and  I am 
certain  to  all  of  you — life  has  been  a jour- 
ney, full  of  fine  and  worth-while  contacts, 
priceless  friendships  and  hallowed  mem- 
ories. Life  to  the  philosophical  traveler  is 
a journey  through  green  valleys  where  we 
hear  the  murmur  of  the  brook  as  it  wends 
its  way  to  the  sea  of  eternity,  where  man 
is  born,  exults  in  youth,  attains  maturity, 
works  and  succeeds  according  to  his  abilities 
and  his  ambition  to  win.  In  the  springtime 
as  in  youth  we  watch  the  trees  and  plants 
shooting  their  buds,  which  eventually  burst 
forth  into  a profusion  of  foliage  and  fruits, 
while  in  the  skies  our  feathered  friends  thrill 
us  from  dawn  ’till  dusk  with  their  melo- 
dious symphonies.  In  midday  as  we  stop 
in  the  peaceful  shade  beside  the  stream  of 
life,  we  contemplate  the  goodness  and  the 
greatness  of  our  Creator  while  before  us 
pass  in  rich  review  cherished  friendships 
that  have  become  treasured  milestones  in 
the  journey  of  life. 

In  the  fullness  of  autumn  when  the  gold- 
en glow  is  on  all  nature,  we  reap  what  we 
have  sown.  It  is  then  that  we  gather  the 
fruits  of  our  labor  and  the  blessings  of 
well-spent  lives  devoted  to  the  service  of 
others. 

To  have  dreamed  a dream,  to  have  striven 
for  the  attainment  of  that  vision,  and  then 
to  have  at  least  come  into  a small  degree 
of  realization  of  one’s  ideals  is  a combination 
of  pleasure  and  grief  that  fills  the  cup  of  the 
average  practitioner.  This  is  true  of  those 
whose  memory  we  honor  today.  They  were 
incorruptible  and  honest.  They  were  sincere 
and  dependable.  We  can  draw  inspirations 
from  their  lives  and  try  to  emulate  the 
fine  example  and  high  standards  of  service 
which  they  set.  Death  coming  at  any  time 
is  a tragedy.  However,  coming  as  it  did  in 
the  zenith  of  the  lives  of  most  of  those  whom 
we  honor  and  as  they  were  approaching 
the  fullness  of  their  capacity  for  service 
makes  our  loss  and  their  leaving  the  more 
profound  and  irreparable. 

The  practice  of  medicine  is  an  exacting 
ptofession.  It  calls  for  constant  courage, 
absolute  fidelity  to  duty,  relentless  effort 
and  unswerving  faith  in  our  fellow  practi- 
tioners. Perhaps  no  other  profession  is  so 


rich  in  opportunity  for  real  service  to  the 
community  and  to  the  country.  And  per- 
haps this  constant  vigil,  this  inability  to 
spare  themselves  either  physically  or  men- 
tally through  long  days  and  longer  nights, 
accounts  in  no  small  measure  for  the  ap- 
parent excess  mortality  from  serious  heart 
disease  in  the  medical  profession. 

And  to  our  departed  comrades  whom  we 
memorialize  today,  I utter  the  sincere 
prayer,  in  the  faith  that  I have,  that  when 
their  dying  eyes  began  to  read  the  mystic 
meaning  of  death,  they  heard  in  the  silence 
of  the  receding  night  the  great  waves  break- 
ing upon  the  farther  shore,  and  upon  their 
wasted  brows  they  have  already  felt  the 
breath  of  eternal  happiness.  The  letters, 
“M.D.,”  are  a symbol  of  civilization’s 
achievement  in  protecting  humanity.  Civi- 
lized society  says,  “The  title  ‘Doctor  of 
Medicine,’  is  my  precious  gift  to  those  who 
will  sacrifice  many  years  of  thei?  lives  to 
win  the  knowledge  and  the  skill  that  science 
has  built  up  to  guard  my  people  against 
illness.”  The  letters,  “M.D.,”  identify  the 
chosen  few  who  have  made  this  sacrifice 
and  are  qualified  by  experience  to  advise, 
prescribe,  and  care  for  mankind  whenever 
illness  threatens.  Florence  Fisher  Parry 
writes,  “Nothing  can  take  his  place — not 
priest  nor  minister  nor  all  the  clinics  that 
science  can  provide.  There  is  a rapport  and 
confidence  between  him  and  his  patient  which 
has  been  known  to  accomplish  miracles  and 
restore  to  breasts  of  mothers  babies  about  to 
die  and  to  the  arms  of  lovers  beloved  turned 
back  from  death.  There’s  something  about 
the  very  presence  of  a doctor  that  casts  out 
fear,  melts  apprehension,  breaks  down  sus- 
pense, performs  the  simple  miracle  of 
faith.” 

Our  colleagues  have  gone  to  that  “bourn 
from  whence  no  traveler  returns”  except 
in  the  memory  of  deeds  well  done ; the  sun- 
shine and  happiness  they  cast  along  the 
pathway  of  life  and  the  influence  for  good 
they  set  in  motion.  Year  in  and  year  out 
the  clock  of  time  ticks  out  the  fleeting  hours, 
the  loom  of  life  weaves  on,  as  the  threads 
of  man’s  influence  are  forever  woven  into 
the  warp  and  woof  of  the  finished  fabric. 
The  relentless  march  of  time  rolls  on,  un- 
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folding  in  its  wake  the  age-old  scroll  of 
life,  upon  whose  pages  are  forever  in- 
scribed the  deeds  we  have  done,  the  ambi- 
tions we  have  cherished,  the  achievements 
we  have  accomplished,  the  heartaches  and 
disappointments  we  have  suffered,  the 
tears  we  have  shed  and  the  sunshine  and 
happiness  we  have  left  behind.  Man’s  life 
is  like  a frail  bark  tossed  and  billowed  upon 
the  restless  sea  of  life,  and  however  well 
he  may  steer  his  frail  craft,  sooner  or  later  it 
goes  down  and  is  forever  submerged  be- 
neath those  turbulent  and  restless  waves  of 
time  and  space. 

And  in  closing  may  I bring  to  you  the 
words  of  George  D.  Prentice  in  his  “Man’s 
Higher  Destiny” : “It  cannot  be  that  the 
earth  is  man’s  only  abiding  place.  It  can- 
not be  that  our  life  is  a mere  bubble  cast  up 


by  eternity  to  float  a moment  on  its  waves 
and  then  sink  into  nothingness.  Else  why 
is  it  that  the  glorious  aspirations  which 
leap  like  angels  from  the  temple  of  our 
heart  are  forever  wandering  unsatisfied? 
Why  is  it  that  all  the  stars  that  hold  their 
festival  around  the  midnight  throne  are  set 
above  the  grasp  of  our  limited  faculties, 
forever  mocking  us  with  their  unapproach- 
able glory?  And,  finally,  why  is  it  that 
bright  forms  of  human  beauty  presented 
to  our  views  are  taken  from  us,  leaving  the 
thousand  streams  of  our  affections  to  flow 
back  in  Alpin  torrents  upon  our  hearts? 
There  is  a realm  where  the  rainbow  never 
fades,  where  the  stars  will  be  spread  out 
before  us  like  islands  that  slumber  in  the 
ocean,  and  where  the  beautiful  beings 
which  now  pass  before  us  like  shadows  will 
stay  in  our  presence  forever.” 


One  Hundred  Thirteenth 
Annual  Meeting 


TENNESSEE  STATE  MEDICAL 
ASSOCIATION 


Maxwell  House,  Nashville 
April  13,  14,  15,  1948 
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IMPORTANT  FACTORS  IN  THE  DIAGNOSIS  OF  FAVORABLE  BRAIN  TUMORS* 

NICHOLAS  GOTTEN,  M.D.,  and  C.  D.  HAWKES,  M.D.,  Memphis 


It  is  sixty  years  since  Sir  Victor  Horsley 
performed  the  first  operation  for  a brain 
tumor.6  In  these  six  decades  surgery  of 
the  nervous  system  has  developed  to  a point 
where  every  large  city  now  has  one  or  more 
neurosurgeons,  and  craniotomies  for  brain 
tumor  appear  on  the  operating  schedules 
of  our  larger  hospitals  almost  as  frequently 
as  surgical  procedures  for  the  removal  of 
growth  of  the  rectum,  stomach,  or  breast. 
Indeed,  the  technical  advances  brought 
about  by  the  work  of  Cushing,  Dandy  and 
many  others  have  made  brain  tumor  sur- 
gery no  more  hazardous  than  other  major 
tumor  surgery.  It  is  possible,  further- 
more, to  obtain  comparable  percentages  of 
cures. 

A few  years  ago,  in  an  effort  to  make 
the  profession  and  the  general  public  real- 
ize that  there  is  an  entirely  hopeful  side 
to  the  surgery  of  brain  tumors,  Dr.  Gilbert 
Horrax,  of  Boston,  pointed  out  that  more 
than  half  of  brain  tumors  can  be  classed 
as  “favorable.”3  By  this  he  meant  that 
these  tumors  are  capable  of  complete  and 
permanent  removal  resulting  in  the  cure 
of  the  patients.  In  1943,  Horrax  reviewed 
a series  of  four  hundred  consecutive  cases, 
verified  pathologically,  with  a follow-up  of 
from  three  and  one-half  to  eight  years.4 
Cases  which  could  be  classified  as  having 
favorable  tumors  numbered  218,  or  54.4%. 
One  hundred  forty-eight,  or  67.8%,  of  the 
favorable  group  were  living  and  engaged 
in  useful  occupations  at  the  time  of  the 
report.  There  were  27  operative  deaths 
among  this  group,  and  if  one  takes  the 
percentage  of  useful  life  among  the  191 
who  survived  the  operation,  this  figure 
rises  to  77.6%. 

It  is  obvious  that  it  is  with  the  group  of 
favorable  cases  of  brain  tumor  that  we 
must  work  in  order  to  obtain  more  cures 
by  neurological  surgery.  In  order  to  re- 

*From the  Departments  of  Neurology  and  Neu- 
rosurgery, University  of  Tennessee  Medical  School, 
Memphis,  Tennessee.  Read  before  the  Tennessee 
State  Medical  Association,  Memphis,  April  9,  10,  11, 

1947. 


duce  the  operative  mortality  in  this  group 
and  also  in  order  to  reduce  the  number  of 
severely  disabled  patients  among  the  sur- 
vivors, it  becomes  of  great  importance  to 
make  the  diagnosis  early.  This  will  not 
only  bring  the  patient  to  the  operating 
table  in  better  condition  but  will  also  mean 
that  his  tumor  will  have  not  attained  such 
size  as  to  make  its  removal  technically  dif- 
ficult, if  not  impossible. 

Among  all  types  of  brain  tumors,  gliomas 
constitute  about  43%  ; pituitary  adenomas, 
17%;  meningioma,  13%;  acoustic  neuro- 
mas, 9%;  and  a miscellaneous  group  con- 
sisting of  angiomas,  hemangiomatous  cysts, 
colloid  cysts  of  the  third  ventricle,  cranio- 
pharyngiomas, cholesteatomas,  etc.,  18%.1 
Among  favorable  brain  tumors,  however, 
gliomas  constitute  only  13%,  and  these  are 
mostly  of  a cystic  character.  Meningiomas, 
on  the  other  hand,  constitute  36%  ; pitui- 
tary adenomas,  13%;  acoustic  neuromas, 
15%  ; and  the  miscellaneous  group,  23%. 
(Table  l.)3  The  factors  important  in  the 
diagnosis  of  this  latter  group  are  those  to 
which  we  must  pay  strict  attention  if  we 
are  to  improve  our  results. 

Percivel  Bailey  has  said  in  his  book  on 
Intracranial  Tumors,  “The  first  step  to- 
ward establishing  a diagnosis  of  intra- 
cranial tumor  is  to  have  the  possibility  of 
its  presence  occur  to -the  physician.”1  With 
this  statement  in  mind,  it  is  our  purpose 
in  this  discussion  to  emphasize  in  the  minds 
of  all  of  us  certain  every-day  symptoms 
which  in  some  instances  may  be  due  to  a 
brain  tumor  of  incidious  onset,  and  which 


TABLE  1 

Favorable  Brain  Tumors 


Meningiomas 

36% 

Acoustic  Neuromas 

15% 

Pituitary  Adenomas 

13% 

Gliomas  (mostly  cystic) 

13% 

Miscellaneous 

13% 

Angiomas 

Hemangiomatous  cysts 

Colloid  cysts  of  third  ventricle 

Craniopharyngiomas 

Cholesteatomas 

Horrax,  G. : New  Eng.  J.  Med.,  224:  307-312, 
1941. 
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TABLE  2 

Early  Indications  of  Favorable 
Brain  Tumors 

1.  Recurrent  headache. 

2.  Gradually  failing  vision. 

3.  Convulsive  disorders. 

4.  Cranial  nerve  disturbances. 

5.  Repeated  small  cerebrovascular  episodes. 

if  properly  followed  up,  can  lead  to  a suf- 
ficiently early  diagnosis  to  contribute  mate- 
rially to  the  possibility  of  cure. 

Factors  in  Early  Diagnosis 

When  a patient  presents  himself  with 
progressive  headache,  vomiting  and  loss  of 
vision,  the  probability  of  a brain  tumor 
comes  readily  into  one’s  mind.  It  is  when 
the  symptoms  are  more  subtile  that  arrival 
at  the  correct  diagnosis  may  be  danger- 
ously delayed.  We  have  felt  it  worthwhile, 
therefore,  to  point  out  in  this  paper  some 
of  the  factors  which  can  lead  to  an  early 
diagnosis  in  cases  of  favorable  brain  tu- 
mors, by  which  the  outlook  for  these  pa- 
tients can  be  greatly  improved.  (Table  2.) 

Recurrent  Headaches:  So  many  patients 
come  to  the  physician  with  the  complaint 
of  headache,  that  aside  from  that  group 
in  which  the  cause  is  obvious,  it  is  some- 
times difficult  to  separate  out  those  patients 
in  which  there  is  some  basic  organic  path- 
ology from  those  who  are  psychoneurotic. 
A patient  with  recurrent  headaches,  in 
whom  general  medical  investigation  proves 
negative,  and  in  whose  case  ordinary  meth- 
ods of  relief  fail,  should  be  regarded  as  a 
brain  tumor  suspect.  A meningioma  in 
a relatively  silent  area  may  produce  head- 
ache by  traction  on  bridging  vessels  be- 
tween the  cerebral  hemisphere  and  the  dura 
long  before  the  development  of  increased 
intracranial  pressure  or  of  localizing  signs. 
Cystic  astrocytomas  or  hemangiomatous 
cysts  of  the  cerebellum  may  first  manifest 
themselves  by  causing  recurrent  bouts  of 
headache,  as  may  also  colloid  cysts  of  the 
third  ventricle.  Vomiting  may  also  accom- 
pany these  attacks,  but  the  development  of 
papilledema  usually  associated  with  intra- 
cranial pressure  may  not  become  evident 
for  a long  time  in  these  cases.  For  these 
reasons  the  patient  with  recurrent  head- 
aches should  be  subjected  to  thorough  neu- 


rological examination,  including  encephal- 
ography in  most  instances. 

Failing  Vision:  Gradually  failing  vision 
may  occur  in  certain  types  of  favorable 
brain  tumors  long  before  the  symptoms 
have  become  so  outspoken  that  the  diag- 
nosis can  be  readily  established.  This  is 
due  to  slowly  progressive  optic  atrophy. 
If  the  condition  is  not  recognized  in  time 
in  these  patients,  even  though  the  tumor 
may  be  benign  and  completely  removed 
with  the  relief  of  other  difficulties,  they 
may  be  doomed  to  live  a sightless  life.5 
Pituitary  adenomas,  meningiomas  growing 
in  the  region  of  the  optic  nerve,  and  the 
acoustic  neuromas  of  the  cerebello-pontine 
angle  are  types  of  favorable  tumors  which 
may  often  have  onset  with  gradually  fail- 
ing vision.  If  the  visual  failure  is  erro- 
neously attributed  to  sinus  disease,  anemia, 
multiple  sclerosis,  or  some  former  head  in- 
jury, the  presence  of  the  tumor  may  be 
readily  overlooked  during  the  curable  stage. 
Therefore,  these  patients  likewise  merit 
thorough  neurological  and  neurosurgical  in- 
vestigation. 

Convulsive  Disorders : It  has  long  been 
taught  that  convulsions  coming  on  in  adult 
life  should  make  one  suspect  the  possibility 
of  a brain  tumor.  A meningioma  of  the 
falx,  adjacent  to  the  motor  area,  may  read- 
ily give  rise  to  Jacksonian  epilepsy  as  it 
attains  significant  size.  Angiomas  of  the 
cerebral  cortex  are  another  type  of  favor- 
able tumor  that  commonly  give  rise  to  con- 
vulsive seizures  early  in  their  development. 
Even  in  childhood — the  common  age  period 
for  the  development  of  idiopathic  epilepsy 
— convulsive  seizures  which  do  not  fall  into 
the  typical  pattern,  or  which  are  recalcitant 
to  medical  control,  or  which  do  not  give 
rise  to  typical  electroencephalogram  pat- 
terns, should  suggest  the  possibility  of 
tumor.  In  all  these  instances,  further  in- 
vestigation is  warranted. 

Cranial  Nerve  Disturbances : Disorders 
of  the  cranial  nerves,  more  or  less  isolated 
in  character,  may  be  the  first  sign  of  a 
brain  tumor.  Thus,  loss  of  sense  of  smell 
may  be  the  first  sign  of  a meningioma  of 
the  olfactory  grove  or  the  tuberculum 
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sellae.  Loss  of  sense  of  smell  associated 
with  failing  vision  should  always  suggest 
this  type  of  tumor.  Other  disorders  of  the 
optic  nerve  as  the  first  indication  of  an  in- 
tracranial neoplasm  have  been  discussed 
under  failing  vision. 

Other  examples  of  favorable  brain  tu- 
mors affecting  the  cranial  nerves  are  those 
growths  occurring  in  the  cerebello-pontine 
angle.  The  acoustic  neuroma  characteris- 
tically starts  off  with  failure  of  hearing 
and  tinnitus,  due  to  its  origin  in  the  au- 
ditory nerve.  The  fifth,  sixth,  or  seventh 
cranial  nerves  may  be  subsequently  in- 
volved by  this  growth,  but  neuriomas  of 
the  fifth  nerve  may  start  off  with  corneal 
anesthesia  or  pain  in  the  face.  In  a series 
of  250  cases  of  trigeminal  neuralgia,  Dandy 
has  reported  18  instances  of  cerebello- 
pontine angle  growths.2  Pearly  tumors  or 
cholesteatomas  likewise  may  occur  in  this 
region  affecting  one  or  more  of  these  nerves. 
Chordomas  lying  in  the  base  of  the  skull 
may  cause  multiple  and  .bilateral  cranial 
nerve  signs  in  their  early  development,  and 
meningiomas  of  the  floor  of  the  skull  are 
likewise  sometimes  seen.  Any  cranial  dis- 
order should  be  carefully  traced  to  its 
origin  and  neoplastic  cause  excluded  by 
careful  study. 

Repeated  Small  Cerebrovascular  Acci- 
dents: Particularly  in  the  older  age  group, 
the  occurrence  of  a brief  period  of  uncon- 
sciousness associated  with  transient  neuro- 
logical disturbances  is  usually  passed  off  as 
the  result  of  a small  area  of  softening  due 
to  cerebral  infarction  or  anemia,  on  the 
basis  of  arteriosclerosis  or  other  cerebro- 
vascular disturbance.  Episodes  of  this 
character,  particularly  when  occurring  re- 
peatedly, should  be  regarded  with  high  sus- 
picion. A slowly  growing  neoplasm  may 
cause  interference  with  the  blood  supply  to 
part  of  the  brain  to  produce  an  identical 
picture.  Likewise,  degeneration  of  the 
tumor  with  some  small  hemorrhage  or  in- 
farction in  it  may  cause  a similar  episode. 
Once  again,  meningiomas  are  prone  to  cause 
this  type  of  disturbance,  but  cystic  or  well- 
circumscribed  fibrillary  astrocytomas  may 
do  the  same  thing.  As  in  the  foregoing 


TABLE  3 

X-Ray  Changes  Caused  by  Favorable 
Tumors 

1.  Meningiomas 

(a)  Increased  localized  vascularity 

(b)  Bony  thickening — endostoses,  exostoses 

(c)  Calcification 

(d)  Spiculization 

2.  Acoustic  Neuromas 

(a)  Enlargement  of  internal  auditory  meatus 

(b)  Erosion  of  petrous  ridge 

3.  Pituitary  Adenomas 

(a)  Enlargement  of  sella 

(b)  Erosion  of  clinoids 

4.  Gliomas  and  Vascular  Tumors 

(a)  Internal  calcification 

(b)  Shift  of  pineal  body 

5.  Congenital  Growths 

(a)  Flattening  of  sella  (craniopharyngiomas) 

(b)  Calcification  (craniopharyngiomas, 
cholesteatomas,  pinealomas) 

instances  cited  these  patients  merit  careful 
neurological  investigation,  and  in  most  in- 
stances should  have  air  studies. 

Diagnostic  Investigation 
Once  the  suspicion  of  a brain  tumor  has 
been  brought  to  the  physician’s  mind  by 
the  presence  of  one  of  the  foregoing  symp- 
toms, it  is  important  that  he  not  hesitate 
to  see  that  thorough  investigation  is  in- 
stituted. Careful  history  taking  and  neu- 
rological examination,  of  course,  constitute 
the  first  step.  X-rays  of  the  skull  may 
give  information  of  diagnostic  accuracy  in 
many  cases.  (Table  3.)  Meningiomas  may 
cause  increased  localized  vascularity,  bony 
thickening  or  spiculization,  endostoses,  cal- 
cification, or  what  appears  to  be  a large 
osteoma  overlying  an  intracranial  tumor. 
Acoustic  neuromas  cause  characteristic  ero- 
sion of  the  internal  auditory  meatus  and 
petrous  ridge.  Pituitary  adenomas  cause 
enlargement  of  the  sella  turcica  and  ero- 
sion of  the  clinoid  processes.  (Figure  1.) 
Craniopharyngiomas  cause  deformity  of  the 
sella  often  with  calcification  above  it.  Cer- 
tain giomas,  notably  oligodendrogliomas, 
and  vascular  tumors  may  show  character- 
istic calcification.  A shift  of  the  pineal 
body  may  indicate  the  presence  of  a space 
occupying  lesion. 

Examination  of  the  visual  fields  is  of 
great  importance,  especially  when  a history 
of  gradually  failing  vision  is  obtained.  The 
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Figure  1 

Lateral  skull  roentgenogram  in  case  of  pituitary 
adenoma,  showing  destruction  of  posterior  clinoid 
processes  and  ballooning  of  the  sella. 

characteristic  bitemporal  hemianopsia  of  a 
pituitary  adenoma  may  be  disclosed.  (Fig- 
ure 2.)  In  the  absence  of  evidence  of 
increased  intercranial  pressure,  lumbar 
puncture  may  be  indicated.  Elevation  of 
the  spinal  fluid  protein,  particularly  char- 
acteristic of  acoustic  neuromas  and  of  tu- 


mors in  or  impinging  on  the  ventricles,  may 
indicate  the  need  for  further  investigation. 

However,  in  many  cases  where  neuro- 
logical examination,  skull  X-rays,  and  lum- 
bar puncture  reveal  nothing,  encephalog- 
raphy should  nevertheless  be  undertaken, 
when  some  of  the  previously  mentioned 
indications  have  given  rise  to  suspicion  of 
an  intracranial  tumor.  Marked  deformity 
of  the  ventricular  system  indicating  the 
presence  of  a tumor  may  be  found.  (Fig- 
ure 3.)  The  procedure  is  so  simple  and 
involves  so  little  risk  that  it  should  always 
be  employed  in  doubtful  cases.  In  our  ex- 
perience with  more  than  a thousand  en- 
cephalograms, we  have  never  seen  a fatal- 
ity or  serious  consequence  following  a neg- 
ative study.  If  there  is  evidence  or  rea- 
sonable suspicion  of  increased  intracranial 
pressure  or  of  a cerebellar  lesion,  ventric- 
ulography should,  of  course,  be  performed 
rather  than  injection  of  the  cerebrospinal 
fluid  pathways  by  the  lumbar  route.  In 
any  case  these  procedures  should  be  carried 
out  by  a neurological  surgeon  who  is  pre- 
pared to  go  ahead  with  a craniotomy  should 
the  presence  of  a tumor  be  disclosed. 


Name  Q,  ^3  . 
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Comments 


The  faini  vertical  and  horizontal  lines  are  placed  4°  apart;  each  square  thus  formed  being  equivalent  to  1 sq.  mm.  on  the  retina.  (Cowart)  • 

Figure  2 

Visual  fields  from  case  of  pituitary  adenoma, showing  typical  bitemporal  hemianopsia. 
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Figure  3 

Posterior-anterior  ventriculogram,  showing  de- 
formity produced  by  large  parieto-occipital  gran- 
uloma which  showed  no  localizing  signs  clinically. 
Catheters  have  been  placed  in  the  lateral  ven- 
tricules. 

Summary  and  Conclusions 

1.  The  attainment  of  a higher  percentage 
of  cures  in  brain  tumor  surgery  must  be 
accomplished  mainly  by  earlier  diagnosis  of 
tumors  in  the  favorable  group : meningio- 
mas, acoustic  neuromas,  pituitary  adeno- 
mas, certain  gliomas,  and  certain  vascular 
and  congenital  growth. 

2.  Early  diagnosis  of  these  tumors  rests 
on  a knowledge  of  the  importance  of  (a) 
recurrent  headache,  (b)  gradually  failing 
vision,  (c)  convulsive  disorders,  (d)  cra- 
nial nerve  disturbances,  and  (e)  repeated 
small  cerebrovascular  accidents  as  early  in- 
dications. 

3.  Suspicion  aroused  by  these  early  indi- 
cations must  be  promptly  followed  through 
by  careful  neurologic  and  roentgenologic 
investigation,  not  neglecting  the  employ- 
ment of  encephalography  (or  ventriculog- 
raphy when  indicated)  in  almost  every  in- 
stance. 

4.  By  use  of  these  methods  it  appears 
that  the  operative  mortality  and  occasional 
instances  of  severe  resulting  disability  in 


cases  of  favorable  brain  tumors  can  be  re- 
duced. 
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DISCUSSION 

DR.  C.  C.  TURNER  (Memphis)  : Drs.  Gotten 
and  Hawkes  have  adequately  stressed  the  impor- 
tance of  recognizing  the  early  symptoms  and  diag- 
nostic criteria  of  primary  intracranial  neoplasms. 
As  “Favorable  Brain  Tumors,”  too  much  impor- 
tance cannot  be  placed  upon  a consideration  of 
their  early  symptoms  and  some  of  the  usually 
associated  neurological  signs.  The  scope  of  such 
a paper  permits  only  a reference  to  the  sign  posts 
of  symptomatology  in  the  time  allotted  for  the 
presentation  of  this  program.  We  would,  there- 
fore, elaborate  on  some  of  the  more  important 
symptoms  referred  to. 

1.  Headache.  This  may  or  may  not  be  an  early 
symptom.  Its  presence  indicates  torsion  or  com- 
pression of  the  cerebral  vessels  or  Dural  sinuses. 
It  is  of  bursting  type,  in  contra-distinction  to  the 
band-like  compression  headache  of  functional 
origin.  It  may  be  recurrent  or  almost  constant. 
The  periods  between  its  recurrence  may  vary, 
without  the  appearance  of  any  other  symptom  or 
sign.  It  is  usually  more  aggravated  on  first  aris- 
ing in  the  morning,  as  the  blood  pressure  normally 
rises  with  increasing  activity  after  the  night’s 
rest.  It  is  intensified  on  coughing,  sneezing,  hold- 
ing the  breath  or  bending  over.  It  has  no  partic- 
ularly constant  location,  but  if  so,  this  does  not 
necessarily  indicate  the  area  of  the  tumor.  Frontal 
headache  is  the  most  frequent,  but  may  be  present 
with  posteriorly  placed  tumors.  Likewise,  frontal 
tumors  may  produce  occipital  headache. 

2.  Vomiting  may  accompany  headache,  although 
it  may  occur  without  headache,  particularly  in 
children.  This  symptom  may  be  indicative  of 
upper  brain  stem,  or  fourth  ventricle  tumors, 
which  are  more  common  in  children  and  may  then 
be  considered  as  a reflex  phenomenon,  due  to  irri- 
tation of  the  vagus  centres.  This  is  also  true  in 
subtentorial  posterior  fossa  tumors  where  stretch- 
ing of  the  tentorium  or  the  Dura  covering  the 
floor  of  the  posterior  fossa  is  in  progress.  The 
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sensation  of  these  structures  is  partially  subserved 
by  the  sensory  divisions  of  the  vagus  nerve. 

Cerebral  vomiting  may  occur  with  or  without 
nausea.  Its  projectile  quality,  referred  to  by  the 
early  investigators,  is  more  or  less  a myth.  Cere- 
bral vomiting  may  differ  in  no  way  from  that  of 
gastro-intestinal  origin. 

3.  Failing  vision  is  not  an  early  symptom  of 
cerebral  tumors.  It  results  from  prolonged  papil- 
ledema, after  atrophy  from  strangulation  of  the 
fibres  composing  the  optic  nerve  has  set  in.  In 
some  meningiomas,  however,  involving  the  optic 
nerves  directly,  failing  vision  is  an  early  symptom 
and  may  precede  papilledema.  Such  tumors  de- 
mand skillful  differentiation  in  their  early  onset 
from  affections  of  the  optic  nerves  themselves. 
The  degree  of  papilledema  is  no  criterion  for 
failing  vision,  for  visual  acuity  may  be  maintained 
in  the  presence  of  early  but  a severe  degree  of 
choking. 

4.  Convulsions  may  or  may  not  be  an  early  in- 
dication of  brain  tumors.  Some  authors  put  the 
onset  of  convulsions  as  low  as  5%  as  a component 
of  all  brain  tumors.  However,  the  appearance  of 
convulsions  later  than  the  usual  age  of  onset  of 
idiopathic  epilepsy  should  arouse  the  suspicion  of 
a cerebral  neoplasm.  Its  mechanism  results  from 
encroachment  by  compression  or  irritation  of  the 
motor  or  premotor  area.  The  presence  of  a local- 
izing pattern  of  the  convulsion,  in  which  the  face, 
arm,  leg,  or  whole  side  of  the  body  are  involved 
in  the  convulsive  attack,  should  make  the  consid- 
eration of  cerebral  neoplasm  all  the  more  one  of 
demand.  Also,  a close  observation  of  the  spread 
of  these  attacks  may  be  of  valuable  assistance  in 
localization  of  the  tumor.  This  is  particularly  so 
if  the  convulsion  be  followed  by  a temporary  but 
repeatedly  loss  of  motor  power  in  the  convulsive 
area. 

5.  Cranial  nerve  signs  usually  bespeak  affections 
in  or  around  the  brain  stem  in  the  posterior  fossa, 
although  a tumor  of  the  middle  fossa  may  envolve 
the  fifth  nerve,  giving  trifacial  pain  with  anes- 
thesia over  the  painful  area,  together  with  various 
patterns  of  ophthalmoplegia.  In  the  posterior  fossa 
cerebellar  tumors,  cerebello-pontine  angle  tumors, 
including  neuromas,  may  account  for  facial  paral- 
ysis, tinnitus,  deafness,  internal  squint,  laryngo- 
plegia,  pharyngoplegia  and  glossoplegia.  These 
cranial  nerve  signs  when  resulting  from  tumors 
are  persistent  and  progressive.  They  may  appear 
and  progress  for  some  time  without  the  usual 
symptoms  of  headache  or  signs  of  increased  intra- 
cranial pressure. 

Drs.  Gotten  and  Hawkes  have  adequately  de- 
tailed the  diagnostic  criteria  in  tumor  suspects  of 
manometric  spinal  fluid  studies,  pneumo  encephal- 
ography and  pneumoventriculography.  The  value 
of  electro-encephalography  should  not  be  omitted. 
Early  in  supra-tentorial  tumors,  the  electro- 
encephalogram may  often  be  a lead  to  an  unsus- 
pected cerebral  neoplasm. 

It  is  needless  to  emphasize  the  value  of  a careful 


and  searching  neurological  examination  in  “tumor 
suspects.” 

DR.  JOSEPH  JOHNSON  (Chattanooga)  : Dr- 
Gotten  and  Dr.  Hawkes  have  prepared  a paper 
which  is  both  a pleasure  to  read  and  a pleasure 
to  listen  to.  They  have  emphasized,  I think  su- 
perbly, the  importance  of  careful  diagnostic 
workup. 

As  Dr.  Hawkes  said  a moment  ago,  since  Victor 
Horsley  first  did  his  crainotomy,  a great  many 
contributions  have  made  possible  safe  opening  of 
the  skull;  not  only  by  men  working  in  the  field 
of  neurosurgery  but  those  who  have  contributed 
to  blood  volume  studies  and  to  the  field  of  anes- 
thesia. 

The  remarks  regarding  relative  safety  both  of 
neurosurgical  procedures  such  as  the  removal  of 
tumors,  and  particularly  with  regard  to  diagnostic 
procedures,  are  most  pertinent.  Encephalograms 
are  not  a hazardous  procedure.  As  was  empha- 
sized, they  should  be  employed  by  the  neuro- 
surgeon who  is  equipped  and  qualified  to  go  into 
the  skull  should  the  occasion  arise.  However,  the 
procedure  is  a painful  one. 

I would  like  to  emphasize  that,  as  Colonel  Porter 
said  a moment  ago  in  the  evaluation  of  headache 
and  the  evaluation  of  paralysis,  the  careful  taking 
of  history  is  the  most  important  initial  diagnostic 
procedure.  It  cannot  be  emphasized  too  much  be- 
cause of  this  very  important  factor: 

The  somewhat  esoteric  examinations  which  fol- 
low the  neurosurgeon’s  initial  assumption  that  he 
is  dealing  with  a brain  tumor,  lend  further  sug- 
gestion to  the  neurotic  patient  (who  has  been  sub- 
jected to  ventriculography  at  times,  or  encephal- 
ography, and  who  has  submitted  to  constant  prob- 
ing), that  he  has  in  actuality  a brain  tumor.  This 
may  come  at  a time  when  careful  evaluation  of 
headache  requires  the  honest,  straightforward 
opinion  of  the  physician,  given  as  straightfor- 
wardly and  as  dogmatically  as  possible,  that  the 
man  does  not  have  a brain  tumor. 

There  comes  a time  when  any  physician  dealing 
with  any  illness  must  assert  that  within  the  limits 
of  his  diagnostic  skills  there  is  no  organic  illness 
present. 

Returning  to  procedures  which  an  internist  can 
well  employ,  the  use  of  visual  fields,  a small  tan- 
gent screen  as  a routine  diagnostic  aid  is  useful. 
It  is  helpful  to  anyone  confronted  with  the  problem 
of  headache. 

In  aiding  oneself  to  reach  a diagnosis,  if  one 
follows  the  very  straightforward  procedure  out- 
lined by  Dr.  Hawkes  and  Dr.  Gotten,  one  is  sure 
to  avoid  allowing  brain  tumors  to  go  on  past  oper- 
able stage. 

In  arriving  at  the  diagnosis  it  has  been  truth- 
fully said  that  one  should  think  first  of  the  possi- 
bility of  brain  tumor,  but  the  thought  must  result 
from  deductive  reasoning. 

It  is  fortunate  that  every  community  of  any  size 
these  days  has  a neurosurgeon  equipped  and  quali- 
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fied  to  do  diagnostic  and  therapeutic  work.  In  my 
own  community  of  Chattanooga  the  wealth  of 
neurological  and  neurosurgical  material  that  has 
come  to  light  there  since  the  arrival  of  Dr.  Au- 
gustus McCravey  has  been  an  eye-opener  to  the 
professional  community. 

Brain  tumors  must  be  looked  for  and  sought 
for,  and  looked  for  and  sought  for  with  great 
thoroughness. 

Thank  you  very  much.  (Applause.) 

DR.  C.  D.  HAWKES  (Closing)  : I wish  to  thank 


Dr.  Johnson  and  Dr.  Turner  for  their  remarks, 
and  in  closing,  merely  to  reemphasize  two  points: 

First,  concerning  encephalography.  It  is  about 
as  accurate  as  any  diagnostic  procedure  in  medi- 
cine, probably  about  97  per  cent  in  showing  the 
presence  or  absence  of  tumor.  A few  tumors  can- 
not he  detected  in  the  early  stages. 

The  second  point,  in  regard  to  what  Dr.  Turner 
has  covered,  is  this:  I would  like  to  reemphasize 
that  this  list  of  symptoms  is  not  presented  as 
symptom-complex,  but  as  certain  indications  which 
may  arise  as  the  first  warning  we  have  that  we 
are  dealing  with  a brain  tumor.  (Applause.) 


One  Hundred  Thirteenth 
Annual  Meeting 

TENNESSEE  STATE  MEDICAL 
ASSOCIATION 


Maxwell  House,  Nashville 


April  13,  14,  15,  1948 


March,  1948 


87 


PUBLIC  HEALTH  ASPECTS  OF  MEDICINE  IN  OAK  RIDGE* 

CHARLES  H.  BENNING,  M.D.,  Director  of  Public  Health,  Oak  Ridge 


Oak  Ridge,  or  more  correctly,  the  Clinton 
Engineer  Works,  covers  an  area  of  approx- 
imately 56,000  acres.  It  is  roughly  17  miles 
long  with  an  average  width  of  G miles.  It 
has  a rolling  topography  with  several  well- 
defined  valleys  and  protecting  hills  running 
at  convenient  angles.  Townsite  and  the 
residential  area  are  a masterpiece  of  archi- 
tectural design  conforming  to  the  contour 
of  the  hills  and  intervening  valleys. 

There  are  three  restricted  subareas  into 
which  no  one — and  this  includes  residents 
of  Oak  Ridge — can  penetrate  without  prop- 
er credentials. 

Oak  Ridge  cannot  be  seen  from  any  main 
highway  and  to  a stranger  the  outlay  of 
the  area  seems  to  strike  one  all  at  once, 
after  driving  for  miles  and  miles  in  appar- 
ently a rural  setting. 

There  are  very  few  permanent  buildings 
on  the  area  at  the  present  time,  most  of 
the  housing  being  of  the  prefabricated, 
semipermanent  type : flat  tops,  victory  cot- 
tages, hutments,  trailers,  and  dormitories. 
Boarded  up  farmhouses,  some  with  win- 
dows missing,  and  deserted  barns  are  no- 
ticeable to  the  observant  visitor.  This  gives 
the  appearance  to  the  casual  observer  of  a 
mass  migration  due  to  the  approach  of  some 
mysterious  and  feared  enemy. 

At  one  time  some  75,000  persons  lived  on 
the  area  in  addition  to  several  thousands 
who  commuted  to  work  from  miles  away. 
Today  the  population  is  approximately 
86,000. 

Oak  Ridge  has  three  distinct  water  sup- 
ply sources,  each  with  its  own  water  treat- 
ment plant.  There  are  five  separate  sew- 
age disposal  plants  in  operation.  Both 
Avater  and  sewage  treatment  are  of  a high 
standard,  and  are  under  the  supervision  of 
trained  personnel.  It  might  surprise  you 
to  learn  that  the  most  important  point  of 
water  intake  is  downstream  from  one  of 
Oak  Ridge’s  major  sewage  outfalls!  Com- 
petent sanitary  engineers  have  not  recom- 
mended any  radical  revision  of  this  unusual 


*A  paper  presented  to  the  Knoxville  Academy  of 
Medicine,  June  24,  1947. 


relationship,  one  reason  and  an  adequate 
one,  being  that  the  sewage  effluent  is  purer 
than  the  diluting  water  coming  down- 
stream. Their  judgment  has  been  con- 
firmed by  the  passage  of  almost  four  years 
without  evidence  of  a water-borne  outbreak 
or  epidemic. 

The  Health  Department  came  into  being 
January  7,  1944,  when  Captain  B.  M.  Blum, 
an  army  medical  officer  who  was  a career 
public  health  man,  was  appointed  Area 
Health  Officer.  At  the  time  of  his  appoint- 
ment, Captain  Blum  was  stationed  in  Chi- 
cago. He  was  ordered  to  report  to  the  Clin- 
ton Engineer  Works,  Clinton,  Tennessee. 

Inquiries  in  Knoxville  as  to  what  and 
where  were  the  Clinton  Engineer  Works 
elicited  blank  stares  or  suspicious  looks. 

On  his  arrival  at  Clinton,  he  followed  the 
almost  solid  line  of  cars  and  trucks  over  a 
rugged  eight  miles  of  mud  and  ruts  to  some- 
thing called  “The  Project.”  At  that  point, 
a large  sign  struck  the  line  of  vision.  It 
said,  “Military  Area.  No  guns,  ammuni- 
tion, liquor,  cameras,  radios,  or  field  glasses 
allowed.”  The  military  police  demanded  his 
identification  papers  and  orders  to  report. 
Not  satisfied  with  that,  Army  Intelligence 
on  the  area  had  to  be  called  before  final 
clearance  to  enter  the  secret  city  of  America 
was  obtained. 

At  that  time  in  January,  1944,  Oak  Ridge 
was  a village  of  only  19,000  persons  who 
were  working  at  great  pressure  under  dif- 
ficult conditions.  These  were  the  builders 
of  houses,  dormitories,  laboratories,  roads, 
and  necessary  basic  elements  of  sanitation. 
By  the  middle  of  June,  1944,  the  population 
had  jumped  to  50,000,  and  the  peak  of 
75,000  was  reached  in  May,  1945. 

Heroic  efforts  naturally  were  necessary 
to  keep  outbreaks  of  gastro-intestinal  dis- 
orders and  the  respiratory  diseases  from 
seriously  hampering  construction. 

Environmental  sanitation  consequently 
was  a major  job  which  needed  top  priority. 
There  was  virtually  no  supervision  of  the 
milk  supply.  No  one  had  had  time  to  look 
into  the  water  supply  and  sewage  disposal 
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from  the  public  health  point  of  view.  Cafe- 
teria sanitation  was  the  subject  of  universal 
complaint. 

The  streets  and  roads  were  knee-deep  in 
mud.  In  those  early  days,  it  could  truly 
be  said  that  one  could  walk  in  the  streets 
and  have  mud  up  to  the  knees  and  dust 
blowing  on  one’s  face  at  the  same  time ! 

In  the  first  months  of  its  existence,  Oak 
Ridge  had  virtually  no  regulations  govern- 
ing sanitation.  It  was  an  area  run  by  the 
army  but  over  which  the  State  had  refused 
to  give  up  its  authority.  The  status  of  Oak 
Ridge  still  remains  clouded. 

There  was  no  control  over  the  source  of 
a vital  food : milk.  The  community  em- 
ployed no  milk  inspectors,  did  no  laboratory 
examination  of  milk.  It  issued  no  permits 
for  its  sale;  in  fact,  there  was  no  milk 
ordinance  controlling  the  situation.  With 
the  tremendous  increase  in  population  al- 
most daily,  such  a situation  was  fraught 
with  grave  danger,  the  possibility  of  a milk- 
borne  epidemic  due  to  milk  from  unknown, 
uninspected  sources. 

The  administrative  officers  responsible 
for  planning  the  medical  health  services  for 
the  lusty,  growing  community  should  be 
congratulated  upon  their  very  early  recog- 
nition of  the  urgent  need  for  a health  of- 
ficer and  an  adequate  department  of  public 
health. 

In  February,  1944,  the  Milk  and  Water 
Laboratory  began  to  function  with  a quali- 
fied staff  in  control.  Results  of  standard 
plate  counts  and  phosphatase  tests  provided 
cause  in  those  early  days  for  considerable 
concern.  Our  milk  inspectors  ranged  over 
a wide  area  to  find  supplies  of  raw  milk 
which  were  produced  in  a fairly  sanitary 
manner.  In  those  days,  due  to  a manpower 
shortage  shared  by  the  farmers,  finding  the 
necessary  quantities  of  milk  was  not  an 
easy  task.  It  was  obvious  that  Grade  A 
pasteurized  milk  could  not  be  insisted  upon. 
Milk  in  sufficient  quantities,  pasteurized 
and  from  fairly  clean  farms,  was  all  that 
could  be  expected.  Due  to  these  two  safe- 
guards, there  has  never  been  a milk-borne 
outbreak  in  Oak  Ridge.  Due  to  the  require- 
ment of  pasteurization  of  all  milk  brought 
on  the  area,  not  a single  case  of  undulant 


fever  or  streptococcic  sore  throat  has  been 
reported  as  due  to  milk. 

Sanitation  of  eating  establishments  was 
another  major  project.  Thousands  of  per- 
sons living  in  dormitories,  in  trailers,  in 
fact  anywhere,  and  thousands  of  commuters 
from  Knoxville  and  points  farther  away 
who  had  to  eat  in  this  community  at  least 
twice  a day  meant  superhuman  efforts  to 
serve  hundreds  of  thousands  of  meals  each 
week. 

The  use  of  DDT  to  keep  flies  and  insects 
down  around  these  places  was  of  consid- 
erable help.  Sanitary,  flyproof  privies  had 
to  be  built  and  maintained  to  prevent  the 
spread  of  gastro-intestinal  diseases. 

Because  of  the  shortage  of  physicians 
during  the  war  period,  a great  deal  of  clin- 
ical work  of  the  Health  Department  was 
assigned  to  army  physicians  on  duty  in  the 
area.  Such  activities  as  the  school  health 
program,  prenatal  and  postnatal  care,  Ve- 
nereal disease  clinics,  etc.,  etc.,  became  a 
function  of  the  army.  This  procedure  was 
absolutely  necessary  to  retain  workers  and 
keep  them  contented  and  their  families 
healthy. 

In  the  early  days,  due  to  the  limited 
supply  of  medical  and  nursing  personnel, 
the  amount  of  health  education  was  lim- 
ited to  avoid  requests  for  services  that  a 
health  department  normally  renders. 

The  tuberculosis  program  demanded 
much  attention.  The  high  rate  of  labor 
turnover,  coupled  with  the  practice  of  the 
more  important  operating  companies  taking 
pre-employment  X-rays  routinely,  led  to  the 
discovery  of  a large  number  of  cases  of 
tuberculosis  from  all  parts  of  Tennessee  and 
other  states. 

The  finding  of  these  cases  opened  up  an- 
other problem : their  isolation  or  hospitali- 
zation. It  was  impossible  to  isolate  cases 
in  a boom  town.  Numerous  cases  came 
from  areas  where  hospital  beds  were  piti- 
fully few  and  often  restricted  by  regula- 
tions which  prevented  the  hospitalization  of 
cases  most  dangerous  to  the  community. 

Due  to  mass  vaccinations  in  plants  and 
among  army  personnel,  this  area  has  been 
entirely  free  of  smallpox  since  its  inception. 

Only  fourteen  cases  of  diphtheria  have 
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been  reported  since  the  inception  of  Oak 
Ridge  up  to  December  31,  1946,  and  five 
cases  of  typhoid  for  a like  period.  No 
deaths  have  been  recorded  from  either  of 
these  two  diseases  up  to  the  present  time. 

The  public  health  personnel  now  totals 
forty-six  divided  among  the  usual  divisions 
of  a health  department:  communicable  dis- 
ease control,  public  health  nursing,  public 
health  engineering,  laboratories,  health  edu- 
cation, public  health  statistics,  maternal  and 
child  hygiene,  venereal  diseases  and  tuber- 
culosis control,  plus  the  usual  administra- 
tive details. 

Emphasis  has  been  placed  by  necessity  on 
certain  public  health  procedures.  Due  to 
the  newness  of  Oak  Ridge — a mushroom 
town  born  of  war’s  necessity  and  urgency — 
the  Public  Health  Department  had  certain 
immediate  obligations  : a safe  water  supply, 
adequate  sewage  disposal,  and  necessary 
housing  of  a kind  for  all  people. 

Credit  must  be  given  to  the  architects 
and  contractors  who  designed  and  built  Oak 
Ridge  among  the  green  hills  and  valleys  of 
Eastern  Tennessee.  No  more  ideal  spot 
could  have  been  found  in  any  part  of  the 
country.  A river  surrounds  the  area  on 
three  sides.  From  this  river  comes  our 
water  supply  and  into  it  is  dumped  our 
sewage,  as  has  been  mentioned  before.  The 
climate  is  equable  and  the  surrounding 
country  a joy  to  the  eye. 

Today,  Oak  Ridge  is  settling  down  to  be 
a member  of  the  society  of  Tennessee’s 
larger  cities.  Jt  will  continue  to  have  cer- 
tain restrictive  features  not  seen  in  a nor- 
mal city.  The  restricted  areas  in  Oak 
Ridge  will  undoubtedly  remain  restricted 
for  a good  many  years.  I know  no  more 
of  what  goes  on  behind  the  barbed  wire 
fences  than  you  do.  You  and  I get  our 
information  from  the  newspapers  and  mag- 
azines as  to  what  is  planned  for  or  in  Oak 
Ridge. 

We  are  starting  from  scratch  in  Oak 
Ridge  and  the  Department  of  Public  Health 
is  trying  to  benefit  from  the  mistakes  made 
by  older  cities.  We  are  trying  to  cooperate 
in  making  Tennessee,  and  especially  East 
Tennessee,  as  healthy  a place  to  live  in  as 
our  modern  knowledge  of  preventive  medi- 
cine and  the  government  will  let  us. 


The  people  who  live  in  Oak  Ridge  are  a 
cosmopolitan  group,  of  all  levels  of  society, 
of  all  degrees  of  intelligence  and  education. 

There  is  a great  admixture  of  these  ele- 
ments. A family  who  a short  year  or  so 
ago  lived  in  a lowly  cabin  in  the  hill  country 
of  Tennessee  or  Kentucky  now  has  a house 
with  electric  lights,  electric  hot  water  heat- 
er, and  an  electric  stove.  There  is  running 
water  and  flush  toilets.  Thousands  of  peo- 
ple who  have  worked  and  lived  in  Oak 
Ridge  have  gained  by  this  association. 
Northerners  and  southerners  have  grown  to 
know  and  respect  each  other. 

The  problems  of  nuclear  research  and 
their  public  health  and  medical  aspects  do 
not  materially  come  under  the  jurisdiction 
of  the  Public  Health  Department. 

Other  types  of  research  work  dealing 
with  the  medical  aspects  of  nuclear  energy, 
such  as  early  detection  of  malignancies, 
blood  dyscrasias  and  goitre,  to  mention  but 
a few.  The  results  of  these  studies  will  in 
all  probability  be  published  at  some  future 
date. 

The  action  of  radioactive  substances  on 
living  creatures  naturally  receives  a great 
deal  of  attention  by  the  research  scientists. 

I see  by  the  papers  that  two  goats  that 
had  survived  the  Bikini  blast  were  present 
at  the  American  Medical  Association  meet- 
ing at  Atlantic  City.  Other  animals  are  un- 
doubtedly being  kept  under  observation  and 
will  continue  to  be,  so  as  to  determine  what 
deleterious  effects,  if  any,  are  permanent 
to  the  animals  or  their  offspring  of  several 
generations. 

Oak  Ridge  has  a large  general  hospital 
with  a contagion  wing  in  which  the  Di- 
rector of  Public  Health  can  house  cases  of 
the  ordinary  communicable  diseases. 

The  care  of  tuberculosis  patients  is  still 
a major  problem  due  to  the  lack  of  neces- 
sary beds  in  state  institutions.  However, 
no  case  needing  hospitalization  is  turned 
down  by  the  Oak  Ridge  hospital  authorities 
when  in  need  of  such  care. 

The  Director  of  Public  Health  is  a mem- 
ber of  the  Anderson  County  Crippled  Chil- 
dren’s Committee  and  acts  as  the  consultant 
in  Oak  Ridge  for  all  cases  financially  em- 
barrassed and  in  need  of  treatment. 

The  health  record  of  Oak  Ridge  is  excel- 
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lent.  This  has  been  due  in  the  past  to  the 
intelligent  desire  of  the  residents  of  Oak 
Ridge  to  be  healthy  and  remain  healthy. 

The  army  has  shown  a fine  spirit  of  co- 
operation in  backing  up  the  Director  of 
Public  Health  in  his  program  of  sanitation 
and  disease  prevention. 

It  is  felt  that  the  same  spirit  will  per- 
meate the  relations  with  the  Atomic  Energy 
Commission,  the  Health  Department,  and 
the  people  of  Oak  Ridge. 

The  physicians  of  Knoxville  and  the  sur- 
rounding countryside  are  to  all  intents  and 
purposes  a part  of  the  Oak  Ridge  medical 
fraternity. 

As  Vice-President  of  the  Roane  County 
Medical  Society  and  former  President  of 
the  Oak  Ridge  Medical  Society,  it  has  been 
my  privilege  to  meet  many  of  my  colleagues 
in  this  area.  It  is  my  hope  that  we  will 
continue  to  know  each  other  and  to  co- 
operate in  every  way  possible.  Unfortu- 
nately, certain  restrictive  procedures  of 
governmental  control  make  it  a little  irri- 
tating at  times  for  a visiting  physician,  but 
I am  sure  that  you  will  realize  that  the 
physicians  in  Oak  Ridge  cannot  change 
them  no  matter  what  their  personal  in- 
clinations may  be.  You  are  cordially  in- 
vited to  come  out  and  visit  the  Public  Health 
Department  and  see  a bit  of  Oak  Ridge  as 
my  guest,  if  you  have  not  had  this  oppor- 
tunity before.  You  who  are  regular  vis- 
itors to  Oak  Ridge  need  no  invitation.  We 


are  pleased  to  have  you  assist  us  in  our 
work. 

As  Director  of  Public  Health,  I natur- 
ally seek  your  cooperation  in  reporting  the 
diseases  such  as  the  venereal  diseases  and 
tuberculosis,  the  usual  communicable  dis- 
eases and  the  malignancies,  as  well  as  births 
and  deaths.  There  is  a direct  line  to  the 
Department  of  Public  Health  that  you  can 
make  your  calls  on  without  paying  toll. 
Write  it  down  for  future  reference.  It  is 
2-7131,  extension  4291. 

As  you  have  read  in  the  Knoxville  papers 
the  early  part  of  this  month,  Oak  Ridge 
might  have  a modern  health  department 
building,  to  be  constructed  some  time  in 
1948-1949.  In  it  we  hope  to  house  all  the 
usual  activities  of  the  health  department, 
which  are  at  present  spread  out  in  three 
different  buildings. 

Oak  Ridge  is  to  have  permanent  hous- 
ing. Oak  Ridge  is  apparently  here  to  stay. 
It  is  to  be  expected  that  this  permanency 
means  it  is  here  for  the  future  good  of 
Tennessee,  the  United  States,  and  the  world. 

It  is  hoped  that  this  outline  of  Public 
Health  activities  in  Oak  Ridge  has  proven 
of  interest  to  you.  It  has  been  presented 
as  a method  of  orienting  the  listener  as  to 
the  why  and  wherefore  of  the  public  health 
aspects  of  medicine  in  Oak  Ridge. 

The  views  and  statements  made  by  the  author  of 
this  article  are  his  own  and  are  not  to  be  construed 
to  be  those  of  the  Atomic  Energy  Commission  or 
any  of  its  agencies. 


Plan  to  Attend  the  113th  Annual  Meeting 
April  13,  14,  13,  1948 
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Blood 

“The  program  will  be  enabled  to  fulfill 
its  purpose  to  furnish  blood,  blood  plasma, 
and  all  of  its  derivations  to  all  the  people 
of  this  country  irrespective  of  race,  creed, 
color,  or  financial  ability  to  pay” 

The  quotation  is  from  the  outline  of  the 
National  Blood  Program  of  the  American 
Red  Cross.  To  secure  funds  to  carry  out 
this  program,  every  citizen  of  the  United 
States  will  be  asked  to  contribute.  One 
day’s  salary  or  wages  is  the  suggested 
amount  for  every  inhabitant  of  the  nation. 

Let  it  be  distinctly  understood  that  we 
have  no  objection  to  the  use  of  blood  by 
those  who  know  when  it  is  needed,  for  the 
benefit  of  those  who  need  it.  In  fact,  we 
most  heartily  approve  of  the  use  of  blood 
where  and  when  needed.  We  have  even 
gladly  acted  as  a donor.  This  is  not  a the- 
sis on  the  medical  use  of  blood.  It  is  an 
economic  protest  against  the  proposed  way 
of  securing  a valuable  therapeutic  agent. 

To  some  who  still  claim  a degree  of  pride 
in  being  an  American,  it  is  repugnant  to 
read  that  anything  will  be  given  to  “all 
the  people  . . . irrespective  of  financial 
ability  to  pay.”  That  sounds  socialistic,  as 
we  used  to  call  it  during  our  school  days. 
It  might  suit  the  socialistically  inclined 
British  of  today,  or  it  would  be  acceptable 
to  our  Russian  brothers,  but  it  just  is  not 
American. 

Again  the  program  will  be  in  the  hands 
of  good  people,  no  doubt,  but  what  do  they 


who  will  do  the  work  know  about  handling 
blood  ? 

The  House  of  Delegates  of  the  American 
Medical  Association  approves  the  Blood 
Program  “with  the  understanding  that  the 
operation  should  be  maintained  on  a com- 
munity level  with  the  approval  of  the  county 
medical  societies  concerned”  (Minutes,  At- 
lantic City  Session,  page  101).  Continued 
“approval  of  principle”  was  given  at  the 
Cleveland  Interim  Session,  “Provided  the 
American  Red  Cross  accept  the  following 
principle:  To  insure  safety  to  recipients, 
the  responsibility  of  the  technical  details 
must  rest  on  technically  trained  personnel 
under  the  control  of  local  or  state  medical 
societies.”  (Journal  of  American  Medical 
Association,  Vol.  136,  No.  4,  page  269.) 

The  program  has  been  put  into  operation 
locally  at  a number  of  places.  Where  this 
is  the  case,  several  of  the  medical  societies 
have  requested  the  Red  Cross  to  withdraw, 
due  to  the  unsatisfactory  way  in  which  the 
program  has  been  handled.  Detroit  was 
one  of  the  “show  places”  for  the  blood 
program.  A survey  shows  that  the  Red 
Cross  was  unable  to  furnish  fifty  per  cent 
of  the  amount  used,  and  the  continuation 
of  the  program  was  not  recommended.  In 
Cincinnati  the  Medical  School  gave  strong 
reasons  why  the  National  Red  Cross  Blood 
Program  should  not  be  inaugurated  locally. 
In  New  York  three  of  the  five  medical  soci- 
eties have  disapproved  of  the  way  the  pro- 
gram was  running.  In  the  State  of  Cali- 
fornia the  House  of  Delegates  condemns 
the  program  and  asks  the  American  Medi- 
cal Association  to  reconsider  its  “approval 
in  principle.” 

Other  state  and  county  societies  are  con- 
sidering the  plan.  However,  it  is  safe  to 
say  that  the  program  will  not  succeed  na- 
tionally, as  it  is  economically  unsound,  sci- 
entifically defective,  and  poorly  adminis- 
tered. It  has  failed  where  tried  and  should 
be  abandoned.  If  not  abandoned  in  toto, 
it  should  be  radically  modified. 


Transmission  of  Malaria  by 
Blood  Donors 

Many  cases  of  malaria  occurred  among 
members  of  the  Armed  Forces  serving  in 
the  South  Pacific  during  the  war.  Since 
relapses  with  these  foreign  strains  of  ma- 
laria may  occur  over  several  years  after  the 
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initial  attack,  it  is  not  surprising  that  such 
relapses  are  still  occurring  among  veterans 
living  in  the  State.  Some  of  these  men  are 
carriers  of  the  parasites  without  having 
clinical  attacks. 

The  Journal  has  learned  of  two  instances 
occurring  in  recent  weeks  where  malaria 
was  transmitted  in  Tennessee  through  the 
use  of  veterans  as  donors  for  blood  trans- 
fusions. This  indicates  the  importance  of 
taking  a history  to  determine  if  prospec- 
tive donors  who  are  veterans  have  had 
malaria  contracted  overseas  and  the  care- 
ful examination  of  blood  specimens  for 
malaria.  Since  the  parasites  are  difficult 
to  find  except  during  an  attack,  perhaps  a 
person  who  gives  a history  of  malaria  over- 
seas should  be  excluded  as  a donor. 


Tentative  Program  of  the  113th 
Annual  Meeting 

Tentative  program  of  the  113th  Annual 
Meeting  of  the  Tennessee  State  Medical 
Association,  Maxwell  House,  Nashville, 
April  13,  14,  15,  1948. 

The  Program  Committee  has  accepted 
the  following  essayists  and  titles  of  papers 
to  be  read  at  the  meeting  next  month. 
Guest  Speakers: 

A.  N.  Arneson,  M.D.,  St.  Louis,  Missouri, 
President  American  Radium  Society,  “Prog- 
nosis in  Carcinoma  of  the  Uterine  Cervix.” 
Invited  by  President  Franklin  B.  Bogart. 

B.  R.  Kirklin,  M.D.,  Rochester,  Minne- 
sota, “Diaphagmatic  Hernia.”  Invited  by 
the  Tennessee  Radiological  Society. 

Lyndon  Lee,  Jr.,  M.D.,  Instructor  Post- 
graduate Committee  in  Cancer,  “Clinical 
Use  of  Morphine  with  Evaluation  of  Some 
New  Synthetic  Analgesics.” 

Mr.  Edward  F.  Stegen,  Chicago,  Asso- 
ciate Administrator,  National  Physicians 
Committee.  Title  to  be  announced. 

Charles  F.  McKhann,  M.D.,  University 
Hospitals  of  Cleveland,  Ohio,  “Chronic  Mal- 
nutrition in  Children.”  Invited  by  the  Ten- 
nessee Pediatric  Society. 

John  Caffey,  M.D.,  Presbyterian  Hos- 
pital, New  York,  “Congenital  Obstruction 
of  the  Alimentary  Tract;  Their  Pathogen- 
esis and  Diagnosis.”  Invited  by  the  Ten- 
nessee Pediatric  Society. 

Arthur  C.  Guyton,  M.D.,  Associate  Pro- 
fessor of  Pharmacology,  University  of  Mis- 


sissippi “Pathological  Physiology  in  Polio 
and  Related  Symptoms,”  representing  the 
National  Foundation  for  Infantile  Pa- 
ralysis. 

Guest  of  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology  to  be  an- 
nounced. 

Essayists : 

Ralph  Bowers,  M.D.,  Memphis,  “The  Ba- 
sic Role  of  Splenectomy.” 

John  C.  Burch,  M.D.,  H.  T.  Lavely,  M.D., 
and  Dean  D.  Wallace,  M.D.,  Nashville, 
“Total  Hysterectomy — Indications,  Tech- 
nique.” 

Earl  Campbell,  M.D.,  Chattanooga,  “In- 
dications for  Splenectomy  with  Case  Re- 
ports.” 

Murray  B.  Davis,  M.D.,  Nashville,  “The 
Use  of  Testosterone  in  the  Treatment  of 
Recurrent  Malignancies  of  the  Breast.” 
Jean  S.  Felton,  M.D.,  Medical  Director, 
Oak  Ridge  National  Laboratory,  Oak  Ridge, 
“Industrial  Medicine  Is  Not  a Unilateral 
Responsibility.” 

J.  F.  Hamilton,  M.D.,  Memphis,  “Pre-  and 
Postoperative  Care  of  the  Aged.” 

Charles  Henry,  M.D.,  Chattanooga,  Me- 
morial Address. 

Charles  W.  Miller,  M.D.,  Memphis,  “Psy- 
chosomatic Disorders.” 

Fay  Murphey,  Jr.,  M.D.,  Chattanooga, 
“The  Use  of  Anti-Coagulants.” 

Park  Niceley,  M.D.,  Knoxville,  “Early 
Diagnosis  and  Treatment  of  Carcinoma  of 
the  Prostate  Gland.” 

Edwin  L.  Williams,  M.D.,  G.  Sydney 
McClellan,  M.D.,  and  Herbert  C.  Francis, 
M.D.,  Nashville,  “A  Five  Year  Review  of 
Carcinoma  of  the  Cervix  Uteri.” 

Night  Sessions: 

Presidential  Address  by  F.  B.  Bogart, 
M.D.,  will  be  delivered  Tuesday  night,  April 
13th. 

Banquet  in  honor  of  President  Bogart 
will  be  given  Wednesday  night,  April  14th. 
Mr.  Mac  F.  Cahal,  Executive  Secretary  of 
the  American  College  of  Radiology ; also  on 
General  Council  of  American  Academy  of 
General  Practice,  will  speak  on  “Caution! 
Curves  Ahead.” 

Tuesday,  2:00  P.M.,  April  13 
Mr.  Burgin  Dossett,  Commissioner,  State 
Department  of  Education,  “Tennessee’s 
School  Health  Needs.” 
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R.  H.  Hutcheson,  M.D.,  Commissioner, 
Department  of  Public  Health,  “The  Role  of 
the  Public  Health  Department  in  School 
Health.” 

Fred  V.  Hein,  Ph.D.,  Bureau  of  Health 
Education,  American  Medical  Association, 
“Physical  Education  and  Athletics  as  Re- 
lated to  School  Health,” 

H.  H.  Walker,  Ph.D.,  University  of  Ten- 
nessee, “The  Role  of  the  Teacher  in  School 
Health.” 

Dean  F.  Smiley,  M.D.,  Bureau  of  Health 
Education,  American  Medical  Association, 
“Acceptable  School  Health  Policies  and  Pro- 
cedures.” 

James  C.  Overall,  M.D.,  Nashville,  Sum- 
marizer. 

Luncheons  12:30  P.M. 

The  Nashville  Academy  of  Medicine  will 
be  hosts  to  the  visiting  doctors  Tuesday  and 
Thursday.  Wesley  Wilkerson,  M.D.,  will 
preside  Tuesday  with  Don  Cloydson,  M.D., 
speaking.  D.  W.  Smith,  M.D.,  will  preside 
Thursday  when  the  speaker  is  Senator  Tom 
Stewart. 

Program  of  State  Pathologists, 
Wednesday,  April  14,  9:00  A.M. 

I.  “Focal  Necrosis  of  the  Adrenal 
Glands,”  Alfred  Golden,  M.D.,  Memphis. 

2.  “Deaths  Due  to  Wasp  Stings,”  T.  C. 
Moss,  M.D.,  Memphis. 

3.  “Anerobic  Infections  in  Man,”  I.  D. 
Michelson,  M.D. 

4.  “Fatal  Bacteroides  Infection — A Re- 
port of  Three  Cases,”  Ralph  Greene,  M.D. 

5.  “Role  of  Nutrition  in  Viral  Infections,” 
D.  H.  Sprunt,  M.D.,  Memphis. 

6.  L.  W.  Diggs,  M.D.,  Memphis.  Title  to 
be  submitted. 

Meeting  to  be  held  in  Room  228,  Maxwell 
House,  9:00  A.M.,  April  14,  1948. 


Treasurer’s  Report 
In  this  issue  of  the  Journal  we  are  pub- 
lishing the  report  of  the  Treasurer  of  the 
State  Association  for  the  year  1947.  As  in 
former  years,  this  report  is  an  audit  of  the 
books  by  Osborn  & Page,  Certified  Public 
Accountants,  Nashville. 

In  the  past  this  report  has  been  sub- 
mitted to  the  House  of  Delegates  and  pub- 
lished as  a part  of  the  proceedings  of  the 
House.  The  result  of  this  delayed  publi- 


cation was  that  the  members  of  the  House 
of  Delegates  and  of  the  Association  did 
not  have  any  idea  of  our  financial  stand- 
ing. By  publishing  the  audit  at  this  time 
each  member  will  be  able  to  know  the  finan- 
cial status. 

The  report  as  printed  will  be  submitted 
by  the  Chairman  of  the  Board  of  Trustees 
to  the  House  of  Delegates  for  its  approval 
and  inclusion  in  the  proceedings  of  the 
House. 


REPORT  OF  EXAMINATION  FOR  YEAR 
ENDED  DECEMBER  31,  1947 

The  Chairman  and  Board  of  Directors,  Tennessee 
State  Medical  Association,  Nashville,  Tenn. 
Sirs: 

We  have  examined  the  Cash  Receipts  and  Dis- 
bursement Records  of  the  Tennessee  State  Medical 
Association,  Nashville,  Tennessee,  for  the  year 
ended  December  31,  1947.  The  results  of  our 
examination  are  presented  in  the  following  com- 
ments and  on  the  Exhibit  and  Schedules  designated 
as  follows: 

Exhibit  “A” — Statement  of  Receipts  and  Disburse- 
ments, Year  Ended  December  31,  1947. 

Schedule  A-l — Cash  in  Banks. 

Schedule  A-2 — Statement  of  Income  by  Months. 
Schedule  A-3 — Disbursements,  MEDICAL  JOUR- 
NAL. 

Schedule  A-4 — Salaries  and  Wages. 

Schedule  A-5 — General  Expenses. 

Schedule  A-6 — Committee  and  Convention  Ex- 
penses. 

Schedule  A-7 — Social  Security  Tax  Expense 
Paid. 

Schedule  A-8 — Investments,  Etc. 

Cash  in  Banks — $9,081.30 — -was  verified  direct 
with  the  depositories.  All  cash  receipts  appearing 
in  the  records  were  traced  into  the  depositories. 
In  verification  of  disbursements,  canceled  checks 
were  examined  as  to  signatures  and  endorsements, 
and  the  amounts  and  payees  thereon  were  com- 
pared with  the  entries  on  the  disbursement  record. 

Investments  and  Savings  Deposits — $lt3,b88.1f5. 
The  Association  had  funds  invested  and  on  deposit 
in  Savings  Accounts  to  the  total  amount  of  $43,- 
488.45  at  December  31,  1947.  Investments  consist- 
ed of  the  following  items: 


First  Mortgage  Real  Estate  Notes $20,444.77 

U.  S.  Bonds,  Series  “F”  (Maturity  Value 

$9,400.00)  6,956.00 

U.  S.  Bonds,  Series  “G” 6,000.00 


Total $33,400.77 


Savings  Deposits  balances  in  the  Third  National 
Bank,  $5,050.12,  and  Broadway  National  Bank, 
$5,037.56.  The  principal  balances  of  the  First 
Mortgage  Real  Estate  Notes  were  vertfied  by  ex- 
amination of  the  Association’s  account  on  the  books 
of  the  First  Mortgage  Company,  Nashville,  Tennes- 
see. Defense  and  Savings  Bonds  were  presented 
our  representatives  for  verification,  and  balances 
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in  Savings  deposits  were  confirmed  with  the  deposi- 
tories direct. 

On  Schedule  A-8  the  items  comprising  invested 
funds  are  listed,  and  for  the  purpose  of  record  all 
investments  are  carried  at  cost.  In  addition  to  the 
above  listed  investments,  there  is  also  shown  on 
Schedule  A-8  the  amount  of  $3,457.06,  Cash  on 
Deposit  with  First  Mortgage  Company,  Nashville, 
Tennessee,  available  for  investment. 

GENERAL 

As  shown  on  Exhibit  “A,”  there  was  an  excess  of 
Income  Disbursements  over  Income  Receipts  in  the 
amount  of  $126.70,  and  an  excess  of  Capital  Re- 
ceipts over  Capital  Disbursements  in  the  amount  of 
$735.44.  This  makes  a net  excess  of  Total  Receipts 
over  Total  Disbursements  of  $608.74  for  the  year. 

A fidelity  bond  of  $10,000  on  Treasurer,  Dr.  D. 
W.  Smith,  was  placed  in  effect  for  one  year  from 
April  12,  1947.  Office  Furniture,  Fixtures,  and 
Equipment  were  insured  against  loss  by  fire  to  the 
extent  of  $500.00. 

The  records  are  maintained  on  a cash  receipt 
and  disbursement  basis,  and  we  have  not  attempted 
to  prepare  a schedule  of  assets  and  liabilities  at  the 
close  of  the  year  December  31,  1947.  However, 
items  of  expense  incurred  during  the  year  1947  and 
unpaid  at  the  end  of  the  year  consisted  of  the 
following : 

Social  Security  Tax  for  the  Last  Quarter,  1946 


(Payable  in  January,  1947) $ 62.44 

Withholding  Tax  Withheld C 306.60 


Disbursements 

Medical  Journal  (Schedule  A-3).  $10,728  80 

Salaries  and  Wages  (Schedule  A-4) 12,052  50 

General  Expense  (Schedule  A-5)  - 12,571  89 

Board  of  Trustees,  Committee  and  Convention 

Expense  1 Schedule  A-6) 3 ,018  91 

Postgraduate  In  trurt ion  7,107  00 

Transfer  to  Capital  Fund  5,186  73 

Social  Security  1 Schedule  \-7  _ 116.02 

Tax  Payments  Deducted  from  1946  Salaries: 

Social  Security $ 26  55 

Withholding  Tax...  234  00  260  55 


$51,102.40 

Less— Deductions,  Fourth  Quarter  1947: 

Sonal  Security 31  05 

Withholding  Tax  306  60 


Total  Disbursements $50,764  75 


Excess  of  Income  Receipts  Over 

Disbursements $ 126  70 

Funds  in  Savings  Accounts: 

Third  National  Bank $ 5,050  12 

Broadway  National  Bank 5,037.56  $10,087.68 


Capital — 

Receipts: 

Principal-First  Mortgage  Loans S 4,265  37 

Interest-First  Mortgage  Loans 526  06 

Interest-Savings  Accounts 87.68 

Transfer  from  General  Fund $ 5,186.73  10,065  84 

Disbursements: 

Purchase  of  First  Mortgage  Loans 9,330  40 

Excess  Capital  Receipts  Over  Capital 

Disbursements $ 735  44 


$ 608.74 

Represented  by  General  Savings  Inv’tm’nt 

Fund  Fund  Fund 

Fund  Balances  (Cash)  12-31-47  $9,061  30  $10,087  68  $3,457  06 
Fund  Balances  (Cash)  12-31-46  9,208  00  10,000  00  2,809  30 


$ 12670$  87.68$  64776  $698.74 


SCHEDULE  A-l 


Respectfully  submitted, 

Osborn  and  Page, 
Certified  Public  Accountants . 
February  9,  1948. 

EXHIBIT  “A” 

Statement  of  Cash  Receipts  and  Disbursements  for 
Year  Ended  December  31,  1947 


INCOME 

Receipts — (Schedule  A-2)  — 

Dues $32,030  00 

Interest  on  Investment 150  00 

Advertising 16,193  66 

Exhibition  Space 2,015  00 

Rosters,  Subscriptions,  and  Copies  of  Journal . _ 85  10 

Refunds 65  63 

Cuts 48  66 

Sundry 50  09 


Cash  in  Banks  December  31,  1947 


American  National  Bank 

Balance  per  Bank  Statement  and  Confirmation . . - $11,028  56 

Add-Deposit  in  Transit 240  00 


$11,268  56 

Deduct-Outstanding  Cheeks: 


266-L.  C.  Harris,  Jr 

S 1 

00 

309-Tennessee  Press  Service.  . 

166  50 

310-V.  O.  Foster 

41  80 

311-Dr.  H.  H.  Shoulders 

14  05 

3 13-V.  O.  Foster ..  

176.40 

3 14- Willard  Batey 

74 

85 

315-Bettye  Kimbrough 

54 

45 

316-McQuiddy  Printing  Company... 

1 ,708 

21 

2,237  26 

alance  per  Books  12-31-47 

Broadway  National  Bank.  Church  Street  Branch 

Balance  per  Bank  Statement  and  Confirmation 50  00 


Total  Income  Receipts 


$50,638.05  Total  Cash  in  Banks-Exhibit  “A” 


$ 9,081  30 


SCHEDULE  2-A 

Statement  of  Income  Receipts  by  Months  for  Year  Ended  December  31,  1947 


January. __ 
February. . 

March 

April 

May 

June 

July 

August 

September. 
October... 
November. 
December  . 


<2 

cn 

c © 

© 

% E 

,111 

■o 

03 

© 

© ® 

3 

£ 

© 

3 

o 

lES 

•a 

< 

x a 
Ld  c/7 

© 3 x 
CE  c/7  LlI  o 

cc 

3 

o 

.$11,482.11 

$10,325.00 

$ 1,101.44 

$ 4.00 

$51.67 

. 10,136.28 

7,980.00 

1,148.78 

$ 1,007.50 

. 6,017.58 

4,694.00 

1,027.58 

292.50 

3 50 

. 3,977.13 

2,175  00 

175  00 

1 ,267.63 

455.00 

4 50 

. 2,259.96 

765.00 

1,227.96 

260.00 

7 00 

1,926.91 

480.00 

1,432  91 

14  00 

. 1,603.11 

435  00 

1 ,137  21 

30  90 

_ 1,725.30 

120.00 

1,595.30 

$ 10  00 

. 1,696.72 

420.00 

75.00 

1,185  56 

16. 16 

1,431.58 

151  00 

1,231.88 

1.20 

22,50 

1,582.37 

315  00 

1 ,252.87 

10.00 

4 50 

_ 6,799.00 

4,170  00 

2,584.54 

10  00 

9 46 

.$.59,638  05 

$32,030.00 

$ 150.00 

$16,193.66 

$ 2,015.00 

$ 85.10 

$ 65.63 

$ 48  66 

$ 25  00 
25  00 


$ 50  00 


Totals. 
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SCHEDULE  A-3 

Disbursements,  Medical  Journal,  Year  Ended 
December  31,  1947 


SCHEDULE  A-8 

Investments,  E c.,  December  31,  1947 


Printing $ 4 '.il 

Extra  < Jopies  '.iii',)  s4 

Mailing  625  00 

Color  (’over 1 ,150.00 

( Jolor  Advertising 1 ,402  00 

Tables,  Minutes,  Etc 162  75 

Extra  Composition  and  Extra  Pages.  796  00 

Inserts  and  Halftones 345.00 

Indexes  and  Roster 210  00 

Paper  Stock  Increase 520  00 

Sales  Tax 104  30 

Total  Exhibit  "A" $10,728  80 


SCHEDULE  A-4 

Salaries  and  Wages  for  Year  Ended  December 
31,  1947 

Dr.  W.  M.  Hardy . $ 3,250  00 

Miss  Willard  Batey 2,100  00 

Miss  Bettye  Kimbrough 1,455  00 

V.  0.  Foster 4,800  00 

Maids 447  50 


"5  ce  <x>  S 5 *©  ca  © £ 

i CL  o T .2-  > do  I 

•—  o c r-  o "3  C *— 

O-^  C £ O ^ C © CO 

<2  £ir2 

First  Mortgage  Real  Estate  Notes— 


Anna  Mary  Bransford $ 712.16  $ 380,79  $ 331.37 

M.  E.  Hooper 3,000.00  283.63  2,716.37 

Charles  E.  Schofield 7,183.87  383.94  6,799.93 

Roy  T.  Doss 2,500  00  250  00  2,250  00 

Wm.  A.  Lauderdale...  1,983  71  100  07  1,883.64 

RebaW.  Hayes . 3,000  00  3,000  00 

Nannie  C.  Ring 3,599  54  136.08  3,463.46 

Nannie  B.  Dillehey ..  2,730  86  2,730  86 


Total  Real  Estate  Notes $9,330.40  $15,379.74  $4,265.37  $20,444.77 

Bonds— (At  Cost) 

$1,400.00  Par  Series  “ F'  ’ Defense  Bonds  April  1942..$  1,036  00 
$8,000.00  Par  Series  “ F ” Defense  Bonds  December 

1943 5,920.00 

$6,000.00  Par  Series  “G’ ’ Defense  Bonds  April  1943..  6,000  00 

Total  Bonds $12,956  00 

Cash  in  Savings  Banks- 

Third  National  Bank $ 5,050  12 

Broadway  National  Bank 5,037  56 


Total-Exhibit  “A". 


$12,052.50 


SCHEDULE  A-5 

General  Expenses  for  Year  Ended  December 
31,  1947 


Office  Rent $1,121.76 

Storage  on  Books 30  00 

Postage 240  00 

Linen  Service 12.04 

Letter  Service 81.96 

Lights  and  Telephone 288.04 

Press  Clippings  and  Releases 717.69 

Accountants  Services 100.00 

Dues— Refunds 102  00 

Medical  Pamphlets 21.85 

Stationery,  Programs,  Office  Supplies,  Etc 1 ,472  82 

Donation — Conference  of  the  Presidents 25  00 

Subscriptions . . 7 00 

Dues— Associated  Medical  Care  Plan 25  00 

Returned  Checks 75.04 

Attorney  Fees 7,125  00 

D.  W.  Smith — Honorarium 100.00 

Treasurer's  Bond 25  00 

Blue  Prints... 18  00 

Wedding  Gifts 98,62 

Radio  T ranscriptions 69  50 

Desk  and  Chair 159  00 

Reprints,  Cuts  and  Supplements 291.20 

Assistant  Secretary — Travel  Expense 308.84 

Sundry  Expenses 56.53 


Total— Exhibit  “A” $12,571  89 


Total  Cash  in  Savings  Banks . $10,087  68 

Total  Investments  and  Savings  Deposits 43 ,488 . 45 

Cash 

Available  for  Investment  on  Deposit 
First  Mortgage  Company: 

Investment — Fund  Balance  December  31,  1946 $ 2,809.30 

Transfer  from  General  Fund 5,186.73 

Collections  on  Principal 4, 265. 37 

Interest  Collections 526 . 06 


Notes  Purchased: 

Reba  W.  Hayes 

Nannie  C.  Ring. .. 
Nannie  B.  Dillehey 


$12,787.46 

$ 3 ,000  00 

3,599  54 

. 2,730.86  9,33040 


Balance  Available  for  Investment  December 

31,1947 $ 3,457.06 


The  American  Academy  of  General 
Practice 

Objects  and  Purposes: 

The  objects  and  purposes  for  which  this  Acad- 
emy is  formed  are  as  follows : 

1.  To  promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and  surgery; 

2.  To  encourage  and  assist  your  men  and  women 
in  preparing,  qualifying  and  establishing  them- 


SCHEDULE  A-6 

Committee  and  Convention  Expenses  for  Year 
Ended  December  31,  1947 


American  Medical  Association  Meetings: 

Travel,  Hotel,  Meals $ 475  97 

Luncheon  Prepaid  Medical  Care 40.00 

Committee  Members  Travel  Expense 160  50 

Sundry  Travel  Expense— Officers 688 . 66 

Tennessee  State  Convention: 

Travel,  Hotel,  Meals 195.70 

Badges 56.50 

Banquet  Tickets 313.20 

Movie  Operator 45  00 

Rental — Exhibition  Space 503 . 75 

Reporting  Services 539.63 


Total— Exhibit  “A”. $3,018.91 


SCHEDULE  A-7 

Social  Security  Tax  Expense  Paid  for  Y'ear  Ended 
December  31,  1947 


Social  Security — 1946 $ 26  55 

First  Quarter — 1947 _ 55  40 

Less — Deductions 27  70  27  70 

Second  Quarter— 1947 . 61  10 

Less — Deductions 30  55  30.55 

Third  Quarter — 1947 62  44 

Less — Deductions 3 1 22  31  22 

Total — Exhibit  “A” $ 116.02 


selves  in  general  practice; 

3.  To  protect  the  right  of  the  General  Prac- 
titioner to  engage  in  medical  and  surgical  pro- 
cedures for  which  he  is  qualified  by  training  and 
experience ; 

4.  To  assist  in  providing  postgraduate  study 
courses  for  General  Practitioners,  and  to  encour- 
age and  assist  practicing  physicians  and  surgeons 
in  participating  in  such  trainings; 

5.  To  advance  medical  science  and  private  and 
public  health.  - — - A rticle  11,  Constitution  of  the 
American  Academy  of  General  Practice. 

The  American  Academy  of  General  Prac- 
tice was  founded  June  10,  1947,  at  Atlantic 
City.  Since  that  time  membership  has  been 
increasing  every  week.  The  by-laws  pro- 
vide for  the  organizing  of  State  and  County 
divisions.  Ultimately  every  state  will  have 
its  Academy  of  General  Practice,  and  many 
of  the  counties.  Unquestionably  there  is 
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much  to  be  done  by  such  an  organization, 
and  there  are  thousands  of  general  prac- 
titioners who  need  such  an  organization. 

Realizing  these  facts,  a number  of  gen- 
eral practitioners  in  Nashville  began  talk- 
ing organization.  The  plan  at  first  was  to 
organize  as  a county  division  with  the  hope 
of  expanding  all  over  the  state.  The  sug- 
gestion was  so  enthusiastically  received  that 
it  was  decided  to  notify  adjoining  counties 
of  the  plan.  More  distant  counties  were 
interested  also. 

At  a recent  Chicago  conference  the  Edi- 
tor met  Dr.  D.  G.  Miller,  Jr.,  who  is  the 
President  of  the  Academy  of  General  Prac- 
tice of  Kentucky.  Dr.  Miller  volunteered  to 
come  to  Tennessee  any  time  he  could  help 
in  the  organization  work.  So  at  present 
letters  have  been  written  to  all  the  County 
Secretaries,  announcing  a meeting  on 
March  21.  There  will  be  a luncheon  at  the 
Maxwell  House  at  12:30.  Dr.  Miller  will 
deliver  an  address  at  2:00  p.m.  and  dis- 
cussion will  follow.  It  is  hoped  that  a nu- 
cleus will  be  formed  which  will  develop  at 
the  April  meeting  of  the  State  Association 
into  the  American  Academy  of  General 
Practice  of  Tennessee. 

Another  piece  of  good  fortune  has  come 
to  those  who  are  promoting  the  new  or- 
ganization. The  Committee  in  charge  of 
the  Banquet  on  the  night  of  April  14  has 
invited  Mr.  Mac  F.  Cahal  to  be  the  after 
dinner  speaker.  Mr.  Cahal  is  the  Executive 
Secretary  of  the  American  Radiological  So- 
ciety. He  is  also  assisting  in  the  expansion 
of  the  American  Academy  of  General  Prac- 
tice. So  it  is  hoped  that  while  Mr.  Cahal 
is  in  Nashville  he  can  meet  those  interested 
in  genera]  practice. 

Just  one  more  word.  This  organization 
is  for  those  who  desire  to  carry  out  the 
objects  and  purposes  as  stated  in  the 
portion  of  the  Constitution  quoted  at  the 
beginning  of  this  editorial.  If  you  are  in- 
terested in  General  Practice  you  will  do 
well  to  attend  the  meetings  on  March  21 
and  April  14.  After  learning  more  about 
the  organization,  we  believe  you  will  apply 
for  membership.  Certainly  you  owe  it  to 
yourself  to  investigate  this  new  group 
whose  purpose  is  to  promote  and  elevate 
the  standards  of  the  General  Practitioner. 


Reservations  for  the  luncheon  on  March 
21  can  be  made  by  writing  W.  M.  Hardy, 
M.D.,  508  Doctors  Building,  Nashville.  If 
you  cannot  come  in  time  for  the  luncheon, 
try  to  be  present  to  hear  Dr.  Miller  at 
2:00  p.m. 


The  Physician  and  School  Health 

Educators  in  Tennessee  are  particularly 
distressed  about  the  poor  quality  of  health 
education  in  schools.  A recent  survey  re- 
port states  that  the  school  health  program 
in  Tennessee  is  among  its  greatest  failures 
and  that  educators  propose  to  do  some- 
thing about  it.  Comprehensive  plans  are 
under  way  for  making  health  the  important 
school  subject  which  it  deserves  to  be. 

Physicians  are  interested  and  concerned 
that  the  final  policies  and  procedures  set 
up  for  school  health  in  Tennessee  be  effec- 
tive, workable,  and  useful.  Educators  are 
convinced  that  the  schools  have  some  re- 
sponsibility for  the  health  of  the  school 
child.  In  fact,  it  is  now  stated  by  them 
that  health  is  the  first  objective  of  educa- 
tion. The  public  is  expecting  schools  to 
more  effectively  promote  the  health  of  the 
school  child  through  better  health  instruc- 
tion and  health  services. 

It  is  recognized  by  educators  and  phy- 
sicians alike  that  the  physician  is  indis- 
pensable to  the  health  services  phase  of  the 
program.  Educators  have  requested  the 
medical  profession  to  help  formulate  poli- 
cies and  procedures  looking  toward  a better 
program  of  school  health.  This  is  a whole- 
some sign.  It  gives  physicians  an  oppor- 
tunity to  give  the  program  the  benefit  of 
their  special  skills,  counsel,  and  guidance. 

The  scope  and  importance  of  this  sincere 
attempt  to  improve  school  health  is  indi- 
cated by  the  fact  that  more  than  one-fifth 
of  our  population  is  enrolled  in  schools.  It 
means  that  the  attitude  of  the  next  genera- 
tion toward  medical  care  and  health  will 
be  colored  deeply.  It  means  that  future 
patients  of  private  practitioners  are  being 
introduced  early  to  the  value  of  health  and 
medical  care  in  their  own  lives. 

Physicians,  through  their  State  Associa- 
tion and  their  local  societies  cannot  afford 
to  pass  up  this  opportunity  to  give  educa- 
tors the  benefit  of  counsel  and  participation 
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in  establishing  such  far-reaching  policy. 
Neither  can  physicians  escape  the  fact  that 
the  program  cannot  succeed  fully  without 
their  help. 

In  order  to  further  define  the  proposed 
school  health  program  in  Tennessee  and  to 
discuss  the  role  of  the  physician  in  relation 
to  the  program,  a conference  on  school 
health  has  been  planned  as  a part  of 
the  Annual  Meeting  in  April.  The  con- 
ference will  present  a panel  discussion  of 
the  pertinent  phases  of  school  health  by 
consultants  of  national  recognition  in  the 
fields  of  education  and  medicine. 

V.  0.  F. 


DEATHS 


Walter  Mathews  Lott,  M.D. 
Walter  Mathews  Lott,  M.D.,  Nashville; 
Emory  University  School  of  Medicine,  At- 
lanta, 1918;  aged  53;  died  February  15, 
1948. 


RESOLUTIONS 


Resolutions  of  Regret  on  the  Death  of 
Samuel  Rush  Miller,  M.D. 

Dr.  Samuel  Rush  Miller,  a man  who 
loved  and  esteemed  his  profession,  was  a 
son  of  Dr.  Elbert  Sevier  Miller,  Sr.,  a 
long  time  practicing  physician  of  Johnson 
City,  Tennessee,  and  Queen  Winston  Mil- 
ler. He  was  born  in  Rutherford  County, 
Tennessee,  July  7,  1869.  His  early  educa- 
tion was  in  the  public  schools  of  Johnson 
City,  Tennessee,  and  Milligan  College.  He 
received  his  Degree  in  Medicine  at  Vander- 
bilt Medical  Department  in  1893. 

He  traveled  as  companion  and  manager 
of  Governor  Robert  Love  Taylor  in  his  lec- 
ture tours  the  year  following  his  gradua- 
tion, and  then  served  as  House  Surgeon  at 
the  New  York  Polyclinic,  and  later  located 
in  Knoxville  in  October,  1895.  From  the 
beginning  he  was  the  local  surgeon  for  the 
Marietta  and  North  Georgia  Railroad  Com- 
pany, now  the  Louisville  and  Nashville 
Railroad  Company  and  the  Southern  Rail- 
way Company. 

He  was  Professor  of  Clinical  Operative 


Surgery  from  1898  to  1901  in  the  Tennes- 
see Medical  College,  which  later  became 
the  Medical  Department  of  the  Lincoln 
Memorial  University.  He  was  one  of  the 
organizers  of  the  Knoxville  General  Hos- 
pital and  remained  on  its  staff  until  his 
passing,  also  member  of  the  staffs  of  Fort 
Sanders  and  Saint  Mary’s  Memorial  Hos- 
pitals. He  was  a member  and  ex-presi- 
dent of  the  Knoxville  Academy  of  Medicine, 
East  Tennessee  Medical,  and  Tennessee 
State  Medical  Associations,  also  a member 
of  the  American  Medical  Association, 
Southern  Medical  Association,  Association 
of  Surgeons  of  Southern  Railroads,  Fellow 
of  the  American  College  of  Surgeons  and 
Councilor  of  Tennessee  State  Medical  Asso- 
ciation from  the  origin  of  the  Councilor 
Board  until  his  resignation  in  1946.  He 
was  twice  delegate  to  the  American  Med- 
ical Association.  He  was  a long  time  mem- 
ber of  the  Church  Street  Methodist  Church 
and  an  ardent  friend  of  the  famous  evan- 
gelist, George  Stewart. 

Dr.  Miller  married  Victoria  Jordan,  Sep- 
tember 29,  1920,  and  by  said  union  two 
sons  were  born,  Samuel  Rush  Miller,  Jr., 
and  Winston  David  Miller,  Samuel  being 
a medical  student.  Mrs.  Miller  and  both 
sons  survive.  Dr.  Miller  loved  his  home 
and  spent  much  of  his  spare  time  working 
in  his  garden.  Dr.  Miller  had  a soft  per- 
sonality of  intrinsic  and  extrinsic  kindness, 
and  his  escutcheon  was  never  besmirched. 
He  quietly  passed  away  December  24,  1947, 
and  all  extend  condolence  to  his  family. 

This  is  respectfully  submitted  to  the 
Knoxville  Academy  of  Medicine,  Knoxville 
General  Hospital,  Fort  Sanders  Hospital 
and  Saint  Mary’s  Memorial  Hospital  as  a 
conjointly  memoir  with  a recommendation 
that  a copy  also  be  sent  Dr.  Miller’s  family 
and  one  to  the  Journal  of  Tennessee  State 
Medical  Association. 

Respectfully, 

W.  S.  Austin,  M.D.,  Chairman; 

Robert  F.  Patterson,  M.D. 

Jesse  C.  Hill,  M.D. 


Resolutions  of  Regret  on  the  Death  of 
John  R.  Smith,  M.D. 

Dr.  John  R.  Smith,  a native  of  McNairy 
County,  Tennessee,  was  called  to  his  eternal 
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home  by  death  in  December,  1947,  at  the 
age  of  66. 

He  received  his  degree  of  medicine  from 
University  of  Tennessee  in  1907. 

Dr.  Smith  possessed  unusual  skill  in  his 
chosen  profession  and  enjoyed  a very  large 
practice  in  association  with  his  younger 
brother,  Dr.  Ernest  Smith,  until  he  lost 
his  health. 

Dr.  John,  as  he  was  prominently  known 
by  his  large  host  of  patients  and  friends, 
was  prominent  in  church  and  civic  activ- 
ities during  his  entire  life. 

He  was  never  too  tired  or  busy  to  an- 
swer the  call  of  some  friend  in  distress. 
He  loved  his  profession  and  his  colleagues, 
and  was  loved  and  respected  most  highly 
by  all  who  knew  him. 

His  judgment  and  sincere  advice  will  be 
greatly  missed  by  his  family  and  the  large 
number  of  patients  and  friends.  He  faith- 
fully attended  his  church  and  his  medical 
society  until  his  health  failed. 

During  his  last  months  of  affliction,  he 
was  patient  and  submissive  to  the  will  of 
his  Eternal  God. 

Now,  Whereas,  death  has  removed  from 
this  world  a loving  husband  and  a distin- 
guished member  of  our  medical  assembly, 

Be  It  Resolved  l?y  our  membership  that 
this  token  of  regret  be  spread  upon  the  min- 
utes of  the  Consolidated  Medical  Assembly 
and  a copy  be  furnished  our  Tennessee 
State  Medical  Journal  and  a copy  be  fur- 
nished his  bereaved  family. 

(Signed)  S.  M.  Herron,  M.D.,  Secretary, 
Consolidated  M edical  As- 
sembly of  West  Tennessee. 


Resolutions  of  Regret  on  the  Death  of 
Hallie  T.  Pitts,  M.D. 

Dr.  Hallie  T.  Pitts  of  Henderson,  Ten- 
nessee, was  called  to  his  eternal  home  of 
rest  recently. 

Dr.  Pitts  was  born  in  1892  and  received 
his  medical  degree  from  University  of  Ten- 
nessee in  1905.  He  spent  most  of  his  pro- 
fessional career  in  Henderson,  Tennessee, 
going  day  and  night  through  all  kinds  of 
weather  to  alleviate  physical  suffering  wher- 
ever and  whenever  possible.  Dr.  Pitts  was 
a true  and  most  valuable  servant  to  his 
community. 


His  outstanding  qualities  were  many, 
chief  of  which  were  his  steadfastness  to 
ideals  of  religion,  to  honesty  in  all  things 
and  absolute  thoroughness  in  his  chosen 
profession. 

Truly,  Dr.  Pitts  was  a friend  to  man. 
His  counsel,  judgment  and  medical  skill 
were  sought  by  many.  He  loved  his  pro- 
fession and  his  colleagues.  He  always  spoke 
highly  of  his  fellowman  or  else  he  did  not 
speak. 

He  maintained  interest  in  his  profession 
and  his  zeal  and  willingness,  as  well  as  his 
capacity  for  carrying  more  than  his  share, 
was  not  dimmed  by  the  passage  of  time. 
He  was  faithful  to  his  family,  his  church 
and  to  his  medical  society  and  attended  all 
meetings  regularly  until  his  failing  health 
interfered.  His  outwardly  even  tempera- 
ment, his  impartial  advice  and  his  kindly 
wisdom  will  be  surely  missed  by  his  fam- 
ily and  his  multitude  of  friends. 

And  now,  Whereas,  death  has  removed 
from  our  midst  one  of  our  most  distin- 
guished members,  be  it 

Resolved  by  the  Consolidated  Medical  As^ 
sembly  of  West  Tennessee  that  this  token 
of  regret  be  spread  on  the  minutes  of  our 
proceedings  and  that  a copy  be  furnished 
the  Tennessee  State  Medical  Journal,  and 
a copy  be  mailed  to  the  bereaved  family. 

(Signed)  S.  M.  Herron,  M.D.,  Secretary, 
Consolidated  Medical  As- 
sembly of  West  Tennessee. 


Resolutions  of  Regret  on  the  Death  of 
“Old  Coop” 

“Old  Coop”  is  the  term  of  affection  by 
which  his  friends  and  associates  have 
spoken  of  Dr.  Arthur  Cooper  over  the  years. 
None  who  really  knew  “Old  Coop”  could 
think  of  him  with  anything  but  affection. 
He  was  that  kind  of  man. 

But  “Old  Coop”  will  not  be  with  us  any 
more  except  in  spirit  and  in  tender  mem- 
ory, for  he  has  left  us.  No  longer  will  his 
persona]  magnetism  and  his  kindly  guid- 
ance be  felt  in  our  medical  meetings.  For 
many  years  his  second  love  has  been  the 
medical  profession  in  the  Mid-South.  His 
first  love  was  his  wife  and  family.  During 
the  twenty-four  years  during  which  “Coop” 
served  as  Secretary,  and  the  one  year,  1947, 
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when  he  was  President  of  the  Memphis  and 
Shelby  County  Medical  Society,  he  ruled 
the  destiny  of  our  profession  in  Memphis. 
He  ruled  it  because  he  was  capable  of  rul- 
ing it  and  because  his  fellow  physicians 
knew'  at  heart  that  this  rule  was  one  of 
love  and  ability. 

Not  only  was  he  interested  in  his  pro- 
fession locally,  but  through  his  guidance 
and  efforts  the  old  Tri-State  Medical  Asso- 
ciation— one  of  the  oldest  postgraduate 
medical  assemblies  in  this  country — grew' 
into  the  much  larger  and  more  efficient 
Mid-South  Medical  Assembly — a medical 
assembly  second  to  none  in  the  Southland 
.and  to  few  in  these  United  States. 

His  death  on  the  morning  of  January  7 
came  just  twenty-four  hours  after  a very 
difficult  and  painful  operation  which  was 
performed  in  an  attempt  to  relieve  him  of 
a condition  that  had  partially  handicapped 
him  for  over  a year,  and  w'hich  had  pro- 
gressed to  the  point  w'here  he  was  almost 
completely  incapacitated. 

When  one  attempts  to  describe  by  feeble 
words  a personal  friend  of  ordinary  calibre 
he  finds  it  a difficult  task.  When  one  at- 
tempts a word  picture  of  an  individualist 
like  “Old  Coop”  mere  words  fail  him. 
Words  and  phrases  can  never  describe  a 
friendship  or  a sunset  or  a storm  at  sea, 
nor  can  they  do  justice  to  an  unusual  type 
of  man.  “Coop”  was  unusual— he  had  his 
faults,  even  as  you  and  I — but  they  were 
insignificant  w'hen  compared  with  his  vir- 
tues. He  was  never  known  to  willfully 
hurt  a fellowman,  and  few'  of  his  intimate 
friends  and  associates  ever  even  heard  him 
speak  ill  of  any  one  unless  that  person 
richly  deserved  his  censure.  Yet  he  w'as  a 
man  of  decided  views  and  opinions  which 
he  did  not  hesitate  to  voice  if  the  occasion 
required  it.  He  was  no  “jelly-fish.” 

His  qualities  of  leadership  w'ere  outstand- 
ing, and  wherever  he  worked  or  played  he 
was  a recognized  leader — be  it  in  a medi- 
cal meeting,  on  a speaker’s  platform,  in  a 
drawing  room  or  on  a fishing  trip.  Of 
commanding  appearance  and  voice,  he  al- 
ways stood  out  in  a crowd.  As  a raconteur 
or  a speaker,  there  were  few  who  were 
his  equal.  As  a man  of  kindly  heart  and 
spirit,  those  w'ho  enjoyed  his  friendship 


can  attest  that  these  were  among  the  best 
of  his  human  traits.  He  was  a man’s  man, 
and  he  was  loved  for  it.  In  the  whole  his- 
tory of  our  Medical  Society  he  was  the  most 
popular  man  among  the  many  whose  names 
have  honored  its  rolls. 

As  to  his  achievements,  his  honors  and 
his  personal  history,  others  will  record 
them.  This  is  a tribute  to  “Old  Coop,”  the 
man  whom  w7e  all  liked  or  loved  according 
to  our  opportunities  to  know  him.  God  rest 
his  soul. 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1948.) 
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Full-Time  Local  Health  Officers 

It  seems  advisable  that  attention  should 
be  called  to  the  article  by  Eisele,  McCul- 
lough and  Rottschaefer,  appearing  on  page 
923,  Volume  135,  number  15,  of  the  Jour- 
nal of  the  American  Medical  Association. 
The  article  deals  with  the  appearance  of 
Brucella  agglutinins  of  significant  titer  fol- 
lowing vaccination  w'ith  cholera  vaccine. 

Antigenic  factors  have  been  demon- 
strated common  to  both  Vibrio  comma  and 
the  brucella  group.  The  following  state- 
ment is  taken  from  the  above  article:  “A 
positive  reaction  even  in  low  titers  fre- 
quently, albeit  deplorably,  is  used  to  con- 
firm a clinical  diagnosis  of  brucellosis  in 
the  presence  of  vague  symptoms.  Some 
3,000,000  veterans  have  been  vaccinated 
against  cholera  during  their  military  serv- 
ice.” 

Brucella  agglutination  tests  on  100  per- 
sons vaccinated  against  cholera,  without 
diagnosis  of  brucellosis,  and  tested  6 to  28 
months  after  vaccination,  gave  the  follow- 
ing results : 

50  gave  titers  of  1:20  through  1:160 

46  gave  negative  results. 

The  following  is  a further  quotation  from 
the  above  article:  “Brucella  antibodies  are 
engendered  by  cholera  vaccination.  It  may 
reasonably  be  expected  that  unless  this  fact 
is  widely  recognized,  added  confusion  will 
occur  in  the  diagnosis  of  chronic  brucellosis 
— a disease  which  is  already  notoriously 
difficult  to  diagnose.” 
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It  is  obvious  from  the  above  that  a care- 
ful history  of  military  or  other  foreign 
service  involving  vaccination  with  cholera 
vaccine  should  be  given  careful  considera- 
tion in  attempting  to  interpret  positive  bru- 
cella agglutination  reactions. 

Very  truly  yours, 

R.  H.  Hutcheson,  M.D.,  Commissioner. 


Dear  Doctor: 

I am  interested  in  finding  a suitable  loca- 
tion in  Tennessee  and  would  appreciate  it 
if  you  might  be  able  to  furnish  me  with  a 
list  of  available  locations  or  associations. 
I recently  completed  a residency  in  surgery 
and  medicine. — D.  K.  H.,  M.D. 

Dear  Sir: 

Do  you  have  a list  of  the  towns  in  Ten- 
nessee that  are  in  need  of  a physician? 

I am  a Tennessean,  graduated  from  the 
University  of  Tennessee,  and  licensed  in 
Tennessee  and  would  prefer  to  return  to 
Tennessee  as  soon  as  my  residency  in  sur- 
gery is  completed. 

I am  particularly  interested  in  a small 
town  or  city,  but  large  enough  to  have 
hospital  facilities. — D.  B.  B.,  M.D. 

Dear  Sir: 

I am  a veteran  of  World  War  II  and  since 
my  discharge  in  1947  have  been  engaged 
in  postgraduate  work  in  St.  Louis,  Missouri. 
I am  now  looking  for  a good  place  to  prac- 
tice general  medicine  and  surgery,  prefer- 
ably in  a community  where  there  is  a real 
need  for  a general  M.D.  I received  my 
M.D.  license  in  Tennessee  in  1942. 

I wonder  if  you  would  inform  me  if  there 
are  any  communities  in  Tennessee  which 
are  in  real  need  of  a doctor. — T.  M.  R.,  M.D. 
Gentlemen: 

I am  interested  in  practicing  medicine 
in  the  state  of  Tennessee.  I finished  med- 
ical school  at  the  Memphis  division  of  the 
University  of  Tennessee,  March  24,  1947, 
and  finish  my  interneship  at  St.  Barnabas 
Hospital  in  Minneapolis,  April  1st,  1948. 
I received  my  state  board  certificate  from 
Tennessee  on  May  6,  1947. 

If  you  have  a list  of  towns  in  your  state 
desiring  physicians  or  also  a list  of  phy- 
sicians who  desire  an  associate,  please  let 
me  have  their  names,  or  notify  them  that 
I will  be  available  after  April  1,  1948,  and 


they  could  contact  me. — F.  U.  S.,  M.D. 
Dear  Sir: 

I am  a physician  in  the  United  States 
Navy,  and  at  the  present  time  I am  sta- 
tioned in  Memphis,  Tennessee.  I am  to  be 
released  within  the  next  few  months.  I 
understand  that  there  is  a shortage  of  doc- 
tors in  Tennessee,  especially  in  the  rural 
communities. 

I would  greatly  appreciate  any  help  or 
information  you  could  give  me  concerning 
a suitable  location  for  a practice,  i.  e.,  those 
towns  without  adequate  medical  attention. 

I am  a graduate  of  Indiana  University 
School  of  Medicine,  and  passed  the  Indiana 
State  Board  examination  in  August,  1945. 
I would  also  appreciate  it  if  you  could  give 
me  information  as  to  whom  I should  con- 
tact about  obtaining  a license  to  practice 
medicine  in  Tennessee. — L.  M.  L.,  M.D. 
Dear  Doctor: 

It  is  contemplated  that  I will  make  a 
change  of  location  from  the  above  address 
on  or  about  July  1,  1948.  This  letter  is 
an  inquiry  as  to  the  possible  locations  in 
your  state  for  a general  practitioner. 

I wish  to  find  a community  where,  first 
of  all,  a doctor  is  needed  and  one  with  rea- 
sonable access  to  a hospital.  I would  like 
to  know  what  the  means  of  income  for  the 
population  and  information  concerning 
schools,  churches,  etc.  The  size  of  the  town 
is  of  no  consequence,  but  I prefer  one  to 
1,500  and  up. 

Any  consideration  you  may  show  in  help- 
ing me  find  a location  in  your  state  will 
be  greatly  appreciated.  Detailed  informa- 
tion regarding  my  professional  and  per- 
sonal habits  may  be  had  on  request. — 
B.  H.  B„  M.D. 

(Note:  Names  and  addresses  of  the  above  phy- 
sicians will  gladly  be  furnished  to  any  .interested 
parties. — Ed.) 
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Letter  No.  51 

February  16,  1948. 

Dear  Doctor: 

Patients  all  over  the  country  are  voicing 
bitter  criticism  of  the  medical  profession 
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because  of  their  inability  to  obtain  the  serv- 
ices of  a physician  at  night.  Scores  of  let- 
ters are  being  received  at  A.M.A.  head- 
quarters each  week  from  patients  who  com- 
plain that  doctors  decline  to  make  night 
calls. 

“My  baby  became  quite  ill  at  11  o’clock 
and  I called  a doctor,”  one  letter  said,  add- 
ing: “But  the  doctor  told  me  that  he  never 
made  night  calls  and  urged  me  to  call  an- 
other doctor,  whose  name  he  gave  me.  That 
doctor  didn’t  come  either.” 

The  writer  urged  the  A.M.A.  to  “do  some- 
thing about  this.” 

At  the  National  Conference  on  Medical 
Service,  held  in  Chicago,  February  8,  some- 
one told  the  audience  that  a state  legislator 
whose  child  was  seriously  ill  called  five  doc- 
tors and  got  five  turn  downs. 

These  complaints,  piling  up  at  an  alarm- 
ing rate,  present  a grave  problem.  Every 
doctor  knows  that  a hasty  turn  down  of  a 
phone  call  at  night  creates  ill  feeling  to- 
ward the  medical  profession  as  a whole. 
Some  medical  societies  are  solving  this 
problem  by  setting  up  a special  phone  serv- 
ice. When  a patient  phones  a doctor  any 
time  during  the  night  and  the  doctor  de- 
clines to  make  the  call,  he  gives  his  medical 
society  phone  number  to  the  patient.  By 
calling  the  number,  the  patient  is  assured 
that  a doctor  will  call. 

An  editorial  covering  this  subject  is 
scheduled  to  appear  in  the  A.M.A.  Journal 
soon. 

Rural  Health  Conference  Draws  Record 
Attendance. — More  than  500  persons,  a rec- 
ord number,  attended  the  Third  Annual 
Rural  Health  Conference  held  in  Chicago’s 
Palmer  House  recently.  Chairman  F.  S. 
Crockett,  Lafayette,  Ind.,  Secretary  Vir- 
ginia Shuler  and  members  of  the  A.M.A. 
Committee  on  Rural  Health  were  showered 
with  laudatory  comments  on  the  session, 
which  attracted  leaders  in  child  health  and 
welfare  work  throughout  the  country,  rep- 
resentatives of  many  farm  groups  and  mem- 
bers of  the  medical  profession.  Improving 
the  health  services  for  the  rural  child  was 
the  theme  of  the  meeting. 

Chicago  newspapers  and  national  press 
associations  published  abstracts  of  nearly 
all  of  the  papers  delivered,  but  the  one 


which  attracted  most  attention  was  that  of 
Dr.  Maurice  H.  Friedman  of  Washington, 
D.  C.,  who  said  that  “Selective  Service  fig- 
ures have  no  place  in  any  sober  discussion 
of  rural  health.”  Such  a candid  statement 
naturally  attracted  the  attention  of  news- 
papermen, physicians,  health  leaders  and 
farm  leaders. 

Dr.  Friedman  said : “When  one  makes  a 
nation-wide  comparison  of  farm  and  urban 
registrants,  there  is  a disproportionate 
representation  of  southern  men  in  the 
farm  sample  and  a disproportionate  rep- 
resentation of  northern  registrants  in  the 
non-farm  sample.  Moreover,  in  the  farm 
registrants  there  is  a disproportionate  rep- 
resentation of  Negroes.  Hence  in  any  na- 
tionwide comparison  of  farm  and  non-farm 
men  one  is  not  simply  comparing  a repre- 
sentative farm  laborer  with  an  equally  rep- 
resentative city  worker.  . . . When  consid- 
ering these  figures  one  should  keep  in  mind 
the  fact  that  rural  youth  presenting  them- 
selves for  examination  were  in  all  prob- 
ability not  truly  representative.  In  the 
opinion  of  Col.  Leonard  Rowntree,  the 
‘cream  of  the  crop’  was  kept  for  work  on 
the  farms.  They  were  classified  as  2-C  or 
3-C  and  never  came  up  for  examination.” 

Another  phase  of  the  program  which  at- 
tracted wide  interest  was  the  discussion 
carried  on  by  four  farm  youths  concerning 
better  health  for  America’s  6,000,000  farm 
families.  The  youths,  seated  at  a table 
with  their  leader,  Edward  H.  Mertz  of  Den- 
ver, Secretary  of  the  Farmers  Educational 
Foundation,  appeared  before  the  micro- 
phone in  the  big  hall  and  each  gave  his 
views  on  the  subject,  “Rural  Youth  Looks 
at  Health.” 

An  amusing  incident  occurred  when 
Betty  Chandler  of  Jamestown,  N.  D.,  rep- 
resenting the  National  Farmers  Union,  fin- 
ished her  talk.  A physician  in  the  audience 
arose  and,  without  identifying  himself, 
asked : “Miss  Chandler,  do  you  know  how 
much  socialized  medicine  would  cost  the 
American  people?” 

“Oh,  yes,”  she  replied  in  all  seriousness, 
“I  have  all  the  facts  and  figures  and  I will 
be  very  glad  to  give  them  to  you  when  the 
meeting  is  over.” 

The  physician,  amused  and  smiling  broad- 
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ly,  because  he  had  intended  to  tell  her,  took 
his  seat  amid  loud  laughter  and  applause. 

Speaking  briefly  at  one  of  the  rural  con- 
ference luncheons,  Dr.  Acher  C.  Sudan, 
Kremmling,  Colo.,  recent  winner  of  the 
A.M.A.  general  practitioner  award,  said 
that  “the  only  proper  approach  to  many 
problems  of  ‘rural  health  is  by  free  men 
and  women  working  together  in  a commu- 
nity spirit.  . . .’  We  doctors  have  a big  job 
to  do,  but  we  cannot  do  it  all.  We  doctors 
must  work  with  the  farm  folk  and  help 
them  see  that  every  dollar  buys  a dollar’s 
worth  of  health  improvement.  If  the  dollar 
stays  in  the  community,  it  is  still  a dollar. 
But  if  it  is  first  sent  to  Washington,  it  is 
diluted  and  trimmed  and  it  comes  back  to 
the  community  as  a mighty  small  piece  of 
change.” 

“Losers,  Finders,  Keepers”  was  the  in- 
triguing title  of  the  address  delivered  by 
Edward  C.  Elliott,  Washington,  I).  C.,  di- 
rector of  the  Pharmaceutical  Survey  and 
president  emeritus  of  Purdue  University. 
He  said  that  the  “losers  are  those  who  are 
losing  their  health ; finders,  those  who  are 
seeking  to  find  their  health,  and  keepers, 
those  who  have  health  and  are  determined 
to  keep  it.” 

Applause  interrupted  Dr.  Elliott’s  talk 
when,  in  discussing  the  general  practitioner 
and  the  specialist,  he  gave  his  own  defini- 
tion of  the  two.  “A  specialist  is  a man  who 
knows  more  than  he  is  ever  permitted  to 
tell ; a generalist,  which  may  be  applied  to 
the  medical  profession,  tells  more  than  any 
man  should  be  permitted  to  know.” 

Revise  Data  on  Prepayment  Plans. — The 
Council  on  Medical  Service  is  making  its 
annual  revision  of  data  pertaining  to  pre- 
payment medical  care  plans.  It  expects  to 
have  this  material  available  in  three  or  four 
months. 

Efforts  are  being  made  to  revise  the 
charts  and  graphs  which  were  compiled  as 
a supplement  to  the  brochure — Voluntary 
Prepayment  Medical  Care  Plans.  More 
than  4,000  copies  were  distributed  during 
1947. 

New  Pamphlet  Deals  With  Child  Health. 
— A pamphlet  outlining  standards  for  de- 
termining the  health  status  of  school  chil- 
dren is  now  being  distributed  by  the  Bureau 


of  Health  Education  of  the  A.M.A. 

The  brochure  entitled  “Health  Appraisal 
of  School  Children”  is  a report  of  the  joint 
committee  on  health  problems  in  education 
of  the  National  Education  Association  and 
the  A.M.A.  Recommendations  as  to  how 
the  teacher  and  the  nurse  may  aid  the  phy- 
sician with  non-medical  portions  of  the  ex- 
amination are  made.  Suggestions  regard- 
ing periodic  medical  examinations,  special 
examinations  and  health  inspections  are 
also  given.  The  material  was  edited  by 
Dean  F.  Smiley,  M.D.,  and  Fred  V.  Hein, 
Ph.D.,  of  the  A.M.A.  Bureau  of  Health 
Education. 

A complimentary  copy  will  be  sent  to 
physicians,  teachers  and  public  health  work- 
ers on  request. 

Demand  for  A.M.A.  Films  Growing. — 
The  A.M.A.  Committee  on  Medical  Motion 
Pictures  reports  that  1,337  films  were 
loaned  during  1947  as  compared  with  875 
the  previous  year. 

A breakdown  of  the  ’47  figure  shows 
that  110  civilian  hospitals  used  440  A.M.A. 
films ; 45  medical  schools  used  299 ; 40  vet- 
erans administration  units  used  184;  33 
medical  societies  used  81 ; 20  service  hos- 
pitals used  55  and  43  films  were  shipped 
to  hospitals  and  medical  schools  in  Mexico. 
Individual  physicians  used  a total  of  235 
films. 

Sincerely  yours, 

George  F.  Lull,  M.D. 

Secretary  and  General  Mgr. 


Letter  No.  53 

March  1,  1948. 

Dear  Doctor: 

A series  of  papers  on  the  financial  sup- 
port of  medical  education  provided  one  of 
the  highlights  at  the  annual  Congress  on 
Medical  Education  which  was  held  in  Chi- 
cago recently  and  which  was  attended  by 
more  than  300  deans,  educators  and  state 
licensing  officials.  It  was  the  largest  at- 
tendance on  record. 

All  of  the  speakers  agreed  that  if  the 
present  high  standards  of  medical  schools 
are  to  be  maintained  and  if  further  ad- 
vances are  to  be  achieved,  greatly  increased 
financial  support  of  medical  schools  is 
needed  without  delay. 
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Dr.  Alan  Valentine,  President  of  the  Uni- 
versity of  Rochester,  stated  that  while  bud- 
gets of  the  medical  schools  today  are  in 
excess  of  43  million  dollars,  the  schools  will 
need  to  increase  their  budgets  by  at  least 
40  million  dollars  more  if  they  are  to  train 
students  adequately  in  all  phases  of  med- 
ical science. 

Dr.  Valentine  and  the  other  speakers  on 
the  program  appeared  to  be  unanimous  in 
the  belief  that  if  a free  and  unfettered  prog- 
ress in  medical  education  is  to  be  main- 
tained, the  privately  supported  schools  must 
continue  to  receive  generous  private  sup- 
port. Federal  funds  for  medical  education, 
except  on  a short-term  emergency  basis 
were  considered  undesirable  unless  all  ef- 
forts to  secure  private  support  failed. 

Dr.  Valentine  pointed  out  that  the  addi- 
tional 40  million  dollars  needed  by  the  medi- 
cal schools  represents  only  l/6000th  of  our 
gross  national  income  and  that  it  is  1/5 
of  what  Americans  spend  annually  on  vita- 
min pills  and  less  than  4 per  cent  of  what 
Americans  spent  on  jewelry  in  1946.  He 
also  pointed  out  that  from  1932  to  1944 
the  national  income  rose  from  60  to  242 
billion  dollars.  These  figures  indicate  that 
there  is  in  private  pockets  more  than 
enough  to  finance  painlessly  the  added  costs 
of  medical  education. 

Foreign  medical  education  received  con- 
siderable attention  during  the  congress. 
The  Committee  on  Foreign  Medical  Cre- 
dentials held  a meeting  during  the  congress, 
called  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  A.M.A.,  and  arrange- 
ments were  made  whereby  information  con- 
cerning foreign  medical  schools  received 
by  the  A.M.A.,  the  State  Department,  the 
Office  of  Education  and  the  New  York  State 
Board  of  Examiners  would  be  pooled  in  an 
effort  to  keep  all  groups  abreast  of  develop- 
ments in  medical  education  abroad. 

Lecture  on  Quackery  Smokes  Out  Quack. 
— Howard  A.  Carter,  Secretary  of  the  Coun- 
cil on  Physical  Medicine  of  the  A.M.A., 
experienced  an  amusing  incident  recently 
when  he  delivered  a lantern  lecture  at  a 
luncheon  of  the  alumni  of  the  Illinois  Insti- 
tute of  Technology.  His  subject  was  “Me- 
chanical Quackery.” 

More  than  27  devices  were  displayed  and 


vigorously  condemned.  He  also  demon- 
strated some  specimens  of  nostrums.  The 
success  of  his  demonstrational  lecture  was 
climaxed  when,  unexpectedly,  the  inventor 
and  promoter  of  one  of  the  gadgets,  the 
worthless  “radium  pencil,”  arose  from  his 
seat  in  the  audience  and  attempted  to  de- 
liver a brief  sales  talk. 

Plan  to  Attend  Havana  Meeting. — Three 
representatives  of  the  American  Medical 
Association — President  Edward  L.  Bortz  of 
Philadelphia,  President-Elect  R.  L.  Sen- 
senich  of  South  Bend,  Ind.,  and  Dr.  Austin 
Smith,  Secretary  of  the  Council  on  Phar- 
macy and  Chemistry — are  planning  to  at- 
tend the  first  Latin-American  meeting  of 
the  pharmaceutical  industry  in  Havana, 
Cuba,  April  12-14. 

The  Canadian  Medical  Association  will 
be  represented  by  Dr.  T.  C.  Routley,  gen- 
eral secretary,  who  will  discuss  the  activi- 
ties of  the  Council  of  the  World  Medical 
Association. 

Charles  Wesley  Dunn,  New  York,  gen- 
eral counsel  for  the  American  Pharmaceu- 
tical Manufacturers’  Association,  expects 
an  attendance  of  more  than  300  from  the 
pharmaceutical  industry.  He  stated  that 
the  broad  purpose  of  the  meeting  is  to  bring 
the  pharmaceutical  and  medical  professions 
of  the  United  States  and  Latin-American 
countries  into  a closer  joint  relation  for 
their  mutual  benefit  and  international  good 
will  generally. 

Plan  Poliomyelitis  Conference. — Dr.  Mor- 
ris Fishbein,  editor  of  The  Journal  of  the 
American  Medical  Association,  is  a member 
of  the  advisory  committee  which  is  plan- 
ning the  First  International  Poliomyelitis 
Conference  to  be  held  in  New  York,  July 
12-17,  under  the  auspices  of  the  National 
Foundation  for  Infantile  Paralysis. 

Many  sections  of  the  world  recently  have 
witnessed  radical  changes  in  the  nature  of 
the  disease — from  a sporadic,  endemic  oc- 
currence to  explosive,  seasonal  epidemics. 
It  is  hoped  that  first-hand  accounts  from 
these  new  epidemic  areas  may  bring  to 
light  some  clues  that  will  explain  this  phe- 
nomenon and  perhaps  lead  to  better  control 
methods.  By  bringing  together  for  the  first 
time  the  leading  world  authorities  on  the 
disease,  it  may  result  in  a clarification  of 
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the  medical  care  problems  of  poliomyelitis 
as  well  as  delineate  more  exactly  the  most 
promising  fields  of  research. 

Physicians  May  Become  WMA  Founders. 
— It  is  possible  now  for  individual  phy- 
sicians to  become  founder  members  of  the 
American  Committee  in  Support  of  the 
World  Medical  Association.  The  fee  is  $10 
a year  and  checks  may  be  made  payable  to 
the  Secretary  of  the  American  Committee 
in  Support  of  World  Medical  Association. 
The  checks  are  to  be  sent  to  Dr.  Louis  H. 
Bauer,  a member  of  the  A.M.A.  Board  of 
Trustees,  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  29,  N.  Y. 

A.M.A.  Board  of  Trustees  Meets. — The 
A.M.A.  Board  of  Trustees,  meeting  in  Chi- 
cago recently,  authorized  the  National  Con- 
ference of  County  Medical  Society  Officers 
to  sponsor  another  “Grass  Roots”  Confer- 
ence during  the  annual  A.M.A.  session  in 
Chicago.  The  conference  will  be  held  on 
Sunday,  June  20. 

The  board  elected  Dr.  Stanley  J.  Seeger 
of  Dallas,  Texas,  chairman  emeritus  of  the 
Council  on  Industrial  Health. 

Several  members  of  the  board  met  with 
representatives  of  the  American  College  of 
Surgeons  to  work  out  certain  problems  con- 
nected with  the  inspection  of  hospitals  and 
of  graduate  training  in  hospitals.  A sub- 
committee was  appointed,  the  representa- 
tives of  the  A.M.A.  being  Dr.  Harvey  Stone, 
Baltimore,  and  Dr.  Donald  G.  Anderson, 
Secretary  of  the  Council  on  Medical  Edu- 
cation and  Hospitals.  Committee  members 
of  the  American  College  of  Surgeons  will 
be  announced  later. 

Also  serving  on  the  committee  will  be 
two  representatives  of  the  Surgical  Spe- 
cialty Board,  Dr.  Warfield  M.  Firor,  Balti- 
more, and  Dr.  Guy  Caldwell,  New  Orleans, 
and  Dr.  B.  R.  Kirklin,  Rochester,  Minn., 
Secretary  of  the  Advisory  Board  for  Med- 
ical Specialties. 

Sincerely  yours, 

George  F.  Lull,  M.D., 
Secretary  and  General  Mgr. 
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Dr.  J.  Lanier  Wyatt  announces  the  open- 
ing of  his  office  at  224  Bennie-Dillon  Build- 


ing, Nashville,  Tennessee,  for  the  practice 
of  Internal  Medicine. 


Dr.  Carroll  Smith  and  Dr.  Allen  Law- 
rence announce  their  association  in  the 
practice  of  Ophthalmology — 626  Doctors 
Building,  Nashville,  Tennessee. 

Dr.  Miller  Robinson  and  Dr.  Oscar  G. 
Nelson  announce  the  removal  of  their  of- 
fices to  1310  Church  Street,  Nashville,  Ten- 
nessee. Practice  limited  to  Surgery  and 
Traumatic  Surgery. 

Dr.  Charles  E.  Haines  announces  the 
opening  of  his  office  in  the  Bennie-Dillon 
Building,  Nashville,  Tennessee,  for  the  prac- 
tice of  Urology. 

Golf  Tournament 

There  will  be  a Doctors’  Golf  Tourna- 
ment and  Banquet  in  connection  with  the 
State  Meeting  on  Monday,  April  12,  1948, 
at  10:00  a.m.  Registration  fee  will  be  $10 
to  cover  greens  fees,  caddies,  tip,  and  ban- 
quet. It  should  be  sent  to  Dr.  S.  Benjamin 
Fowler,  Chairman,  1921  Broad  Street, 
Nashville. 

The  tournament  and  banquet  will  be  held 
at  the  Richland  Golf  Club.  Please  send  or 
bring  your  club  handicap. 

Those  desiring  to  enter  this  tournament 
should  send  registration  fee  as  soon  as  pos- 
sible so  all  the  necessary  arrangments  can 
be  made  for  a successful  tournament.  There 
will  be  a number  of  handsome  prizes  pre- 
sented by  Nashville  firms. 

The  annual  meeting  of  the  Tennessee  So- 
ciety of  X-Ray  Technicians  will  be  held  at 
the  Hotel  Hermitage,  Nashville,  April  24. 
All  technicians  throughout  the  .State  are 
not  only  invited,  but  urged  to  attend. 

(Signed)  Miss  Wilma  Wood,  R.T., 
General  Chairman  of  Arrangements, 
246  Doctors  Building,  Nashville. 


Rh  Determinations 

A Tennessee  Department  of  Public  Health 
Program  to  Aid  in  Foreseeing 
Rh  Problems 

The  Division  of  Laboratories  is  prepared 
to  receive  blood  specimens  as  outlined  be- 
low in  an  Rh  program.  This  program  will 
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concern  itself  with  the  prevention  of  blood 
dyserasia  due  to  the  Rh  factor. 

The  program  will  therefore  be  confined 
to  specimens  from  pregnant  women,  women 
with  a history  of  previous  pregnancy,  or 
women  with  a history  of  blood  transfusion, 
and  to  the  husbands  of  the  women  in  these 
groups  who  are  found  to  be  Rh  negative. 
Tests  are  desirable  on  women  who  have  a 
history  of  previous  pregnancy.  They  are 
very  important  on  women  who  have  given 
birth  to  children  showing  evidence  of  a 
blood  dyserasia  which  may  have  resulted 
from  the  Rh  factor  or  other  blood  factors. 

The  Rh  tests  will  be  performed  in  the 
Central  Laboratory  in  Nashville.  It  will 
be  necessary  to  be  sure  that  specimens 
reach  the  laboratory  promptly  for  the  best 
results.  Specimens  should  be  mailed  so 
that  they  will  arrive  in  Nashville  in  the 
morning.  Specimens  should  be  mailed 
Monday,  Tuesday  or  Wednesday  only,  as 
shipments  later  in  the  week  may  result  in 
specimens  being  delayed  in  the  mail  over 
the  week-end.  Old  specimens  are  much  less 
satisfactory  for  Rh  determination  than 
fresh  specimens. 

The  containers  for  collecting  and  mail- 
ing Rh  specimens  to  the  Central  Laboratory 
in  Nashville  may  be  secured  at  the  local 
health  departments  throughout  the  State. 
Proper  handling  of  these  specimens  is  very 
important  and  the  directions  should  be 
closely  adhered  to. 


WOMAN'S  AUXILIARY 


Dear  Auxiliary  Members: 

Plans  are  progressing  in  the  Davidson 
County  Medical  Auxiliary  for  one  of  the 
best  conventions  we  have  ever  had.  A 
large  attendance  is  urged  from  every  aux- 
iliary in  the  State.  We  are  assured  a hearty 
welcome. 

It  is  impossible  to  get  the  finished  pro- 
gram for  this  issue  of  the  State  Medical 
Journal,  but  here  is  the  general  plan: 
Headquarters  hotel  will  be  “The  Her- 
mitage.” 

April  13 — Tuesday  afternoon  registra- 
tion. 


Tuesday  evening — Preconvention  Board 
dinner  and  business  meeting. 

April  14,  9 a.m. — Business  session  in- 
cluding reports  of  officers,  chairmen,  elec- 
tion and  installation  of  officers. 

Luncheon  honoring  the  National  Presi- 
dent, Mrs.  Eustace  A.  Allen  of  Atlanta, 
who  will  make  an  address  and  present  the 
President’s  pin. 

Wednesday  afternoon — Tea  at  the  home 
of  the  new  President  of  the  Davidson  Coun- 
ty Auxiliary. 

Wednesday  evening — Dinner  presided 
over  by  the  new  President,  Mrs.  Oscar  A. 
Nelson  of  Nashville. 

April  15 — Post  Convention  Board  meet- 
ing, followed  by  a School  of  Instruction  for 
the  new  officers  and  chairmen. 

Registration  will  be  held  Wednesday 
morning. 

All  reports  should  be  sent  to  me  at  an 
early  date. 

(Signed)  Mrs.  Robert  F.  Patterson, 

President. 


Board  Meeting 

The  Board  of  the  Middle  Tennessee  Aux- 
iliary was  entertained  at  luncheon  on  Fri- 
day, March  12,  by  Mrs.  Lynch  Bennett, 
Vice-President  of  the  state  organization,  at 
her  home  in  Nashville. 

The  meeting  was  for  the  purpose  of  se- 
lecting nominees  for  state  offices. 


Davidson  Dinner 

The  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  the  Davidson 
County  Medical  Society  held  its  annual  din- 
ner for  members  and  their  husbands  Fri- 
day evening,  February  27,  at  Richland  Golf 
Club.  Mrs.  James  D.  Lester,  retiring  presi- 
dent, was  toastmistress. 


Thanks  to  Mrs.  Patterson 
As  the  time  approaches  for  the  close  of 
the  term  of  Mrs.  Robert  F.  Patterson  of 
Knoxville  as  State  Auxiliary  President,  we 
wish  to  express  deepest  appreciation  for 
the  never-ending  interest  she  has  shown 
for  every  phase  of  auxiliary  work  over  the 
State.  Mrs.  Patterson’s  ability  to  efficient- 
ly handle  her  task  has  been  admirably  dem- 
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onstrated  time  and  again.  Her  term  of 
office  has  been  marked  by  great  strides  in 
accomplishments  of  various  auxiliaries  and 
increased  interest  on  the  part  of  members 
in  our  work  in  our  communities.  We  thank 
her  for  the  time  and  effort  she  has  ex- 
pended in  our  behalf. 


MEDICAL  SOCIETIES 


Consolidated  Medical  Assembly 
of  West  Tennessee 
February  3 : Dr.  Arthur  Guyton,  Asso- 
ciate Professor  of  Medicine,  University  of 
Mississippi,  spoke  on  “Neurogenic  Basis  of 
Essential  Hypertension.” 

Dr.  J.  R.  Simms,  Jr.,  Associate  Professor 
of  Surgery,  University  of  Mississippi,  dis- 
cussed “Deep  X-Ray  Therapy  of  Diabetes 
Mellitus.” 

March  9 : Dr.  C.  W.  Mayo  of  the  Mayo 
Clinic,  Rochester,  Minnesota,  was  the  prin- 
cipal speaker,  his  subject  being  “Malig- 
nancy of  the  Decto-sigmoid  and  Lower  Sig- 
moid.” 

The  meetings  were  held  at  the  New  South- 
ern Hotel,  Jackson,  Tennessee. 


Cocke  County: 

The  Cocke  County  Medical  Society  met 
on  January  22,  1948,  and  elected  the  fol- 
lowing officers  for  the  ensuing  year: 

Drew  A.  Mims,  Newport,  President;  W. 
E.  McGaha,  Newport,  Secretary-Treasurer. 

Society  meetings  are  held  monthly — on 
the  fourth  Thursday  at  7:30  p.m. 

(Signed)  W.  E.  McGaha,  M.D., 

S'  e ere  tary- Treasurer. 


Knox  County: 

February  17:  “The  Surgical  Treatment 
of  Congenital  Heart  Disease,”  by  Dr.  J.  R. 
Bowman. 

March  2 : “Lateral  Sinus  Thrombosis 
Treated  with  Streptomycin.  Report  of  Two 
Cases,”  by  Dr.  O.  E.  Ballou.  Discussion 
by  Dr.  E.  L.  Grubb. 


Davidson  County: 

February  17 : “Some  Problems  in  the 
Field  of  Medical  Economics  of  Concern  to 


the  Medical  Profession,”  by  Dr.  H.  H. 
Shoulders. 

March  2 : “The  Metabolism  of  Iodine  in 
Thyroid  Disease,”  by  Dr.  George  Curtis, 
Professor  of  Surgery,  Ohio  State  Univer- 
sity. 

Papers  scheduled : 

March  16:  “Convulsions  in  Infants  and 
Children,”  by  Dr.  0.  H.  Wilson.  Discus- 
sion by  Drs.  Thomas  Weaver,  John  M.  Lee, 
Amos  Christie  and  Joe  Strayhorn. 

March  30 : “Treatment  of  Uterine  Bleed- 
ing,” by  Dr.  John  C.  Burch.  Discussion 
by  Drs.  C.  S.  McMurray,  Lynch  Bennett, 
Hamilton  Gayden,  and  Douglas  Seward. 
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ANESTHESIA 

By  H.  M.  Aushhrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Author:  Gray,  T.  C.:  d-Tubocurarine  in  Caesarean 

Section.  Brit,  M.  J.,  444-445,  1947. 

Anesthesia  supplemented  with  d-Tubocurarine 
was  administered  for  fifty  Caesarean  sections.  One 
hour  before  operation  atropine,  1/100  gr.  (0.65 
mgm.)  was  given.  After  the  patient  had  been 
painted  and  draped  and  the  surgeon  was  ready  to 
make  the  incision,  the  induction  was  carried  out 
by  injection  of  15  mgm.  of  d-Tubocurarine  fol- 
lowed by  0.3  gm.  of  (kemiethal)  in  5%  solution. 
Anesthesia  was  maintained  with  cyclopropane. 
The  transient  loss  of  consciousness  resulting  from 
the  induction  made  it  necessary  to  start  cyclopro- 
pane immediately.  Any  depression  of  respiration 
which  may  result  from  the  induction  dose  of 
d-Tubocurarine  was  counteracted  by  manual  aid  to 
respiration.  Anesthesia  was  kept  as  light  as  pos- 
sible up  to  the  delivery  of  the  infant.  After  de- 
livery the  anesthesia  was  deepened  if  required.  In 
this  series  with  the  exception  of  two  cases  the 
babies  all  cried  lustily  as  soon  as  they  had  been 
delivered  and  they  showed  no  evidence  of  cur- 
araization. 

The  uterine  contractability  was  increased  and 
the  injection  of  pituitrin  was  found  necessary.  The 
patient  was  allowed  to  waken  as  the  dressing  was 
being  applied.  In  a few  cases  residual  signs  of 
curarization  were  evident,  but  prostigmine  and 
atrophine  were  necessary  only  in  two  instances. 
The  infrequency  of  postoperative  vomiting  or  retch- 
ing is  conspicuous. 
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CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Combined  Heparin-Dicumarol  Therapy  of  Myo- 
cardial Infarction.  By  Helen  I.  Glueck,  M.D., 
Victor  Strauss,  M.D.,  John  S.  Pearson,  M.D.,  and 
Johnson  McGuire,  M.D.,  Cincinnati,  Ohio,  Amer- 
ican Heart  Journal,  35,  No.  2,  269-281,  February, 
1948. 

The  use  of  anti-coagulants  in  the  treatment  of 
myocardial  infarction  has  become  of  special  in- 
terest to  clinicians  during  the  past  few  years  be- 
cause of  the  hope  that  this  thei’apy  may  reduce 
certain  complications,  especially  emboli. 

The  present  study  is  the  result  of  treating  al- 
ternate patients  with  myocardial  infarction  at  the 
Cincinnati  General  Hospital  beginning  in  April, 
1946. 

Treatment  was  begun  as  soon  as  a definite  diag- 
nosis of  myocardial  infarction  could  be  established 
employing  the  usual  diagnostic  aids  and  criteria. 
All  patients  were  treated  within  24  hours  of  onset 
of  symptoms  except  two,  who  were  Heated  on 
the  second  and  third  day.  Initial  prothrombin 
time  and  clotting  time  were  determined  before 
beginning  therapy.  The  usual  initial  dose  of  di- 
cumarol  was  200  mg.  orally,  unless  the  prothrom- 
bin time  was  prolonged  or  the  patient  was  in 
severe  shock.  Simultaneously,  300  mg.  of  heparin 
were  added  to  a liter  of  5 per  cent  glucose  in 
water  and  given  by  continuous  intravenous  drip 
at  a rate  of  20  drops  per  minute.  The  clotting 
time  was  determined  at  four-hour  intervals  during 
the  day  and  an  attempt  was  made  to  maintain 
the  clotting  time  between  8 and  10  minutes  (by 
the  capillary  tube  method)  and  the  rate  of  heparin 
drip  was  regulated  accordingly.  The  prothrombin 
time  was  determined  24  hours  after  the  initial 
dose  of  dicumarol  and  daily  thereafter  during 
dicumarol  therapy.  The  prothrombin  time  was 
determined  by  the  method  of  Quick  and  was  re- 
ported as  prothrombin  times  and  as  percentages 
of  normal  concentration.  The  average  patient  re- 
quired 300  to  400  mg.  of  heparin  during  24  to  36 
hours.  Dicumarol  was  administered  after  the  daily 
estimation  of  prothrombin.  The  average  dose  was 
100  to  200  mg.  if  prothrombin  level  was  above  30 
per  cent  of  normal. 

This  therapy  was  used  in  25  untreated  patients 
with  25  patients  as  a control  group.  There  were 
eight  deaths  in  the  control  group  and  three  deaths 
in  the  treated  group.  Emboli  occurred  in  six  of 
the  control  group  and  possibly  in  one  of  the  treated 
group. 

Autopsies  were  performed  on  the  three  treated 
patients  who  died.  No  mural  thrombosis  nor  em- 
bolism was  present,  although  two  patients  died 
within  48  hours  after  symptoms.  One  patient  had 
rupture  of  the  ventricle  with  hemorrhage  into  the 
pericardium. 


Three  of  the  treated  patients  showed  evidence 
of  hemorrhage.  One  patient  developed  gross  hema- 
turia which  cleared  following  administration  of  60 
mg.  of  menadione  intravenously,  one  patient  passed 
a bloody  stool,  and  the  other  patient  suffered  a 
ruptured  ventricle  which  was  not  thought  to  be 
due  to  anti-coagulant  therapy. 


DERMATOLOGY 

By  Clarence  Shaw,  M.D. 

1013  Provident  Building 
Chattanooga  2 


Epidermal  Sensitization  to  Streptomycin.  (Report 
of  Six  Cases  Occurring  in  Twelve  Nurses  Han- 
dling the  Drug.)  Maurice  J.  Strauss,  M.D.,  and 
Frederick  C.  Waring,  Jr.,  M.D.  Journal  of  In- 
vestigative Dermatology.  Vol.  9,  p.  99,  August, 
1947. 

The  authors  report  six  cases  of  sensitization  to 
streptomycin  which  occurred  in  a group  of  twelve 
nurses  who  came  in  contact  with  the  drug  in  the 
course  of  administering  it  to  patients  and  rinsing 
out  the  syringes.  In  detail  reports  of  the  indi- 
vidual cases  it  was  clearly  demonstrated  that  the 
eruption  appeared  at  intervals  varying  from  one 
month  to  three  and  one-half  months  after  the  be- 
ginning of  exposure  to  the  drug  and  in  all  in- 
stances the  eruption  disappeared  promptly  when 
exposure  to  streptomycin  was  avoided.  All  pa- 
tients showed  unequivocally  positive  results  to 
patch  tests  with  streptomycin  in  a concentration 
indicating  that  it  was  not  a primary  irritant,  but 
rather  a true  sensitization  phenomenon.  Since  the 
preparation  tested  contained  98%  or  more  of  strep- 
tomycin and  positive  reactions  were  obtained  with 
several  different  batches  of  the  drug,  it  is  assumed 
that  the  positive  results  were  due  to  sensitivity 
to  streptomycin  itself  rather  than  to  impurities. 
Most  of  the  sensitized  individuals  were  found  in 
those  people  who  were  frequently  rather  then  oc- 
casionally exposed  to  the  drug.  The  authors  rec- 
ommend that  patch  tests  for  epidermal  sensitivity 
to  streptomycin  should  be  carried  out  with  a so- 
lution of  1 gram  of  the  drug  in  50  cc.  of  distilled 
water. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


The  Use  of  Multiple  Sources  of  Radium  Within 
the  Uterus  in  the  Treatment  of  Endometrial 
Cancer.  A.  N.  Arneson,  M.D.,  William  W.  Stan- 
bro,  M.D.,  and  James  F.  Nolan,  M.D.,  St.  Louis, 
Missouri.  Am.  J.  Obst.  & Gynec.,  55:  1,  pp.  73, 
74,  January,  1948. 

About  1938  a planned  method  of  treatment  was 
established  for  patients  with  corpus  cancer  at  the 
Barnes  Hospital  and  the  Barnard  Free  Skin  and 
Cancer  Hospital.  The  method  of  radium  treatment 


108 


ABSTRACTS  OF  CURRENT  LITERATURE 


March,  1948 


was  changed  from  one  employing  intrauterine  tan- 
dems to  a technic  using  multiple  capsules  of  radium 
packed  individually  into  the  uterine  cavity  in  the 
attempt  to  fill  all  the  available  space.  The  use  of 
radium  is  preceded  by  the  external  application  of 
X-rays.  Patients  suited  to  hysterectomy  are  given 
preoperative  irradiation  with  both  X-rays  and  ra- 
dium. Between  1936  and  1941,  inclusive,  a total 
of  ninety-three  patients  with  corpus  cancer  were 
treated  on  the  ward  and  teaching  service  in  the 
two  institutions.  The  period  of  years  included  in 
the  report  antedates  the  onset  of  a planned  method 
of  treatment.  In  the  earlier  years  radium  was 
applied  by  intrauterine  tandem.  During  the  tran- 
sition to  regular  use  of  preoperative  irradiation, 
a few  selected  patients  with  favorable  prognoses 
were  treated  by  hysterectomy  alone.  Of  the  en- 
tire group  of  ninety-three  patients,  45  per  cent 
were  considered  inoperable  due  to  advanced  can- 
cer, or  to  some  constitutional  disorder.  The  ab- 
solute five-year  survival  rate  for  the  forty-three 
patients  treated  by  irradiation  alone  is  27  per  cent. 
For  thirty-two  patients  receiving  preoperative 
X-rays  and  radium  followed  by  hysterectomy  the 
five-year  results  is  68  per  cent.  Surgery  alone 
was  used  in  eighteen  individuals,  of  whom  84  per 
cent  are  alive  and  well  for  the  same  period. 
Explanation  of  the  unusually  good  results  from 
hysterectomy  alone  is  made  on  the  basis  of  fa- 
vorable clinical  material.  The  absolute  five-year 
survival  for  the  entire  series  of  ninety-three  pa- 
tients is  53  per  cent.  The  attempt  is  made  to 
compare  the  relative  effectiveness  of  treatment  by 
intrauterine  tandem  of  radium,  and  by  the  use  of 
multiple  capsules.  For  that  comparison  the  effect 
of  certain  biologic  properties  of  tumor  growth  are 
considered  in  their  relation  to  end  results.  Varia- 
tion in  survival  rate  is  found  with  histologic  type 
for  treatment  by  radiation  alone  as  well  as  in 
conjunction  with  hysterectomy.  Better  results 
were  obtained  in  the  more  highly  differentiated 
forms.  An  improvement  in  clinical  results  is  shown 
for  the  use  of  multiple  capsules.  Variation  in  sur- 
vival rate  is  found  also  with  size  of  the  uterus. 
For  treatment  by  radiation  alone  the  result  in 
uteri  of  small  size  was  about  equal  for  tandems 
and  multiple  capsules.  Despite  the  fact  that  sur- 
vival rates  are  affected  by  both  histologic  type 
and  uterine  size,  and  improvement  in  clinical  re- 
sults can  be  shown  for  use  of  multiple  capsules  by 
comparison  made  on  the  basis  of  method  of  radium 
treatment  only.  More  reliable  than  histologic  type 
or  uterine  size  in  establishing  the  clinical  result 
to  be  expected  is  the  persistence  or  disappearance 
of  tumor  within  the  uterus  after  preoperative 
irradiation.  Among  the  thirty-two  patients  treated 
by  hysterectomy  after  the  use  of  X-rays  and  ra- 
dium, persistent  tumor  was  identified  in  47  per 
cent.  Of  that  group  only  46  per  cent  survived 
the  five-year  period.  Among  the  patients  in  whom 
tumor  was  identified  the  survival  rate  is  88  per 
cent.  Discussion  is  given  upon  the  improvement 


in  distribution  of  radiation  and  in  tissue  dose  for 
multiple  sources  of  radium  within  the  uterus.  By 
means  of  that  method  it  has  been  practical  to 
increase  the  total  amounts  of  radiation  employed. 

INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


The  General  Practitioner  as  an  Adjunct  to  the 

Industrial  Surgeon.  F.  E.  Poole.  Occup.  Med., 

4:  293,  September,  1947. 

Dr.  Poole  of  Glendale,  California,  describes  the 
fields  in  which  the  general  practitioner  can  best 
cooperate  with  the  industrial  surgeon,  and  out- 
lines those  mechanics  wherein  the  two  jointly  see 
the  employee-patient  with  regard  to  his  medical 
problems.  If  their  joint  contract  is  carried  out 
intelligently,  they  result  in  mutual  benefit  to  the 
general  practitioner  and  the  industrial  surgeon  and 
better  medical  care  for  the  patient.  The  following 
rules  may  serve  as  a guide  that  the  general  prac- 
titioner might  use  in  aiding  effectively  the  indus- 
trial surgeon  in  his  task  of  maintaining  and  pro- 
tecting the  health  of  America’s  industrial  working 
force: 

1.  Provide  remedial  treatment  for  minor  defects 
which  impair  the  employee’s  efficiency. 

2.  Provide  information  useful  to  the  industrial 
surgeon  for  efficient  placement  of  handicapped  or 
physically  limited  employees. 

3.  Report  promptly  cases  of  occupational  injury 
to  provide  information  useful  to  the  industrial  sur- 
geon in  restoring  the  worker  to  employment  with 
the  least  possible  loss  of  time. 

4.  Report  cases  of  alleged  or  suspected  occupa- 
tional disease  to  the  industrial  surgeon  and  obtain 
full  information  on  occupational  health  hazards 
before  making  a positive  diagnosis. 

5.  Evaluate  working  capacity  and  specify  per- 
missible working  conditions  in  cases  of  pregnancy. 

6.  Specify  any  restricting  conditions  resulting 
from  illness  or  injury  and  the  probable  length  of 
disability  when  releasing  patients  for  return  to 
work. 

7.  Recognize  requests  for  letters  of  special  con- 
sideration as  probable  symptoms  of  maladjust- 
ments. 

Additional  suggestions  which  will  smooth  the 
process  of  consultation  between  these  two  groups 
of  physicians  are: 

1.  Avoid  basing  opinions  on  the  employee’s  state- 
ment alone  or  on  incomplete  examination  when 
evaluating  an  employee’s  working  capacity. 

2.  Avoid  statements  contradictory  to  the  indus- 
trial surgeon’s  findings;  instead,  use  qualified  state- 
ments which  are  less  apt  to  be  the  basis  for 
dispute. 

3.  Avoid  the  “$2  letter”  habit;  base  requests  on 
sound  medical  opinion  rather  than  a desire  to  be 
helpful  to  the  patient  when  recommending  changes 
in  work,  sick  leaves  or  other  special  consideration. 
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4.  Refrain  from  indicating  the  occupation  for  the 
employee’s  symptoms  without  adequate  knowledge 
of  occupational  disease  hazards. 

5.  Avoid  requesting  special  concessions  regard- 
ing work  conditions  on  the  basis  of  trivial  com- 
plaints on  the  part  of  an  employee. 

6.  Refrain  from  writing  medical  certificates  on 
insufficient  or  questionable  evidence;  all  such  let- 
ters are  reviewed  by  the  industrial  surgeon. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Abdominal  Pregnancy.  H.  F.  Burkons.  Ohio  State 

Med.  Jour.,  43:  161-164,  1947. 

The  pathology,  diagnosis  and  treatment  of  ab- 
dominal pregnancy  are  discussed,  and  a case  re- 
port is  presented.  The  correct  diagnosis  of 
abdominal  pregnancy  can  be  made  in  a greater 
percentage  of  cases  if  the  possibility  of  this  con- 
dition is  considered  in  all  pregnancies  that  seem 
“unusual.”  The  writer  lists  ten  significant  points 
in  the  history  and  physical  findings  of  cases  of 
abdominal  pregnancy,  which  are  as  follows: 

1.  History  of  usual  symptoms  of  early  preg- 
nancy (missed  period,  nausea,  etc.) 

2.  In  most  cases,  not  long  after  the  missed 
period,  the  patient  experienced  some  bleeding  and 
lower  abdominal  pain. 

3.  There  usually  follows  a variable  period  of 
freedom  from  symptoms. 

4.  Later,  abdominal  pain  is  usually  present.  It 
may  be  dull  or  sharp.  Sometimes  the  baby’s  move- 
ments are  especially  painful. 

5.  Vaginal  bleeding  may  occur  briefly  in  early 
pregnancy  and  continue  intermittently. 

6.  Softening  of  the  cervix  is  about  the  same 
as  in  normal  pregnancy.  The  cervix  may  be  dis- 
placed, depending  on  the  location  of  the  gestation 
sac. 

7.  The  fetus  is  often  palpable  with  unusual  ease. 

8.  The  uterus  is  usually  enlarged  to  the  size  of 
a four  or  six  weeks’  pregnancy  and  is  often  in- 
distinguishable from  the  general  abdominal  mass. 

9.  X-ray  may  be  of  definite  value.  Soft  tissue 
technique  will  fail  to  reveal  the  uterine  shadow 
around  the  fetus.  On  lateral  view,  the  fetus  may 
be  seen  directly  under  the  abdominal  wall.  Also, 
the  fetus  frequently  assumes  an  abnormal  position. 

10.  Vomiting  is  a frequent  symptom. 

Once  the  diagnosis  of  abdominal  pregnancy  is 
made,  it  is  considered  best  to  operate  without 
delay.  Immediate  operation  prevents  the  possi- 
bility of  sudden,  severe  intra-abdominal  hemor- 
rhage due  to  partial  separation  of  the  placenta. 
It  also  prevents  the  formation  of  more  firm  and 
dense  adhesions  as  pregnancy  progresses,  and  the 
possibility  of  intraabdominal  sepsis.  The  fre- 
quency of  a deformed  fetus  in  abdominal  preg- 


nancy makes  waiting  for  viability  not  worth  the 
risk. 

At  operation,  most  writers  feel  that  unless  the 
placenta  is  free  in  the  peritoneal  cavity,  or  at- 
tached only  by  an  easily  severed  pedicle,  it  should 
be  left  alone.  Manual  removal  of  the  placenta  in 
this  condition  results  in  severe  bleeding  which  may 
be  difficult  to  control.  In  the  majority  of  cases, 
if  left  alone,  absorption  of  the  placenta  occurs 
with  no  further  trouble.  If  the  placenta  later  be- 
comes infected,  the  abdomen  can  be  reopened  and 
drained,  or  the  placental  mass  easily  removed  at 
this  later  date.  If  frank  infection  is  present  at 
the  original  operation,  drainage  or  marsupilization 
should  be  performed. 

The  case  is  presented  of  a 30-year-old  Negress 
who  had  two  preceding  normal  pregnancies.  When 
seen  at  approximately  the  sixth  month  of  her  third 
pregnancy,  her  only  complaint  was  irregular  pe- 
riods of  lower  abdominal  pain.  There  had  been 
some  vaginal  spotting  during  the  early  part  of 
pregnancy.  In  palpating  the  abdominal  enlarge- 
ment, one  particular  orange-sized  mass,  midway 
between  the  pubis  and  umbilicus,  appeared  to  be 
a sensitive  uterine  fibroid  such  as  is  not  infre- 
quently seen  in  pregnant  fibroid  uteri.  The  cer- 
vix was  softened  and  located  anteriorly.  Posterior 
to  the  cervix  there  was  a large,  firm  nontender 
mass.  X-ray  examination  revealed  this  to  be  the 
fetal  head  resting  in  the  posterior  portion  of  the 
lower  uterine  segment.  Although  the  possibility 
of  abdominal  pregnancy  was  considered,  it  was 
thought  that  the  diagnosis  was  probably  pregnancy 
in  a fibromyomatous  uterus.  Careful  observation 
was  continued. 

Two  weeks  later,  while  straining  at  stool,  the  pa- 
tient experienced  sudden,  lancinating,  generalized 
abdominal  pain.  On  admission  to  the  hospital  she 
was  suffering  excrutiating  pain.  The  temperature 
was  37  degrees  C.;  pulse, 140;  blood  pressure, 120/85. 
The  abdomen  was  exquisitely  tender,  but  only 
slightly  spastic.  Pelvic  examination  revealed  the 
head  deep  in  the  pelvis,  separated  from  the  ex- 
amining fingers  only  by  vaginal  wall  tissue.  The 
cervix  was  high  under  the  pubis.  A diagnosis  of 
abdominal  pregnancy  with  intra-peritoneal  hem- 
orrhage was  made,  and  operation  was  immediately 
pei'formed. 

A large  amount  of  liquid  and  clotted  blood  was 
present  in  the  peritoneal  cavity.  Posteriorly  and 
to  the  right  of  the  slightly  enlarged  uterus  was 
the  six  months’  gestation  sac.  This  was  ruptured 
artifically  and  a living  fetus  was  extracted  which 
died  in  a few  hours.  The  fetus  appeared  normal. 
The  cord  was  ligated  and  cut  loose  to  its  placental 
insertion.  The  bleeding  which  was  noted  on  open- 
ing the  peritoneal  cavity  continued  unabated.  Its 
soui’ce  was  found  to  be  a small  detached  portion 
of  placenta,  apparently  separated  as  the  patient 
strained  at  stool  prior  to  admission.  By  main- 
taining pressure  on  the  bleeding  area  for  four  days 
with  a column  of  gauze  which  came  through  the 
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abdominal  wound,  the  bleeding  was  controlled. 
Plasma  and  blood  were  administered  liberally 
throughout  operation. 

The  patient  improved  following  operation  until, 
on  the  fifteenth  postoperative  day,  pulmonary  em- 
bolism occurred.  This  resulted  in  death  within 
one  hour.  The  author  feels  that  if  this  tragic 
event  had  not  occurred,  it  seems  safe  to  predict 
that  the  case  would  have  terminated  successfully. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


When  Should  One  Fixate  the  Retina  Prophylac- 
tically?  Felix  Fletcher.  American  Journal  of 
Ophthalmology,  February,  1948. 

Retinal  tears  can  be  found  in  the  presence  of 
an  attached  retina.  The  visual  disturbances  may 
be  minimal  and  may  only  be  those  of  “mouches 
volantes”  or  light  flashes.  Sometimes  one  does 


not  find  a tear,  but  can  observe  a spot  which  looks 
as  though  it  might  become  the  site  of  an  eventual 
tear.  This  is  especially  the  case  in  patients  with 
high  myopia.  After  a short  review  of  the  litera- 
ture the  author  presents  eighteen  cases  of  his 
own.  In  twelve  of  them  a retinal  detachment  had 
been  present  or  operated  on  in  the  other  eye.  The 
second  eye  which  showed  tears  without  detach- 
ments was  operated  on  in  every  case  with  good 
success. 

The  author  states  that  it  is  urgently  indicated 
to  operate  on  every  patient  who  had  a previous 
detachment  in  one  or  both  eyes  and  who  presents 
the  picture  of  a tear  or  suspected  tear  without 
actual  detachment.  In  other  patients  who  have 
no  previous  history  of  detachment  and  who  pre- 
sent a so-called  “latent”  tear  he  demands  close 
and  continued  observation.  A prophylactic  oper- 
ation is  indicated  when  subjective  complaints  in- 
crease the  threat  of  an  imminent  detachment. 
These  cases  can  be  operated  on  with  surface  cau- 
tery without  paracentesis  which  entails  no  risk  to 
the  eye. 


ANTHONY’S  MILK 

• Grade  A”  Pasteurized  • Homogenized  • Soft  Curd  • Vitamin  **D” 
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Hoye’s  Sanitarium 

In  the  Mount  aim  of  Meridian 
MERIDIAN,  MISSISSIPPI 

Diagnosis  and  treatment  of  mild  nervous  and 
mental  diseases  and  alcoholics.  Shock  Ther- 
rpy  (Insulin,  Metrazol,  Electro-shock).  Other 
approved  treatments.  Morphine  addicts  not 
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EVANSVILLE, 

INDIANA 

Telephone  6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 

Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  L.  Crane,  M.D.,  Ph.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Director 
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Hamblen J.  K.  Cooper,  Morristown L.  W.  Nabers,  Morristown D.  J.  Zimmermann,  Morristown 

Hamilton R.  C.  Robertson,  Chattanooga Moore  J.  Smith,  Jr.,  Chattanooga 
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Montgomery C.  N.  Keatts,  Indian  Mound Edward  R.  Atkinson,  Clarksville A.  F.  Russell,  Clarksville 

Obion M.  T.  Tipton,  Union  City M.  A.  Blanton,  Jr.,  Union  City 
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Shelby H.  W.  Qualls,  Memphis Carroll  C.  Turner,  Memphis Henry  Gotten,  Memphis 
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STANDING  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

J.  R.  Fancher,  M.D.,  Chattanooga  (1949) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1948) 

STATE  TUBERCULOSIS 

R.  R.  Crowe,  M.D.,  Chairman,  Nashville  (1949) 
David  Waterman,  M.D.,  Knoxville  (1950) 

James  L.  Hamilton,  M.D.,  Chattanooga  (1950) 

C.  M.  Oberschmidt,  M.D.,  Memphis  (1948) 

STATE  HOSPITAL 

Lee  K.  Gibson,  M.D.,  Chairman,  Johnson  City 
(1948) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

S.  M.  Herron,  M.D.,  Jackson  (1949) 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

J.  G.  Price,  M.D.,  Dyersburg,  (1948) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

NATIONAL  LEGISLATIVE 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
John  B.  Steele,  M.D.,  Chattanooga 

T.  R.  Ray,  M.D.,  Shelbyville 
H.  B.  Everett,  M.D.,  Memphis 
E.  R.  Zemp,  M.D.,  Knoxville 
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M.  S.  Roberts,  M.D.,  Knoxville  (1948) 
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W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

LIAISON 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 
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W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1948) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

John  M.  Lee,  M.D.,  Nashville  (1948) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 

MATERNAL  WELFARE 

W.  W.  Walker,  M.D.,  Chairman,  Memphis  (1950) 
Edward  F.  Buchner,  Jr.,  M.D.,  Chattanooga  (1950) 
Samuel  C.  Cowan,  Jr.,  M.D.,  Nashville  (1950) 

M.  L.  Hefley,  M.D.,  Knoxville  (1949) 

E.  L.  Caudill,  M.D.,  Elizabethton  (1949) 


D.  T.  Holland,  M.D.,  Newbern  (1948) 

J.  E.  Powers,  M.D.,  Jackson  (1948) 

CHILD  WELFARE 

William  E.  Van  Order,  M.D.,  Chairman,  Chatta- 
nooga (1948) 

James  C.  Overall,  M.D.,  Nashville  (1950) 

W.  R.  Cross,  M.D.,  Knoxville  (1948) 

W.  D.  Mims,  M.D.,  Memphis  (1948) 

VETERANS 

John  C.  Burch,  M.D.,  Chairman,  Nashville  (1949) 
Travis  H.  Martin,  M.D.,  Nashville  (1948) 

William  M.  Dedman,  M.D.,  Gallatin  (1947) 

Herbert  Acuff,  M.D.,  Knoxville  (1949) 

W.  J.  Sheridan,  M.D.,  Chattanooga  (1948) 

D.  J.  Zimmermann,  M.D.,  Morristown  (1947) 

J.  Paul  Baird,  Dyersburg  (1949) 

C.  V.  Croswell,  M.D.,  Memphis  (1948) 

John  W.  Morris,  M.D.,  Somerville  (1947) 

POSTGRADUATE  INSTRUCTION,  CANCER 
AND  NEUROPSYCHIATRY 

C.  H.  Heacock,  M.  D.,  Chairman,  Memphis  (1950) 

W.  L.  Williamson,  M.D.,  Memphis 

W.  C.  Colbert,  M.D.,  Memphis 

T.  S.  Hill,  M.D.,  Memphis 

O.  N.  Bryan,  M.D.,  Nashville 

Henry  Brackin,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
Edward  T.  Brading,  M.D.,  Johnson  City 
J.  O.  Manier,  M.D.,  Nashville 

Frank  Luton,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1949)) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

H.  S.  Shoulders,  M.D.,  Nashville  (1948) 

R.  L.  Sanders,  M.D.,  Memphis  (1948) 

PHYSICAL  THERAPY 

J.  F.  Hamilton,  M.D.,  Chairman,  Memphis  (1948) 
J.  J.  Ashby,  M.D.,  Nashville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1949) 

George  Inge,  M.D.,  Knoxville  (1949) 

INDUSTRIAL  HEALTH 

Edward  T.  Newell,  Jr.,  M.D.,  Chairman,  Chatta- 
nooga (1950) 

O.  G.  Nelson,  M.D.,  Nashville  (1949) 

Fred  M.  Duckwall,  M.D.,  Kingsport  (1948) 

F.  W.  Fiedler,  M.D.,  Memphis  (1948) 

GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 
Charles  S.  Heron,  M.D.,  Charleston  (1948) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 
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Leo  C.  Harris,  Sr.,  M.D.,  Chairman,  Lawrenceburg 
(1949) 
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D.  J.  Zimmermann,  M.D.,  Morristown  (1950) 
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B.  F.  Byrd,  M.D.,  Nashville 

A.  R.  Porter,  Jr.,  M.D.,  Memphis 
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PSYCHIATRY  BY  THE  GENERAL  PRACTITIONER* 

WILLIAM.  C.  PORTER,  Col.,  M.C.,  Fort  Sam  Houston,  Texasf 


There  was  a time  not  so  long  ago  when 
it  was  necessary  for  a psychiatrist  to  apol- 
ogize when  he  appeared  on  a scientific  pro- 
gram. The  members  of  that  discipline  were 
almost  exclusively  engaged  in  the  care  and 
security  of  insane  persons.  They  entered 
into  the  practice  of  medicine  to  a limited 
extent  by  applying  psychiatry  with  neurol- 
ogy, a combination  which  was  formerly 
convenient  but  no  longer  logical. 

The  experiences  of  the  First  World  War 
demonstrated  to  all  of  us  that  emotional 
factors  are  capable  of  inducing  serious  dis- 
ability in  highly  selected,  normal  individ- 
uals. The  records  of  the  recent  war  con- 
firmed this  and  dramatically  pointed  up  the 
tremendous  influence  of  mental  attitudes 
when  security  or  happiness  is  threatened 
or  jeopardized.  So  there  is  an  under- 
standable demand  from  physicians  in  all 
branches  of  medicine  for  information  as  to 
how  they  can  utilize  whatever  is  new  in  the 
science  of  psychodynamics  in  the  better 
knowledge  and  treatment  of  their  patients. 
One  of  the  most  significant  signs  of  the 
times  is  the  insistence  by  leaders  in  psy- 
chiatric education,  that  psychiatry  shall  be 
regarded  and  taught  as  a basic  science  and 
that  it  be  integrated  completely  with  com- 
prehensive medicine.  In  the  premedical 
years,  the  college  curriculum  must  sacri- 
fice, if  necessary,  some  of  the  time  now 
devoted  to  the  natural  sciences  and  devote 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  8,  9,  10,  1947. 
fGuest  of  Postgraduate  Committee. 


more  time  to  the  social  and  allied  sciences, 
including  sociology,  psychology,  the  hu- 
manities as  related  to  living  beings,  cul- 
tural anthropology,  etc.  In  all  of  the  un- 
dergraduate medical  years,  the  human 
being,  as  clinical  material,  must  be  the 
center  of  the  teaching.  All  teaching  must 
revolve  itself  around  sick  and  well  individ- 
uals. There  will  be  an  increasing  demand 
from  medical  students  for  knowledge  of 
what  psychiatry  can  contribute  to  the  bet- 
ter understanding  of  people,  in  health  as 
well  as  in  illness.  There  is  already  a de- 
mand that  teachers  of  psychiatry  shall  pre- 
sent their  subjects  in  an  interesting,  un- 
derstandable manner  and  that  the  content 
be  utilizable  by  physicians  in  all  branches 
of  medical  practice.  When  it  is  realized 
that  from  40  to  60  per  cent  of  all  patients 
seen  by  the  general  practitioner  have  un- 
derlying deviant  personality  traits  or  so- 
called  psychogenic  overlays,  one  can  appre- 
ciate the  significance  of  this  demand.  The 
faculties  of  medical  schools  will  do  well  to 
meet  this  need,  if  they  have  not  already 
done  so,  by  a closer  relationship  between 
the  department  of  psychiatry  and  those  of 
pediatrics,  internal  medicine  and  other  per- 
tinent departments.  The  teaching  of  soci- 
ology, psychology,  and  cultural  anthropol- 
ogy must  be  made  dynamic  and  their  utili- 
zation be  demonstrated  in  teaching  clinics. 
Psychiatry  and  its  ancillary  courses  can 
no  longer  be  classed  as  electives  in  any  pre- 
medical or  undergraduate  medical  curric- 
ulum and  can  no  longer  be  relegated  to  the 
most  psychologically  unfavorable  hours  of 
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the  day.  They  must  no  longer  be  classed 
as  “orphans”  or  “bastards.” 

There  is  a demand  that  psychiatry  shall 
be  taught  by  instructors  selected  for  their 
teaching  ability,  and  not  because  of  ability 
in  research,  or  for  the  number  of  articles 
published  or  because  of  some  official  posi- 
tion, as  one  recent  graduate  asked,  “Why 
cannot  psychiatry  be  made  as  interesting 
as  helminthology?”  Those  physicians  who 
have  had  military  service,  or  who,  in  their 
private  practice,  have  been  frustrated  and 
stymied  in  their  treatment  of  the  patients 
who  do  not  get  well,  even  though  all  dem- 
onstrated organic  pathology  has  been  re- 
moved, want  for  themselves  and  their  sons, 
who  are  about  to  enter  the  study  of  medi- 
cine, a better  understanding  of  mental 
dynamics  and  methods  of  treatment.  It 
should  give  the  gynecologist  little  satisfac- 
tion that  his  operation  for  uterine  suspen- 
sion was  technically  perfect,  if  the  patient 
with  backache  and  other  symptoms  which 
brought  her  to  his  operating  room  continues 
to  have  the  same  complaints  after  his  pro- 
cedure. A more  careful  study  of  the  per- 
sonality of  the  patient  and  of  the  envir- 
onmental factors  acting  upon  her  might 
have  indicated  a different  approach  to  the 
problem. 

The  psychiatrist  claims  no  vested  rights 
to  the  treatment  of  all  asthmatics.  Most 
of  them  properly  belong  to  the  allergist  or 
internist  but  there  are  some  resistant  pa- 
tients in  whom  the  asthma  is  an  expression 
of  hostility  or  a means  of  self-punishment. 
In  many  such  and  similar  patients  an  un- 
derstanding of  psychodynamics  and  the  use 
of  some  form  of  psychotherapy  is  indicated. 

There  is  no  illness  which  does  not  have 
psychological  components  and  there  are  few 
in  which  an  evaluation  of  them  will  not 
increase  the  efficacy  of  therapy. 

There  are  many  types  of  therapy  in  men- 
tal illness  which  only  the  physician  espe- 
cially trained  will  be  able  to  undertake. 
There  is  a definite  limit  beyond  which  the 
genei’al  practitioner  or  other  physicians  not 
trained  in  psychiatry  should  not  go  and 
does  not  desire  to  go.  But  since  the  years 
of  interneship  and  residency  many  physi- 
cians have  lost  the  knack  or  the  desire  to 


take  a careful  history  with  a complete  sur- 
vey of  the  patient’s  personality  make-up 
and  of  the  environment  in  which  he  lives, 
with  an  interest  in  those  persons  who  are 
or  have  been  significant  to  the  patient. 
Much  too  often  the  medical  history  contents 
itself  with  a recital  of  symptoms  and  events 
having  obvious  relationship  to  them.  I do 
not  need  to  stress  to  this  audience  the  fact 
that  all  too  frequently  the  patient  does  not 
tell  or  is  ignorant  of  the  real  reason  for  the 
symptoms  which  brings  him  to  your  office. 

All  of  you  are,  or  once,  were  capable  of 
taking  a complete  history  of  the  person, 
instead  of  a recital  of  a symptom  complex, 
and  you  found  the  time  to  do  it.  As  a 
psychotherapeutic  measure  which  any  doc- 
tor of  medicine  can  profitably  use,  I suggest 
careful  and  complete  history  taking.  Do 
not  omit  the  seemingly  irrelevent.  It  may 
be  the  cue  to  the  whole  illness. 

Letting  the  patient  talk  is  another  psy- 
chotherapeutic measure  too  often  neglected. 
The  lay-therapists  and  the  ministers  of  re- 
ligion recognize  its  value.  Cite  the  min- 
istry of  listening.  It  may  afford  the  pa- 
tient the  opportunity  for  confession  and 
ventilation.  Anxiety  takes  on  many  forms 
of  expression  and  very  often  it  is  some 
disturbance  in  the  visceral  system  iner- 
vated  by  the  autonomic  nervous  system. 
Often  a patient  has  a tremendous  feeling 
of  release  and  relief  when  he  is  able  to  talk 
over  the  hidden  things  of  his  life  with  some 
authoritative  person.  Sometimes  anxiety 
and  its  dependent  symptoms  are  resolved 
as  easily  as  that.  There  are  scientifically 
unexplainable  reasons  why  this  and  other 
simple  technics  are  all  that  is  needed  in 
some  psychogenically  determined  illnesses. 

Occasionally  a careful  physical  examina- 
tion acts  as  psychotherapy.  In  such  a case 
it  is  wise  for  the  physician  to  be  as  au- 
thoritative and  dogmatic  as  his  honesty 
and  the  state  of  medical  knowledge  will 
permit.  To  leave  in  the  mind  of  the  neu- 
rotically-inclined patient  an  appreciation  as 
to  the  meaning  of  a physical  finding  often 
acts  as  adverse  suggestive  therapy. 

The  prescribing  of  medicine  sometimes 
acts  as  a psychotherapeutic  measure.  The 
element  of  suggestibility  enters  into  the 
reason  for  it.  Many  patients  endow  their 
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physicians  with  omnipotence  or  magical 
powers.  The  medicine  is  a symbol  of  the 
transfer  of  his  power  to  the  patient.  Often- 
times the  patient  is  punished  by  having  to 
take  medicine  and  his  guilty  feelings  are 
alleviated.  Sometimes  meanness  is  met  not 
by  punitive  medicine  but  as  a friendly  gift 
from  one  who  understands  and  forgives. 

We  all  appreciate  the  beneficial  effects 
of  certain  types  of  sedation,  especially  the 
barbiturates.  We  should  know  enough 
about  the  physiological  action  of  this  class 
of  drugs  to  use  them  intelligently.  But  the 
daily  newspaper  reports  indicate  a lack  of 
appreciation  of  the  deleterious  effects  of 
sleep  medicines,  both  by  lay  and  medical 
people.  We  must  not  forget  that  barbitu- 
rate medication  is  useful  in  emergencies 
and  under  close  medical  supervision  but 
that  it  does  not  remove  anxiety  which  is 
deep  seated  in  the  personality.  It  only 
alleviates  a few  distressing  manifestations, 
leaving  the  anxiety  to  boil  up  in  another 
form. 

I have  indicated  only  a few  of  the  sim- 
ple common-sense  types  of  psychotherapy 
which  every  physician  can  use,  if  he  is  not 
already  using  them.  For  the  changes  in 
thought  and  behavior  which  stamp  the  psy- 
chotic as  insane,  one  must  turn  to  the  psy- 
chiatrist and  his  super-duper  technics  of 
therapy,  including  close  supervision,  spe- 
cial forms  of  psychotherapy  and  convulsive- 
coma  or  other  more  drastic  types  of  ther- 
apy. In  the  milder  cases  of  mental  illness, 
supervised  occupational  or  diversional  ther- 
apy can  be  used  on  the  home  level.  In 
psychotics,  especially  the  schizophrenics, 
the  interpersonal  relationships  are  usually 
disturbed  and  one  of  the  most  important 
features  of  therapy  is  to  provide  a non- 
hostile  person  on  whom  the  patient  may 
lean.  The  doctor  may  be  that  person. 

It  is  no  longer  necessary  for  psychiatry 
to  go  into  the  market  places  to  sell  the  im- 
portance of  psychogenic  factors  in  health 
and  illness.  Its  job  is  to  make  psychiatry 
practical  and  utilizable  in  this  sick  world. 
Obviously,  there  are  not  enough  trained 
psychiatrists  to  treat  the  mental  illness  all 
about  us.  Therefore  psychiatry  must  make 
available  to  the  practitioner  of  medicine  in 
every  branch  and  in  every  area  enough 


knowledge  of  the  advances  in  psychiatry  to 
enable  him  to  meet  the  need  at  the  local 
level. 

DISCUSSION 

DR.  JOSEPH  W.  JOHNSON,  JR.  (Chatta- 
nooga) : During  the  war  I had  the  good  fortune 
to  attend  the  School  of  Military  Psychiatry  which 
Colonel  Porter  ran  at  Lawson  General  in  Atlanta. 
As  an  internist,  trained  in  pathology  and  neurology 
and  internal  medicine,  I was  tagged  by  Uncle  Sam 
and  assigned  to  a job  in  neuropsychiatry,  serving  as 
Chief  of  the  Neuropsychiatric  Section  in  the  Van- 
derbilt Unit.  That  service  has  colored  my  think- 
ing, my  attitudes,  and  my  approach  to  the  patient. 

From  a practical  point  of  view,  having  been 
out  of  the  Army  for  eighteen  months  and  engaged 
again  in  the  practice  of  internal  medicine,  I can 
think  of  nothing  that  will  help  each  of  us  in  any 
diagnostic  phase  of  medicine — dermatology,  ear, 
nose  and  throat  work,  or  any  of  the  allied  spe- 
cialties— as  much  as  a thorough  and  comprehensive 
reading  of  Dr.  Whitehorn’s  article  on  “Personality 
Inventory,”  digesting  everything  Colonel  Porter 
has  said,  and  continuing  our  reading  in  psycho- 
dynamics  and  the  structure  of  personality. 

This  is  an  extraordinarily  practical  aid  to  diag- 
nosis and  treatment.  Again  and  again  we  find 
patients  coming  into  the  office  of  the  internist, 
sometimes  with  dermatological  problems,  some- 
times with  problems  of  headache,  who  can  be 
helped  by  the  process  of  history  taking.  Prac- 
tically, it  may  involve  nothing  more  than  quiet 
talking,  allowing  the  patient  not  only  to  ventilate 
his  hostility,  but  going  into  some  of  the  symptoms 
which  serve  as  body  language  and  attitudes  which 
may  require  such  expression. 

It  is  odd  indeed  that  those  men  primarily  con- 
cerned with  certain  sexual  equipment,  the  genito- 
urologist  and  the  gynecologist,  are  so  frequently 
mechanically  minded,  approaching  a small  fibroma 
or  varicocele  with  the  triumph  of  Stanley  finding 
Livingston.  We  must  be  aware  of  the  sexuality 
of  life,  and  must  sit  down  and  study  the  things 
Colonel  Porter  has  put  forward  in  such  a straight- 
forward manner  in  order  to  do  an  adequate  job 
of  diagnosis  and  treatment. 

DR.  0.  S.  HAUK  (Nashville)  : Dr.  Hamilton, 
I enjoyed  the  Colonel’s  talk.  I think  the  psy- 
chiatric side  of  medicine  for  years  and  years  has 
been  in  the  background.  I know  of  no  other  branch 
of  medicine  in  the  last  decade  that  has  made  more 
advancement  than  psychiatry.  The  war  was  one 
reason  for  this,  and  another  reason  is  that  people 
have  a different  attitude  toward  mental  illness 
than  they  have  had  in  the  past;  that  is,  it  was 
something  that  was  hidden. 

I have  been  doing  this  type  of  work  for  the 
past  fifteen  or  twenty  years.  The  average  lay- 
man, reading  some  of  the  press  remarks  about 
what  is  going  on,  thinks  about  50  per  cent  of  our 
people  are  insane.  This  is  not  true.  The  war 
has  made  more  people,  including  our  general  prac- 


PSYCHIATRY  BY  THE  GENERAL  PRACTITIONER— Porter 


April,  1948 


titioners,  more  conscious  of  the  mentally  ill  per- 
son, through  increased  knowledge  of  psychosomatic 
medicine.  Through  this  approach,  it  is  easy  to 
recognize  that  mental  and  physical  health  are  so 
closely  related  and  are  dependent  upon  each  other 
for  a well-integrated  functioning  of  all  human 
activities. 

We  older  men  had  very  little  psychiatric  train- 
ing, as  most  of  you  know  who  are  my  age.  All 
of  the  medical  schools  I know  of  now  are  putting 
more  and  more  stress  upon  it.  Even  the  surgeon 
is  becoming  psychiatric  minded  and  is  giving  con- 
sideration to  the  mental  and  emotional  aspect  of 
illness. 

Of  course  we  are  getting  more  and  more  pa- 
tients in  mental  institutions,  and  I am  dealing 
primarily  with  major  psychoses,  because  I am  su- 
perintendent of  one  of  our  large  state  institutions 


and  I do  not  come  into  contact  very  often  with 
the  minor  psychoses;  but  there  is  a psychiatric 
side,  to  from  50  to  60  per  cent  of  the  patients 
coming  to  a doctor’s  office. 

Dr.  Baird,  the  Commissioner  of  Institutions  of 
this  State,  and  one  of  the  past  presidents  of  this 
Association,  has  discussed  this  subject  and  is  in- 
terested in  it. 

A course  in  psychiatric  training,  in  my  opinion, 
would  be  helpful,  and  I am  informed  this  is  being 
given  consideration  at  the  present  time. 

I hope  to  live  to  see  the  day  that  all  general 
hospitals  have  a psychiatric  department.  In  fact, 
if  they  do  not,  one  might  ask  the  question,  are 
they  really  general  hospitals,  and  are  they  ren- 
dering the  full  service  that  the  public  demands 
and  should  have? 

Thank  you.  (Applause.) 


MALIGNANT  LESIONS  OF  THE  RECTUM,  RECTOSIGMOID,  AND  SIGMOID* 

DAU0H  W.  SMITH,  M.D.,  F.A.C.S.,  Nashville 


One  of  the  oldest  diseases  known  to  man, 
and  one  of  the  most  frequent  malignancies 
of  the  gastro-intestinal  tract,  is  carcinoma 
of  the  rectum,  rectosigmoid,  and  sigmoid. 
About  seventy-five  per  cent  of  the  malig- 
nancies of  the  colon  are  found  in  this  re- 
gion. By  relating  some  of  the  problems 
which  confront  the  surgeon,  it  may  lend 
emphasis  to  the  fact  that  carcinoma  of  the 
rectum  and  rectosigmoid  constitutes  a di- 
rect challenge  to  the  medical  profession 
and  the  lay  public ; a challenge  which  must 
be  met  by  both.  Our  degree  of  success  in 
dealing  with  this  problem  is  in  direct  pro- 
portion to  the  alertness  of  the  initial  exam- 
ining physician,  as  well  as  the  willingness 
and  ability  of  the  patient  to  heed  the  symp- 
toms of  warning.  It  is  our  responsibility 
to  educate  the  lay  public  as  to  the  signs 
and  symptoms  that  may  have  grave  sig- 
nificance. It  is  the  responsibility  of  the 
profession  to  be  alert  and  thorough  in  ex- 
aminations when  the  patient  presents  him- 
self, if  we  are  to  detect  carcinoma  in  an 
early  stage,  while  it  is  still  amenable  to 
surgical  attack. 

In  spite  of  the  intensive  educational  cam- 
paigns conducted  by  the  lay  cancer  groups 
and  the  medical  profession  toward  educat- 
ing the  public  in  regard  to  the  symptoms, 
prevalence,  and  curability  of  carcinoma, 
early  diagnosis  continues  to  be  the  excep- 
tion rather  than  the  rule.  One  would  ex- 
pect carcinomatous  growths  which  are 
within  finger  reach,  and  certainly  subject 
to  visualization  with  the  sigmoidoscope,  to 
be  diagnosed  earlier  than  similar  conditions 
elsewhere  in  the  gastro-intestinal  tract. 
This,  unfortunately,  is  not  the  rule.  It  is 
probably  due  to,  first,  the  failure  of  the 
physician  to  do  a thorough  rectal  examina- 
tion on  every  patient  who  presents  him- 
self with  any  gastro-intestinal  complaint, 
and  also  on  any  person  who  has  come 
for  an  annual  examination ; second,  new 
growths  located  in  the  ampulla  of  the  rec- 
tum frequently  do  not  produce  symptoms 


*Read  before  the  Tennessee  State  Medical  Asso- 
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of  such  significance  as  to  impress  the  pa- 
tient until  the  carcinoma  is  producing 
symptoms  of  obstruction. 

Therefore,  the  need  is  apparent  for  edu- 
cating the  laity  that  blood  in  the  stools, 
change  in  stool  habit,  can  be  and  often  is 
a sign  of  cancer  rather  than  “piles.” 

A review  of  the  symptoms  of  rectal  and 
sigmoidal  carcinoma  at  this  time  may  appear 
academic.  Unfortunately,  the  very  early 
carcinoma  fails  to  produce  any  character- 
istic signs  or  symptoms.  The  patient  may 
be  wholly  unaware  that  cancer  exists  until 
the  growth  is  sufficiently  large  as  to  pro- 
duce symptoms  of  obstruction,  such  as  an 
increased  degree  of  constipation,  onset  of 
constipation,  distention,  abdominal  cramp- 
ing, or  increased  flatus;  and,  not  in- 
frequently until  perforation  with  abscess 
formation  has  occurred.  The  early  carci- 
noma is  commonly  responsible  for  some 
degree  of  change  in  the  patient’s  stool  habit 
from  his  normal  routine,  which  may  be  a 
tendency  to  constipation,  which  has  not 
previously  existed,  or  an  alternating  diar- 
rhea and  constipation.  The  change  in  stool 
habit  may  be  an  increase  in  number  of 
stools  which  may  appear  normal.  There 
may  be  a feeling  of  incomplete  defecation 
without  a disturbance  of  stool  habit.  There 
were  three  such  cases  in  this  series.  The 
average  patient  is  prone  to  explain  his  con- 
stipation as  resulting  from  his  mode  of 
living,  and  therefore  institutes  home  treat- 
ment. The  so-called  diarrhea  usually  means 
the  patient  has  increased  desire  to  stool. 
The  passage  usually  consists  of  liquid,  semi- 
solid, or  solid  fecal  material  with  a dimin- 
ished quantity.  Not  infrequently  an  in- 
creased amount  of  mucous  is  noted  in  the 
stool. 

The  survey  to  be  reported  herein  is  based 
on  a series  of  one  hundred  and  five  (105) 
cases.  Twenty  per  cent  of  the  cases  com- 
plained of  increased  bowel  movements. 
Some  authors  claim  a frequency  of  stools 
is  a major  complaint  in  25  per  cent  of  the 
cases  of  rectal  and  sigmoid  carcinoma. 
Therefore,  it  is  apparent  that  all  patients 
who  have  a complaint  of  frequent  stools 
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should  be  examined  thoroughly  for  new 
growths,  irrespective  of  the  age  of  the 
patient. 

Six  (6)  patients  in  my  series  had  been 
treated  for  colitis  before  the  true  cause 
for  the  frequent  or  increased  stools  had 
been  determined.  Dysfunction  of  the  bowel 
is  of  such  significance  as  to  warrant  thor- 
ough investigation  in  any  patient  who  pre- 
sents himself  with  such  a complaint.  Con- 
stipation or  increased  stools  was  the  major 
complaint  in  53.4  per  cent  of  the  cases  in 
this  series.  The  most  significant  and  con- 
stant sign  of  a malignant  growth  is  bleed- 
ing which  may  occur  in  varying  degrees 
from  blood  streaked  stools  to  a frank  hem- 
orrhage. As  the  growth  progresses  with 
its  associated  ulcerations  the  foregoing  sign 
becomes  evident.  How  early  a carcinoma- 
tous growth  bleeds  is  not  known,  but  it 
probably  depends  upon  the  degree  of  ma- 
lignancy and  location  of  the  tumor.  The 
location  of  the  tumor  has  a direct  bearing 
on  the  degree  of  trauma  which  is  pro- 
duced by  the  stool.  Eighty-three  and 
one-tenth  per  cent  (83.1%)  of  these 
cases  gave  a history  of  bleeding.  In  a 
series  of  2,000  cases  of  rectal  and  sigmoidal 
carcinoma  reviewed  by  Buie,  a history  of 
bleeding  was  recorded  in  84  per  cent.  Doc- 
tor Swinton  of  the  Lahey  Clinic  studied 
100  proven  cases  of  carcinoma  of  the  right 
colon,  100  proven  cases  affecting  the  left 
colon,  and  100  proven  cases  involving  the 
rectum,  and  in  reviewing  the  histories, 
asked  only  these  questions:  Was  there  blood 
in  the  stools,  was  there  alteration  of  bowel 
function,  or  was  there  pain  of  an  obstruc- 
tive character?  The  answer  was  “yes”  in 
nearly  98  per  cent  of  the  cases. 

Secondary  anemia  associated  with  rectal 
carcinoma  is  not  a significant  fact  even 
with  high  incidence  of  bleeding.  The  aver- 
age erythrocyte  count  was  4.1  million,  with 
an  average  value  of  the  hemoglobin  79  per 
cent.  Pain  associated  with  rectal  and  sig- 
moidal carcinoma  can  usually  be  interpreted 
as  a late  symptom.  It  occurs  when  the 
growth  has  penetrated  the  wall  of  the 
bowel,  invaded  the  neighboring  structures, 
or  has  produced  stenosis  of  the  lumen.  It 
is  most  unfortunate  that  pain  is  associated 
with  the  advanced  growth  rather  than  an 


early  growth. 

The  manifestations  of  carcinomatous 
spread,  such  as  excessive  weight  loss, 
marked  anemia,  and  loss  of  strength,  are 
not  as  frequently  encountered  in  carcinoma 
of  the  rectum,  as  carcinoma  elsewhere.  It 
is  not  uncommon,  but  frequently  true,  to 
see  patients  with  a large  growth,  with  an 
associated  history  of  twelve  to  eighteen 
months’  duration,  whose  general  physical 
condition  is  excellent.  This  is  an  additional 
evidence  of  the  low  grade  of  malignancy 
found  in  the  rectum  and  rectosigmoidal 
regions. 

In  no  section  of  the  gastro-intestinal 
tract  is  cancer  more  accessible  for  diag- 
nosis. A vast  majority  of  tumors  of  the 
rectum,  and  even  some  located  in  the  rec- 
tosigmoid, can  be  palpated.  The  diagnosis 
of  cancer  of  the  rectum  and  rectosigmoid 
should  be  made  by  digital  and  sigmoido- 
scopic  examinations.  Any  patient  whose 
history  is  one  of  passing  blood,  bowel  dys- 
function, or  abdominal  distress  should  have 
digital  and  sigmoidoscopic  examinations 
before  X-ray  examination,  or  any  treat- 
ment is  instituted.  Barium  enema  with 
X-ray  frequently  fails  to  show  the  growths 
of  the  rectum  or  rectosigmoid.  A number 
of  cases  in  this  series  had  X-ray  examina- 
tions, some  even  more  than  one  time,  with 
the  assurance  that  they  did  not  have  a 
cancer. 

The  frequency  with  which  patients  with 
rectal  carcinoma  present  themselves,  after 
having  received  various  forms  of  treatment 
without  a correct  diagnosis,  is  distressing. 
Fifty  (50)  per  cent  of  the  inoperable  cases 
herein  presented  had  been  treated  for  such 
conditions  as  hemorrhoids,  abdominal  dis- 
tress, colitis,  and  anemia ; while  signs  and 
symptoms  of  carcinoma  were  present. 
Twenty-five  (25)  per  cent  of-  the  entire 
group  had  received  treatment  of  some  type 
before  a true  diagnosis  was  made.  One 
certainly  can  conclude  that  the  physician 
for  some  reason  does  not  examine  the  rec- 
tums  of  patients  whose  complaints  are  re- 
ferable to  the  gastro-intestinal  tract. 

We  should  ever  be  conscious  of  the  fact 
that  rectal  cancer  is  not  confined  to  any 
particular  age  group.  Twelve  and  thirty- 
seven  hundredths  per  cent  (12.37%)  of 
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this  group  occurred  between  the  ages  of 
twenty  and  forty.  Nearly  one-half  of  this 
number  occurred  between  twenty  and 
thirty. 

Table  No.  1.  Age  Groups 

1 6 7 22  29  26  13  1 

or  or  or  or  or  or  or  or 

.95%  5.71%  6.66%  20.95%  27.61%  24.76%  12.38%  .95% 

15-20  20-30  30-40  40-50  50-60  60-70  70-80  80-90 

Cattell  found  that  in  a series  of  more 
than  300  cases  of  carcinoma  of  the  rectum, 
16  per  cent  were  under  40  years  of  age. 

In  1939  Rosser  and  Kerr  of  Dallas  re- 
ported 100  cases  of  rectal  carcinoma  with 
particular  emphasis  as  to  young  individ- 
uals. In  this  series,  7 per  cent  were  under 
thirty  years  of  age,  17  per  cent  were  under 
thirty-six  years  of  age.  Therefore,  we 
must  teach  our  undergraduates  that  there 
is  no  definite  cancer  age. 

There  were  forty-six  (46)  males  and 
fifty-nine  (59)  females  in  this  group  of 
cases.  Also,  there  were  seven  (7)  Negroes. 
This  group  does  not  include  patients  who 
refused  treatment  or  patients  who  pre- 
ferred another  surgeon. 

The  type  of  treatment  for  malignancies 
of  the  colon  and  rectum  is  not  a debatable 
question.  The  internist,  radiologist,  and 
surgeon  agree  that  radical  removal  is  the 
treatment  of  choice. 

The  preoperative  preparation  which  a 
patient  receives  who  has  a new  growth  of 
the  lower  sigmoid,  rectosigmoid,  or  rectum 
is  a determining  factor  in  the  mortality. 
The  patient  should  be  hospitalized  for 
forty-eight  to  seventy-two  hours,  and  in 
some  cases  longer,  before  the  operation  is 
performed.  Any  patient  with  carcinoma  of 
the  above  segments  is  prepared  for  an  ab- 
dominoperineal operation  if  there  is  the  re- 
motest chance  of  performing  the  operation. 
If  a tumor  feels  fairly  fixed  on  examination 
from  below,  that  does  not  preclude  an  op- 
eration. The  fixation  may  be  due  to  in- 
fection associated  with  the  growth,  rather 
than  an  extension  of  the  cancer.  The  de- 
gree of  obstruction,  and  whether  or  not  the 
patient  has  had  barium  by  mouth,  must 
be  given  due  consideration.  If  marked  ob- 
struction is  present,  a one-stage  procedure 
should  not  be  elected.  The  preparation  of 
the  bowel  should  begin  seven  to  ten  days 
prior  to  admission  to  the  hospital.  At  this 


time  the  patient  is  placed  on  a low-residue 
diet,  and  Succinylsulfathiazole  .25  gram 
per  kilo  body  weight  every  twenty-four 
hours.  The  employment  of  enemas  will  not 
be  necessary  is  Succinylsulfathiazole  (Sul- 
fasuxidine)  is  used.  I employ  this  drug 
routinely  in  preparation  of  these  patients 
for  surgery.  The  thoroughness  in  ridding 
the  bowel  of  feces  and  flatus  alone  justi- 
fies its  usage.  I am  also  convinced  that 
its  usage  reduces  the  incidence  of  post- 
operation infections.  There  are  many  sur- 
geons who  feel  that  chemotherapy  has  defi- 
nitely reduced  the  mortality  of  colonic  sur- 
gery ; however,  chemotherapy  in  no  form 
should  be  substituted  for  sound  surgical 
technique. 

By  correction  of  such  complications  as 
anemia,  dehydration,  and  lowered  total 
serum  proteins,  the  postoperative  course 
will  be  affected  by  fewer  complications. 

One  should  not  be  so  absorbed  in  the 
many  details  as  to  forget  the  mental  prep- 
aration of  the  patient.  This  should  be  cen- 
tered for  the  most  part  to  the  adjustment 
of  an  artificial  anus. 

Inhalation  anesthesia  has  been  employed 
exclusively,  either  as  a combination  of  ether 
and  nitrous-oxide-oxygen,  or  ether  alone. 

The  treatment  of  malignant  growths  in- 
volving the  lower  portion  of  the  sigmoid, 
rectosigmoid,  and  rectum  is  inadequate  if 
it  fails  to  include  in  its  scope  the  node- 
bearing tissues.  After  all,  surgery  for 
malignant  growths  should  be  surgery  of 
the  lymphatic  nodes  if  one  hopes  to  eradi- 
cate the  diseased  process.  In  a majority 
of  the  cases,  the  one-stage  abdominoperi- 
neal operation  when  feasible,  satisfies  these 
principles.  There  are  certain  cases  which 
are  exceptions  and  will  be  referred  to 
again.  A single-stage  abdominoperineal 
operation  is  sufficiently  safe,  with  prop- 
er preoperative  preparation,  so  that  a 
two-stage  is  seldom  employed  now  except 
for  a preliminary  decompression  in  those 
cases  with  obstruction. 

The  patient  should  come  to  surgery  with 
provision  for  intragastric  suction,  and  an 
indwelling  urethral  catheter  in  place,  both 
of  which  are  left  open  during  the  operative 
procedure.  All  cases  should  be  provided 
with  1000  cc.  of  blood  which  has  been 
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triple  cross-matched.  The  patient  should 
receive  blood  continuously  from  the  time 
actual  dissection  is  started  until  the  oper- 
ative procedure  has  been  completed. 

A low  abdominal  incision  is  made  about 
2.5  cm.  from  the  midline  and  to  the  left, 
through  the  anterior  fascia  of  the  left  rec- 
tus muscle,  which  makes  it  possible  to  re- 
tract the  muscle  laterally,  or  split  the 
muscle,  whichever  may  be  elected. 

The  abdominal  cavity  is  explored.  In  so 
doing  the  operator  determines  whether  a 
one-stage  is  feasible  and  justifiable.  Evi- 
dence of  distant  metastasis  to  the  lobes  of 
the  liver,  pancreas,  and  glands  along  the 
abdominal  aorta  are  felt  for.  The  colon 
should  he  palpated  carefully,  since  5 per 
cent  of  the  cases  of  malignant  processes  of 
the  colon  are  multiple.  The  degree  of  fix- 
ation of  the  primary  growth  should  be  de- 
termined before  proceeding  with  the  op- 
eration. An  appraisal  of  one’s  findings  up 
to  this  point  will  determine  whether  or  not 
one-stage  abdominoperineal  resection  should 
be  attempted.  The  presence  of  small  met- 
astatic tumors  of  the  liver,  with  a primary 
movable  lesion,  would  not  necessarily  con- 
traindicate the  operation.  If  the  case  is 
considered  operable,  the  procedure  of  resec- 
tion is  begun. 

The  advantages  of  marked  Trendelen- 
berg  position  cannot  be  over-emphasized, 
since  it  enhances  packing  off  of  the  pelvis, 
which  is  exposed  by  a spreading,  self- 
retaining  retractor.  If  the  patient  is  a 
woman,  the  uterus  (if  it  has  not  previously 
been  removed)  is  held  up  into  the  wound 
by  using  a figure  8 chromic  suture  passed 
through  the  top  of  the  uterus,  which  is 
anchored  to  the  self-retaining  retractor. 
This  makes  it  possible  to  expose  the  bottom 
of  the  pelvis.  The  loop  of  sigmoid  flexure 
is  drawn  to  the  right  to  expose  the  natural 
adhesions  between  the  peritoneum  and  mes- 
entery of  the  sigmoid,  which  are  always 
present.  These  adhesions  are  severed  by 
sharp  dissection,  thus  mobilizing  the  sig- 
moid flexure.  During  fetal  life  the  colon 
usually  lies  in  the  left  side  of  the  pelvis. 
The  lateral  part  of  the  parietal  peritoneum 
and  the  mesentery  covering  are  fused  at 
the  level  of  the  pelvic  brim,  at  about  the 
fifth  month  of  fetal  life. 


Beginning  at  the  bifurcation  of  the  aorta, 
the  peritoneal  covering  of  the  right  side 
of  the  mesocolon  is  divided  about  an  inch 
from  its  peritoneal  reflection  and  carried 
down  into  the  pelvis.  This  incision  is  ex- 
tended below  the  brim  of  the  true  pelvis, 
into  the  parietal  peritoneal  covering,  and 
from  there  anteriorly  to  encircle  the  rec- 
tovesical space  in  the  male,  or  pouch  of 
Douglas  in  the  female.  The  lateral  and 
anterior  portion  of  the  peritoneum  is  dis- 
sected free  to  form  the  right  half  of  the 
new  pelvic  floor.  The  right  uterer  is  then 
isolated ; however,  there  should  be  little 
danger  of  ligation  of  the  right  ureter,  as 
it  lies  farther  laterally  over  the  large  ves- 
sels. In  one  case,  the  right  ureter  was  seen 
to  have  crossed  the  iliac  vessels  and  en- 
tered the  bladder  on  the  left  side.  (The 
observation  was  made  before  dividing  the 
ureter.) 

The  peritoneal  covering  of  the  left  side 
of  the  mesocolon  is  divided  and  reflected 
in  a similar  manner.  In  so  doing  the  course 
of  the  left  ureter  is  clearly  exposed  from 
its  appearance  by  crossing  the  iliac  to  well- 
nigh  its  entrance  into  the  bladder.  One 
cannot  emphasize  too  strongly  the  impor- 
tance of  identifying  the  left  ureter. 

The  site  in  the  sigmoid  colon  should  be 
selected  for  the  colostomy,  which  is  usually 
just  over  the  sigmoidal  arch.  The  branches 
of  the  sigmoidal  vessels  are  ligated.  The 
superior  hemorrhoidal  artery  and  vein  are 
individually  isolated  and  double-ligated 
where  they  cross  the  iliac  vessel.  It  is  im- 
portant that  these  vessels  should  be  ligated 
before  the  process  of  dissection  is  begun ; 
first,  it  makes  for  almost  a bloodless  proc- 
ess ; second,  it  precludes  any  change  for  a 
cancerous  embolus. 

The  blood  supply  having  been  ligated  and 
the  ureters  identified,  the  gland-bearing 
tissues  and  l'etroperitoneal  fat  from  the 
bifurcation  of  the  aorta  outward  and  down- 
ward are  stripped  to  the  fascia.  The  mes- 
entery of  the  sigmoid  flexure  is  likewise 
freed.  With  the  hand  in  the  hollow  of 
the  sacrum,  by  blunt  dissection  with  the 
fingers,  the  rectum  is  freed  posteriorly  to 
the  pelvic  fascia.  The  plane  which  sepa- 
rates the  posterior  vaginal  wall,  or  the 
seminal  vesicles  and  prostate,  whichever 
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it  may  be,  from  the  anterior  rectal  wall,  is 
identified,  and  by  blunt  dissection  this  mo- 
bilization is  carried  well  down  into  the  pel- 
vis. If  the  patient  is  a female,  and  the 
tumor  is  located  on  the  anterior  rectal  wall, 
the  posterior  vaginal  wall  should  be  ex- 
cised with  the  rectum.  I believe  such  a 
procedure  would  prevent  many  recurrences 
in  the  female.  The  lateral  ligaments  should 
be  divided  for  the  most  part  between 
clamps.  One  must  remember  that  the  mid- 
dle hemorrhoidal  arteries  are  concealed  in 
these  ligaments.  About  one  out  of  ten  will 
be  sufficiently  large  as  to  produce  hemor- 
rhage. 

The  process  of  dissection  is  completed. 
The  de  Martel-Cope  clamp  is  applied  near 
the  rectosigmoid.  After  the  bowel  is 
crushed,  the  two  end  blades  are  left  on, 
the  middle  blade  is  removed,  and  the  bowel 
divided  with  cautery.  The  distal  segment 
is  dropped  into  the  pelvis.  The  new  pelvic 
floor  is  constructed  by  approximating  the 
left  and  right  peritoneal  flaps.  A double 
o chromic  catgut  suture  is  employed.  Be- 
ginning at  the  base  of  the  bladder  in  the 
male,  and  base  of  the  uterus  in  the  female, 
this  suture  is  continued  to  the  point  where 
the  mesentery  of  the  sigmoid  is  to  penetrate 
the  abdominal  peritoneum. 

The  colostomy  is  to  be  placed.  I prefer 
to  establish  the  artificial  anus  in  the  left 
side  through  a muscle-splitting  incision,  on 
a line  between  the  anterior-superior  spine 
of  the  ilium  and  umbilicus.  First,  remove 
a circular  piece  of  skin.  A Payr  clamp  is 
introduced  through  the  stab  wound,  catch- 
ing the  bowel  at  the  site  elected  for  colonic 
stoma,  another  clamp  applied  in  the  oppo- 
site direction.  The  bowel  is  divided  be- 
tween clamps  with  cautery.  The  proximal 
end  is  then  pulled  through  the  stab  wound. 
The  lateral  gutter  should  be  closed  if  small, 
and  not  closed  if  large.  I close  very  few. 
The  abdominal  wound  is  closed  with  either 
interrupted  silk  or  cotton.  The  proximal 
loop  is  not  sutured  to  the  abdominal  wall. 
Vaseline  gauze  is  placed  between  the  bowel 
wall  and  the  skin  to  prevent  retraction. 
The  wounds  are  dressed,  being  very  careful 
not  to  make  pressure  on  the  colonic  stoma. 

The  first  stage  of  the  operation  has  been 
completed.  The  patient  is  now  placed  in 


the  lithotomy  position,  with  the  operating 
table  maintaining  a Trendelenberg  position. 
I prefer  this  position  because,  first,  the 
operative  field  is  equally  as  accessible  as 
any  other  position ; second,  there  is  less 
moving  of  the  patient  to  accomplish  this 
position.  Undue  handling  may  precipitate 
shock  in  a patient  who  has  withstood  the 
procedure  well  up  to  this  time.  The  anal 
canal  is  closed  with  heavy  braided  silk. 
Two  semilunar  incisions  are  made,  extend- 
ing from  the  midperineum  to  the  coccyx, 
encircling  the  anus.  The  width  of  these 
incisions  can  vary  depending  upon  the  po- 
sition of  the  growth.  If  the  carcinoma  is 
high,  a wide  excision  is  not  as  essential 
as  when  the  tumor  is  located  low.  The  dis- 
section on  either  side  includes  the  fat  in 
the  ischiorectal  fossa.  The  dissection  is 
carried  down  through  the  levator  ani  mus- 
cle on  either  side  before  entering  the  pelvic 
cavity,  or  before  separating  the  anal  canal 
from  the  vagina  or  prostate.  The  incision 
is  carried  through  the  perineal  body,  sep- 
arating the  rectum  from  the  prostate  or 
vagina,  whichever  the  case  may  be.  The 
pelvic  fascia,  or  fascia  propria,  is  divided 
and  the  segment  of  bowel  is  delivered.  The 
pelvic  cavity  is  filled  with  a hot  wet  pack. 
Any  remaining  bleeders  are  ligated.  The 
cavity  is  irrigated  with  saline  in  cases 
where  there  has  been  gross  contamination. 
Five  grams  of  sulfanilamide  are  applied 
to  the  surface  of  the  cavity.  Then  the  cav- 
ity is  packed  with  gauze  encased  in  a sheet 
of  oiled  silk.  The  packing  affords  support 
to  the  new  pelvic  floor  and  also  aids  in  con- 
trolling oozing.  The  wound  is  approximated 
with  three  or  four  braided  silk  sutures. 

The  patient  should  not  be  subjected  to 
inexperienced  nursing  for  the  next  forty- 
eight  (48)  hours.  Those  who  assume  the 
responsiblity  of  the  patient  should  have 
some  knowledge  of  the  operative  procedure, 
as  well  as  the  postoperative  complications 
to  be  anticipated. 

If  there  is  marked  change  in  the  blood 
pressure  following  the  operation,  plasma 
and  ephedrine  sulphate  should  be  given 
every  four  hours  until  the  blood  pressure 
becomes  stabilized.  I have  seen  cases  of 
splanchnic  dilatation,  or  delayed  shock  in 
patients  who  had  lost  a minimum  of  blood 
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follow  this  procedure  24  to  36  hours  post- 
operatively.  The  condition  was  alleviated 
by  the  use  of  plasma  and  ephedrine  sul- 
phate. 

The  body  fluids,  electrolytes,  caloric  and 
plasma  protein  requirements  are  main- 
tained by  venoclysis  for  the  first  seventy- 
two  (72)  hours.  The  Payr  clamp  which 
was  left  on  the  colonic  stoma  and  the  pos- 
terior packing  are  removed  on  the  third 
postoperative  day.  About  seventy-two  (72) 
hours  after  removing  the  packing  from  the 
posterior  wound,  irrigations  of  warm  saline 
solution  are  started,  to  be  given  daily.  Food 
is  permitted  by  mouth  as  soon  as  flatus 
is  expelled  through  the  artificial  anus.  The 
patient  is  encouraged  to  move  himself  in 
bed  rather  than  have  the  nurse  to  move 
him.  He  is  permitted  to  dangle  his  feet 
on  the  fourth  postoperative  day  and  get 
out  of  bed  about  the  ninth  postoperative 
day. 

There  are  patients  who  possess  an  arti- 
ficial anus,  if  they  were  operated  on  today, 
would  in  all  probability  be  elected  for  a 
segmental  resection.  In  1881  Kohler  per- 
formed the  first  successful  operation,  em- 
ploying the  technic  of  primary  anastomosis. 
The  evolution  of  colonic  surgery  since  that 
date  has  been  remarkable.  There  is  some 
evidence  that  we  have  witnessed  a phe- 
nomenon in  which  the  cycle  of  development 
is  returning  to  its  beginning.  This  is  prob- 
ably due  to  such  factors  as : first,  improved 
surgical  technic;  second,  modern  preopera- 
tive and  postoperative  care  of  the  patient; 
third,  a better  understanding  of  the  blood 
supply,  particularly  of  the  lower  segment 
of  the  colon;  fourth,  an  improved  knowl- 
edge of  the  lymphatic  system  of  the  rectum 
and  sigmoid. 

Many  of  the  cases  of  carcinoma  of  the 
rectosigmoid  and  lower  sigmoid  should 
have  an  anterior  resection.  The  same  rad- 
ical dissection  which  one  would  employ  for 
the  abdominal  portion  of  an  abdomino- 
perineal resection  should  be  employed  for  an 
end-to-end  anastomosis.  This  type  of  pro- 
cedure provides  for  radical  removal  of  the 
malignancy  with  preservation  of  the  rec- 
tum, or  a part  of  the  rectum  and  the 
sphincter  ani.  There  are  many  surgeons 
who  feel  that  the  results  obtained  follow- 


ing this  procedure  compare  favorably  with 
those  ensuing  from  other  surgical  methods 
employed  in  the  radical  removal  of  car- 
cinoma of  the  sigmoid  and  rectosigmoid 
colon. 

If  the  local  growth  by  direct  extension 
has  involved  the  neighboring  organs,  an 
abdominoperineal  operation  should  be  the 
procedure  of  choice.  Because  in  such  ad- 
vanced cases  one  might  expect  a retrograde 
spread  of  the  carcinoma. 

The  cases  classified  as  inoperable  were 
so  designated  after  abdominal  exploration 
in  twenty  (20)  instances.  Either  direct  ex- 
tension of  the  carcinomatous  process  to  the 
neighboring  organs,  or  extensive  distant 
metastasis  to  such  structures  as  the  liver, 
pancreas,  or  nodes  beyond  the  scope  of  re- 
section, was  the  factor  responsible  for  such 
classification.  In  nineteen  (19)  of  the 
twenty  cases,  a permanent  colostomy  was 
established  to  relieve  the  obstruction.  Two 
(2)  cases  were  declared  inoperable  because 
of  other  physical  disabilities,  and  local 
radiation  by  means  of  radon  seeds  was 
employed.  Eighteen  (18)  of  the  twenty- 
two  (22)  cases  died  within  twelve  months. 
One  of  the  cases  which  received  local  radi- 
ation is  still  living  and  without  recurrence 
after  two  years.  A third  case  from  whom 
a pedunculated  tumor  of  the  ampulla  of 
the  rectum  was  removed  received  radiation. 
The  body  of  the  tumor  showed  carcino- 
matous changes  without  involvement  of  the 
pedicle  or  mucosal  attachment.  There  is 
no  evidence  of  recurrence  after  five  years. 
The  other  two  cases,  I feel  sure,  will  have 
expired  before  the  twelve  months’  period 
has  passed. 

Table  No.  2.  Inoperable  Cases 


No.  of 

Treatment  Employed  Cases 

Colostomy  19 

Local  Radiation  2 

Total  - 21 


There  were  eighty-two  (82)  cases  on 
whom  some  form  of  radical  resection  was 
employed.  The  procedures  used  were : (1) 
The  Miles  abdominoperineal  resection;  (2) 
radical  anterior  resection  with  re-establish- 
ment of  the  continuity;  (3)  sigmoidotomy 
with  excision  of  tumor;  and  (4)  a modified 
Mikulicz.  The  latter  procedure  I do  not 
any  longer  employ.  In  fact,  I question  its 
place  in  colonic  surgery  with  the  present- 
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day  preoperative  and  postoperative  man- 
agement. 

Sigmoidotomy  with  local  excision  of  a 
pedunculated  tumor  was  employed  in  three 
(3)  cases.  The  biopsy  taken  at  the  time 
of  the  sigmoidoscopic  examination  revealed 
only  evidence  of  a benign  growth  in  two 
(2)  cases.  But  the  final  pathological  ex- 
amination of  the  tumors  revealed  adeno- 
carcinoma without  involvement  of  the  pedi- 
cles or  mucosal  attachments.  One  case  was 
70  years  of  age,  and  the  other  case  was 
50  years  of  age.  The  latter  possessed  a 
marked  psychosis  based  on  the  fear  of 
cancer.  Both  cases  are  living  and  without 
evidence  of  recurrence  after  two  years. 
The  third  case,  a white  male,  77  years  of 
age  with  cardiovascular  disease,  had  a sig- 
moidotomy with  local  excision  of  a pedun- 
culated tumor.  The  body  of  the  tumor  was 
found  to  be  malignant  without  involvement 
of  the  pedicle. 

There  were  ten  (10)  hospital  deaths  for 
the  entire  group,  or  a hospital  mortality 
of  9.5  per  cent. 

Table  No.  3.  Causes  of  Death  in  Hospital 


No.  of  P.  O. 

Cause  of  Death  Cases  Day 

Pneumonia  1 8 

Mesenteric  Thrombosis  1 7 

Hemorrhage  from  Posterior  Wound  1 10 

Shock  1 3 

Coronary  Occlusion  1 20 

Peritonitis  1 6 

Psychosomatic  1 . 4 

Kidney  Failure  1 4 

Shock  12 

^Abscess  Formation  and  General  Peritonitis 

Associated  with  Tumor  of  Sigmoid  1 15 

Total  10 


There  have  been  two  hospital  deaths  in 
the  last  seventy-one  (71)  cases. 

Table  No.  4.  Operations  Performed  in 
Fatal  Cases 

No.  of 


Type  of  Operation  Cases 

Abdominoperineal  Resection  : 

One-Stage  ...........  6 

Two-Stage  1 

Colostomy  2 

*Resection  of  Terminal  Ilium  and  Colostomy 
of  Transverse  Colon  1 

Total  10 

Conclusions 


First,  any  patient  with  a gastrointes- 
tinal complaints  should  have  a thorough 
proctosigmoidoseopic  examination  as  a part 
of  the  initial  examination. 

Second,  cancer  of  the  rectum  and  recto- 
sigmoid regions  should  be  diagnosed  by 
visualization  instead  of  trying  to  diagnose 
it  by  X-ray. 


Third,  the  laity  should  be  educated  as  to 
the  more  important  symptoms  of  colonic 
cancer. 

Fourth,  the  Miles  abdominoperineal  re- 
section is  the  procedure  of  choice  for  eradi- 
cating cancer  of  the  rectum,  rectosigmoid, 
and  lower  sigmoid  in  a vast  majority  of  the 
cases. 

Fifth,  the  results  obtained  by  a radical 
resection  with  re-establishment  of  the  con- 
tinuity by  means  of  an  end-to-end  anas- 
tomosis in  selected  cases  of  rectosigmoidal 
and  lower  sigmoidal  carcinoma  should  com- 
pare favorably  with  other  procedures  em- 
ployed. 
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DISCUSSION 

DR.  M.  W.  HOLEHAN  (Memphis):  Mr.  Presi- 
dent and  Members  of  the  Association : I want  to 
thank  Dr.  Smith  for  a wonderful  paper  and  the 
marvelous  way  he  presented  it.  Secondly,  I am 
sorry  that  every  doctor  in  Tennessee  didn’t  hear 
this  paper. 

It  is  too  bad  that  in  diagnosis  of  cancer  of  the 
rectum  and  sigmoid  a patient  does  not  have  a 
1-2-3-4  symptom  that  will  make  a diagnosis  for 
you.  Unfortunately,  the  rectum  and  sigmoid  are 
devoid  of  sensory  nerves.  The  mucus,  blood  and 
diarrhea,  occasional  flatus,  and  vague  abdominal 
discomfiture  are  the  only  signs  of  rectal  cancer. 

If  you  don’t  take  warning  when  a patient  pre- 
sents himself  complaining  of  these  vague  abdom- 
inal complaints,  and  do  a digital,  speculum,  sig- 
modiscopic,  and  X-ray,  you  are  going  to  miss  the 
chance  of  your  life  to  save  that  patient’s  life. 
Obstruction  and  excessive  bleeding  are  the  late 
signs  of  cancer. 

Unfortunately,  X-ray  and  the  laboratory  are  not 
infallible.  They  do  not  show  up  the  growth.  Fre- 
quently they  miss  a growth  of  good  size  entirely. 
The  pelvic  bones  and  the  contortions  of  the  in- 
testines at  this  place  do  not  lend  to  a good  diag- 
nosis. You  can  make  a diagnosis  above  the  pelvis 
much  better  with  X-ray  than  you  can  in  this  par- 
ticular location.  If  you  are  going  to  make  an 
early  diagnosis  so  you  can  resect  and  cure  the 
patient,  you  have  got  to  do  a physical  examination 
on  the  patient  who  presents  himself. 

Formerly  a patient  who  had  these  symptoms 
attributed  them  to  hemorrhoids,  and  let  it  go  at. 
that.  When  he  did  present  himself  he  was  almost 
inoperable.  At  the  present  time  we  have  a nation- 
wide cancer  program  that  is  making  patients  con- 
scious of  cancer.  They  are  coming  in  with  vague 
complaints  that  they  have  never  come  in  with 


before,  and  too  many  times  I have  had  patients 
tell  me,  “I  have  been  to  Dr.  So-and-So.”  Sup- 
positories were  given,  cathartics  were  given  for 
purgatives,  paragoric  for  diarrhea,  and  when  their 
condition  got  such  that  the  doctor  finally  had  it 
dawn  on  him  that  something  was  out  of  the  or- 
dinary, he  either  examined  or  sent  the  patient  to 
someone  else  for  a proper  examination. 

If  a patient  hemorrhages  blood  from  the  chest, 
or  spits  up  a tablespoonful,  we  get  very  fright- 
ened, we  X-ray  them,  we  examine  sputum  and  do 
everything  else;  then  if  a patient  comes  in  com- 
plaining of  these  symptoms,  why  don’t  we  give 
him  the  same  rectal  and  colon  examination  that 
he  is  entitled  to,  and  that  the  patients  are  now 
demanding?  If  you  don’t  go  ahead  and  take  care 
of  these  patients  in  the  way  they  should  be  taken 
care  of,  then  they  are  going  into  such  a stage  that 
their  case  will  be  inoperable. 

Many  a patient’s  life  is  saved  by  a preoperative 
preparation,  much  like  many  a race  is  won  before 
the  horse  ever  comes  to  the  starting  line.  Many 
a life  is  saved  by  preoperative  preparation,  which 
Dr.  Smith  has  told  you. 

I would  like  to  enumerate  briefly  sulfasuxidine, 
glucose,  saline,  blood  and  plasma,  keeping  up  the 
protein  level,  and  three  or  four  days  before  op- 
eration giving  them  plenty  of  cortalex  to  sustain 
the  blood  pressure  while  they  are  going  through 
the  operation,  and  at  the  operating  table  start 
them  with  glucose  and  saline  with  metrazol,  fol- 
lowed by  whole  blood,  and  after  they  go  back  to 
bed  give  them  glucose,  blood  and  cortalex  until 
their  blood  pressure  is  well  established.  If  you 
wait  for  signs  of  shock  to  show  up,  then  you  have 
lost  half  the  battle.  By  all  means  do  everything 
you  can  to  prevent  shock,  and  you  will  have  gone 
a long  way  toward  saving  the  patient’s  life. 

The  type  of  operation  depends  upon  the  type 
that  best  suits  that  individual  case,  and  the  type 
of  operation  which  the  operating  surgeon  has 
found  best  in  his  hands  and  best  for  the  patient. 

I would  like  to  reiterate  again  that  the  patient 
with  these  abdominal  symptoms,  if  you  don’t  have 
the  instruments  or  if  you  are  not  inclined  to  ex- 
amine that  patient,  don’t  give  him  a temporary 
tieatment,  but  send  him  to  someone  who  is  willing 
to  examine  him,  and  then  I believe  you  will  save 
many  a life  that  in  the  past  we  have  lost.  (Ap- 
plause.) 

DR.  L.  W.  EDWARDS  (Nashville)  : I have 
thoroughly  enjoyed  this  excellent  paper  and  the 
presentation  of  this  subject  by  Dr.  Smith,  and 
also  Dr.  Holehan’s  thorough  discussion  of  the  sub- 
ject. Very  little  remains  for  me  to  add. 

It  would  be  a mistake  if  I did  not  reemphasize 
the  things  they  have  called  to  your  attention,  par- 
ticularly in  regard  to  early  diagnosis  in  cancer 
of  this  region.  It  is  a little  discouraging,  as  we 
go  along  from  day  to  day,  operating  on  these 
cases,  and  finding  still  so  many  cases  that  have 
recently  been  operated  on  for  some  lesion  in  the 
rectum  or  anal  canal,  when  there  is  a cancer  lurk- 
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ing  just  around  the  bend  that  was  overlooked. 
So  if  we  are  to  cure  anything  like  the  percentage 
of  cases  that  should  be  cured,  the  surgeon  must 
get  the  case  early. 

There  is  just  one  point  in  regard  to  the  type  of 
operation  in  these  various  cases.  In  1906  Ernest 
Miles  first  called  attention  to  an  adequate  pro- 
cedure for  the  operative  treatment  of  cancer  of 
the  rectum,  which  up  to  that  time  had  been  thor- 
oughly unsatisfactory,  and  that  is  the  so-called 
abdominal-perineal  resection,  which  includes  the 
same  fundamental  principles  in  the  surgical  treat- 
ment of  cancer  of  this  region  as  the  Halsted-Meyer 
radical  mastectomy  in  cancer  of  the  breast. 

A wide  excision  of  all  vulnerable  cancer-bearing 
tissue  must  be  removed  at  the  time  the  growth  is 
removed.  He  apparently  demonstrated  that  there 
was  a retrograde  spread  of  cancer  of  the  rectum, 
and  that  it  was  absolutely  necessary  to  remove 
the  entire  rectum  including  the  sphincter  area, 
and  a good  part  of  the  perineum,  particularly  the 
lymphatics  around  the  ani  muscles  to  prevent  later 
recurrence  as  the  result  of  retrograde  spread. 

In  recent  years  several  investigators,  particu- 
larly David  and  his  workers  in  Chicago,  Carr  and 
his  workers  at  the  University  of  Michigan,  have 
concluded  that  there  is  not  the  marked  tendency 
to  retrograde  spread  to  the  glands  in  the  perineal 
area  that  Miles  thought,  and  in  some  of  these 
cases  of  rectosigmoid  carcinoma,  where  the  growth 
is  in  the  upper  part  of  the  rectum,  the  sphincter 
apparatus  can  be  retained. 

Dixon,  as  you  know,  has  advocated  such  a pro- 
cedure. In  recent  years  we  have  done  several 
cases  with  this  type  of  procedure,  in  which  it  was 
a resection  and  end-to-end  anastomosis  with  very 
satisfactory  results  so  far.  We  had  one  case  come 
back  last  year  with  a recurrence,  in  which  we 
had  done  such  an  operation.  It  may  prove  later 
to  be  unsatisfactory,  and  that  the  Miles  abdominal- 
perineal  resection  will  be  necessary  in  all  cases  of 
cancer  located  in  the  rectum,  and  even  as  high  as 
the  rectosigmoid  junction. 

Apparently  in  some  of  these  cases  the  resection 
of  the  end-to-end  anastomosis  can  be  done.  We 
thought  at  one  time  that  the  blood  supply  could 
not  be  interfered  with  by  ligating  the  mesenteric 
artery  and  still  save  the  lower  part  of  the  rectum 
for  anastomosis.  That  is  not  true.  One  without 
any  hesitancy  can  ligate  the  vessel  and  do  the 
same  radical  resection  of  the  sigmoid  and  the 
mesosigmoid  and  surrounding  gland-bearing  area, 
up  to  the  bifurcation  of  the  aorta,  and  still  bring 
the  colon  down  in  anastomosis  to  the  rectum  and 


do  just  as  good  removal  of  tissues,  apparently,  as 
in  the  abdominal-perineal  resection.  However,  one 
will  have  to  be  very  careful  in  selecting  these  cases 
for  this  type  of  operation. 

There  are  two  schools  of  thought  on  that  at  the 
present  time.  There  are  still  some  men  who  do 
a great  deal  of  this  work,  who  are  utterly  opposed 
to  such  a procedure. 

Dr.  Smith  and  Dr.  Holehan  emphasized  the  im- 
portance of  very  careful  preoperative  preparation. 
This  reminds  one  of  the  famous  saying  of  Lord 
Mudgeon  some  years  ago  when  he  made  the  state- 
ment that  “We  have  learned  to  make  the  operation 
safe  for  the  patient.  It  is  up  to  us  now  to  learn 
to  make  the  patient  safe  for  the  operation.” 

That  certainly  applies  in  these  cases.  Unless 
one  does  take  time  out  and  properly  prepares  the 
patient,  he  will  have  a high  immediate  operative 
mortality;  otherwise  it  will  be  low. 

We  have  been  very  much  pleased  and  impressed 
with  spinal  anesthesia  routinely  as  the  type  of 
anesthesia  best  suited  for  these  cases  in  our  hands. 
Since  Lemon  demonstrated  the  so-called  continuous 
spinal  anesthesia,  we  use  that  now  in  all  cases  of 
colon  resection  and  in  r-esections  of  the  rectum, 
and  find  it  very  satisfactory. 

As  far  as  the  preparation  of  the  tract  is  con- 
cerned preoperatively,  we  have  not  been  in  the 
habit  of  using  any  of  the  sulfa  drugs.  We  do 
use  a drug  locally  in  the  peritoneal  cavity  at  the 
time  of  the  resection,  but  we  depend  on  castor 
oil  and  saline  cleaning  of  the  bowel  for  preparation 
of  the  tract. 

Again  I wish  to  thank  Dr.  Smith  for  this  very 
excellent  presentation.  (Applause.) 

DR.  SMITH  (Closing)  : Mr.  President,  I am  very 
grateful  to  Drs.  Holehan  and  Edwards  for  their 
discussions.  I agree  thoroughly  with  Dr.  Edwards 
as  to  the  treatment  of  malignant  growths  located 
in  the  region  of  the  rectosigmoid  and  the  lower 
sigmoid.  I doubt  if  any  one  is  in  a position  to 
give  a prognosis  based  on  his  experience  of  re- 
secting the  above  segments  with  the  reestablish- 
ment of  the  continuity.  There  are  patients  who 
have  artificial  ani,  if  operated  upon  today,  would 
have  an  end-to-end  anastomosis.  With  modern 
surgical  technique,  methods  of  controlling  infec- 
tions and  a better  appreciation  for  the  blood  sup- 
ply of  the  rectum  one  is  justified  in  resecting  the 
rectosigmoid  and  lower  sigmoid  with  the  reestab- 
lishing of  continuity.  I cannot  overemphasize  the 
importance  of  careful  selection  of  the  cases  on 
whom  the  above  procedure  is  employed. 


128 


April,  1948 


PARALYSIS  OF  THE  LARYNX* 

FLETCHER  D.  WOODWARD,  M.D.,  Charlottesville,  Virginia 


Paralysis  of  the  larynx  is  not  a rare  dis- 
ease, and  may  be  caused  by  numerous  dis- 
eases, affecting  the  nervous  pathway  either 
in  the  supranuclear,  nuclear,  or  intranu- 
clear positions.  Clinically  these  lesions  are 
roughly  divided  into  central  or  peripheral 
lesions.  The  resultant  paralyses  may  be 
either  partial,  complete,  unilateral  or  bi- 
lateral, and  vary  in  detail  in  many  ways 
according  to  the  degree  of  motor  involve- 
ment of  the  abductor,  tensor,  and  adductor 
muscles  and  whether  the  sensory  fibers  are 
likewise  affected. 

Anatomy: — The  most  complete  anatom- 
ical studies  of  Semon  in  1881  and  Lemere 
in  1933  have  been  invaluable  in  understand- 
ing the  mechanism  of  these  paralyses. 
Since  the  cortico-bulbar  fibers  decussate, 
most  supranuclear  lesions  of  the  brain  pro- 
duce a bilateral  spastic  paralysis,  more 
often  a paresis.  However,  unilateral  le- 
sions do  occur  from  this  source,  but  are 
frequently  associated  with  other  cranial 
nerve  paralyses.  The  causes  of  this  type 
of  paralysis  are:  syphilis,  poliomyelitis, 
multiple  sclerosis,  hemorrhage,  thrombosis, 
meningitis,  encephalitis,  as  examples. 

The  ambiguous  nuclei  are  in  the  medulla, 
and  since  the  nuclei  of  the  9th,  10th.  11th 
and  12th  cranial  nerves  are  closely  asso- 
ciated, paralyses  due  to  lesions  of  the  10th 
nucleus  in  this  region  are  frequently  asso- 
ciated with  paralyses  of  the  9th,  11th  and 
12th  cranial  nerves.  They  are  usually  flac- 
cid in  nature  and  unilateral  but  may  be 
bilateral.  Among  the  diseases  of  this  area 
are : progressive  bulbar  paralysis,  polio- 
myelitis, tabes,  multiple  sclerosis,  hemor- 
rhage, thrombosis,  meningitis,  abscesses,  tu- 
mors, and  fractures,  as  examples. 

As  the  10th  nerve  leaves  the  skull  through 
the  jugular  foramen,  it  is  still  associated 
with  the  9th  and  11th  cranial  nerves,  so 
here  again  associated  paralyses  are  fre- 
quently noted.  In  addition  to  the  lesions 
listed  as  examples  above,  it  is  also  vulner- 
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able  from  lesions  of  the  nasopharynx,  jug- 
ular bulb  and  parapharyngeal  space.  Le- 
sions of  these  two  areas  are  often  spoken 
of  as  a syndrome  of  the  medulla  or  a syn- 
drome of  the  jugular  foramen.  Central 
lesions  cause  about  10  per  cent  of  the  cases 
of  laryngoparalysis. 

On  emergence  of  the  10th  nerve  from  the 
skull,  we  find  the  superior  laryngeal  nerves 
arising  from  the  ganglion  nodosum.  These 
bilateral  nerves  supply  sensation  to  the 
larynx  through  external  and  internal 
branches  and  are  purely  sensory  except  for 
motor  fibers  to  the  cricothyroid  muscle,  a 
tensor  muscle. 

Descending  in  the  10th  nerve  are  the 
motor  fibers  of  the  spinal  accessory.  They 
leave  the  vagus  on  the  right  side  at  the 
level  of  the  subclavian  artery,  and  after 
looping  around  this  vessel,  ascend  to  supply 
the  right  unilateral  muscle  and  the  bilat- 
eral interarytenoid  muscle.  On  the  left 
these  motor  fibers  are  given  off  lower  down 
and  loop  around  the  arch  of  the  aorta  be- 
fore ascending  as  the  recurrent  laryngeal 
nerve  and  supply  the  left  side  of  the  larynx 
in  a smiliar  manner  to  the  right  recurrent. 
The  longer  course  of  the  left  recurrent 
nerve  is  thought  to  account  for  its  more 
frequent  involvement.  Since  some  paraly- 
ses of  the  larynx  are  difficult  to  explain 
on  this  accepted  anatomical  nerve  distri- 
bution, it  has  been  claimed  that  there  is 
at  times  an  anomalous  distribution  of  some 
of  these  motor  nerves  through  the  superior 
or  sensory  nerve. 

Any  lesion  of  the  neck,  esophagus,  medi- 
astinum, heart,  or  lungs  may  produce  a 
paralysis  of  these  recurrent  nerves,  usually 
unilateral,  partial  or  complete.  Among  the 
common  disorders  of  these  structures  are : 
aneurysm,  malignant  tumors,  tuberculosis, 
toxic  neuritis,  and  thyroid  diseases,  as  ex- 
amples. 

The  vocal  cords  function  by  the  action 
primarily  of  unilateral  abductor  and  adduc- 
tor muscles — the  lateral  crico-arytenoid 
muscle,  the  adductor,  and  the  stronger  pos- 
terior crico-arytenoid  muscle,  the  abduc- 
tor. The  interarvtenoid  muscle  has  bilateral 
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innervation.  In  addition  to  these  main  mus- 
cles, there  are  also  tensors  and  other  sec- 
ondary muscles. 

According  to  Semon  (1881),  a lesion  of 
the  motor  nerve  affects  first  the  abductors, 
next  the  tensors,  and  lastly  the  adductors. 
This  is  known  as  Semon’s  Law,  and  can 
usually  be  verified  in  observing  the  progress 
of  laryngeal  paralysis. 

Examination: — Fortunately,  the  larynx 
can  be  easily  seen  in  most  patients  by  mir- 
ror laryngoscopy,  and  a diagnosis  made  in 
this  manner.  However,  in  children  and 
adults  a direct  examination  may  be  re- 
quired. 

Diagnosis : — A true  paralysis  must  be 
differentiated  from  functional  neurosis  and 
fixation  of  a cord  by  tumor  or  inflamma- 
tory reaction.  This  is  not  a difficult  prob- 
lem, as  a rule,  since  the  appearance  of  each 
is  quite  characteristic.  In  searching  for  the 
cause,  X-rays  of  the  chest  and  neck  are 
necessary.  Examination  of  the  larynx, 
pharnyx,  esophagus,  neck  and  central  nerv- 
ous system  may  be  necessary,  in  addition 
to  the  routine  physical  and  blood  examina- 
tions. 

Symptoms : — Hoarseness  is  the  most  com- 
mon symptom,  yet  approximately  one-third 
have  no  symptoms;  at  times,  voice  weak- 
ness, dyspnoea,  stridor  or  strangling  may 
appear.  These  symptoms  vary  according 
to  whether  the  paralysis  is  unilateral  or 
bilateral,  partial  or  complete,  recent  or  old. 
The  usual  position  of  the  cord  in  unilateral 
paralysis  is  in  the  median  or  paramedian 
line;  if  complete,  it  may  occupy  the  so- 
called  cadaveric  position.  In  either  case 
the  airway  is  adequate  and  the  voice  is 
good,  since  the  sound  cord  approximates 
itself  to  the  paralyzed  cord.  In  paralysis 
of  both  cords,  the  position  of  both  cords  is 
in  the  median  line,  as  a rule.  This  position 
serves  for  good  voice  production,  but  stridor 
and  dyspnoea  are  present  and  death  from 
suffocation  is  possible,  especially  with  an 
intercurrent  respiratory  infection.  In  a 
few  cases  of  bilateral  paralysis,  the  cords 
are  in  the  cadaveric  position;  in  this  in- 
stance, the  voice  is  impaired  but  the  airway 
is  adequate. 

Prognosis  : — Since  the  cause  of  the  paraly- 
sis cannot  be  determined  in  approximately 


one-third  of  the  cases,  it  is  assumed  that 
many  minor  disorders  can  cause  it,  such 
as  a toxic  neuritis.  Many  of  these  cases 
recover,  especially  if  it  is  a paresis  rather 
than  a paralysis.  In  any  case  it  is  wise  to 
allow  six  months  before  deciding  that  it  is 
permanent.  Of  course,  all  bilateral  cases 
should  have  a tracheotomy  to  avoid  the 
danger  of  sudden  asphyxia.  Whenever  a 
specific  cause  can  be  determined,  treatment 
is  directed  to  that  end,  and  the  prognosis 
then  depends  on  the  type  and  duration  of 
the  disease  as  well  as  its  response  to  treat- 
ment. 

Treatment : — Since  thyroid  disease  and 
surgery  of  the  thyroid  gland  cause  a large 
number  of  laryngeal  paralyses,  it  is  most 
important  that  surgeons  recognize  this  re- 
lationship. The  larynx  is  primarily  an  or- 
gan of  respiration  and  serves  only  in  the 
production  of  sound.  Articulate  speech 
takes  place  by  action  of  the  pharynx,  teeth, 
mouth,  tongue  and  palate.  Therefore, 
speech  is  no  indication  of  laryngeal  paraly- 
sis, and  the  larynx  should  always  be  ex- 
amined both  pre-  and  postoperatively  in  all 
thyroidectomies ; for  one  or  both  recurrent 
nerves  may  have  been  paralyzed  by  the  dis- 
ease or  may  have  been  injured  by  section, 
ligation,  hemorrhage,  edema  or  scar  forma- 
tion. If  one  cord  is  paralyzed  before  oper- 
ation, extreme  care  should  be  exercised  to 
protect  the  sound  nerve;  for  if  injured  at 
operation,  both  cords  approximate  in  the 
midline  and  sudden  death  may  occur  on  the 
table.  In  all  cases  of  bilateral  recurrent 
nerve  paralysis,  a tracheotomy  should  be 
done  and  the  tube  worn  until  an  adequate 
airway  has  been  established,  either  by  re- 
covery of  the  paralyzed  cord  or  by  sur- 
gical correction.  When  intratracheal  anes- 
thesia is  used  at  operation  and  obstructive 
dyspnoea  appears  on  removal  of  the  tube, 
a bilateral  paralysis  must  be  suspected,  and 
the  tube  reintroduced  until  a tracheotomy 
can  be  done. 

Treatment,  of  course,  is  directed  at  the 
cause,  if  it  can  be  determined,  and  only 
when  both  recurrent  nerves  become  par- 
alyzed is  treatment  directed  to  the  larynx; 
first  by  tracheotomy  and  later,  if  recovery 
does  riot  take  place,  by  operation  to  restore 
the  airway  and  preserve  the  voice.  This 
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problem  has  occupied  surgeons  for  a long 
time,  and  many  ingenious  procedures  have 
been  devised.  But  since  the  problem  is  both 
to  preserve  the  voice  and  to  restore  an  ade- 
quate airway,  its  solution  was  not  simple. 

The  first  successful  approach  was  by  Dr. 
Brian  King  several  years  ago,  who  used  the 
omohyoid  muscle  to  retract  one  cord.  As 
experience  multiplied,  it  was  realized  that 
merely  the  removal  of  one  arytenoid  car- 
tilage would  answer  the  same  purpose.  To 
carry  out  this,  Drs.  Joseph  Kelly  and  H.  B. 
Orton  devised  technics  to  accomplish  this, 
and  many  patients  have  been  relieved  by 
these  procedures.  A further  and  simpler 
operation  to  my  mind  was  devised  by  Dr. 
DeGraaf  Woodman,  which  is  now  our  pro- 
cedure of  choice  and  has  given  us  our  best 
results.  Briefly,  it  consists  of  exposing  the 
posterior  border  of  the  thyroid  cartilage, 
the  disarticulation  of  the  thyroid  cartilage 
with  the  cricoid  cartilage,  and  the  retrac- 
tion of  the  thyroid  cartilage  medially  so 
that  the  articulation  of  the  arythenoid  with 
the  cricoid  comes  readily  into  view.  The 
arytenoid  cartilage  is  then  removed,  the 


arytenoid  muscle  severed,  and  the  bed  of 
the  arytenoid  cartilage  retracted  laterally 
by  suture. 

I have  operated  upon  six  patients  who 
had  bilateral  recurrent  nerve  paralysis  fol- 
lowing thyroid  surgery.  The  first  patient 
had  a Kelly  operation  on  one  side  and  the 
result  was  satisfactory.  The  second  re- 
quired a bilateral  Kelly  operation  to  obtain 
an  adequate  airway.  The  third  had  a Kelly 
on  one  side  and  an  Orton  operation  on  the 
other,  before  an  adequate  airway  was  ob- 
tained. The  fourth  had  a Kelly  on  one  side, 
but  required  a Woodman  on  the  other.  The 
result  from  this  last  operation  was  so  good 
that  the  fifth  and  sixth  cases  had  a Wood- 
man on  one  side  each,  and  in  each  instance 
the  voice  was  preserved  and  an  adequate 
airway  was  obtained.  In  all,  nine  opera- 
tions were  required  on  these  six  patients. 

Since  this  operation  is  the  simplest  and 
has  given  such  good  results  in  three  cases, 
we  are  now  employing  it  as  a routine,  and 
on  the  basis  of  our  limited  experience  are 
advocating  it  to  others  who  are  interested 
in  the  relief  of  this  distressing  condition. 
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The  treatment  of  peptic  ulcer,  either 
medical  or  surgical,  must  be  based  on  con- 
siderations relative  to  the  etiology,  path- 
ological physiology  and  natural  history  of 
the  disease,  duodenal  ulcer  the  disease,  and 
not  duodenal  ulcer  the  lesion,  must  receive 
studious  and  comprehensive  study,  for  in 
our  present  state  of  knowledge  this  condi- 
tion is  a disease  in  which  the  ulcer  is  the 
local  manifestation  of  the  psychosomatic 
morbid  state  which  involves  the  entire  or- 
ganism especially  the  autonomic  nervous 
system. 

Etiology 

No  single  etiologic  factor  offers  a satis- 
factory explanation  to  fit  every  instance  of 
peptic  ulcer,  and  it  may  well  be  that  no 
such  single  factor  exists.  It  is  well  known 
in  physiology  that  different  stimuli  may 
produce  the  same  end  reaction,  so  why 
would  it  be  unreasonable  to  assume  that 
the  various  factors  which  have  been  in- 
criminated as  causative  agents  may  be  in 
effect  in  different  individuals  and  that  not 
the  same  combination  of  causes  may  be 
responsible  in  different  persons  nor  even  in 
the  same  person  for  every  recurrence.  It 
seems  entirely  feasible  that  the  disease  may 
well  have  multiple  etiologic  facets  which 
fit  into  a Mosaic  pattern  which,  when  com- 
pleted, fulfills  the  requirements  for  the  de- 
velopment of  the  disease.  In  general,  the 
aggressive  forces  of  tissue  destruction  are 
competing  with  the  tissue  resisting  forces, 
and  if  the  resistance  is  powerful,  the  ulcer 
will  heal  spontaneously ; but  if  the  aggres- 
sive forces  are  overwhelming,  a severe 
chronic  ulcer  results. 

The  requirements  for  the  formation  of 
an  ulcer  are  as  follows : 

1.  Constitutional  predisposition: 

It  would  appear  that  peptic  ulcer  is  a 
disease  of  civilization.  This  does  not  neces- 
sarily mean  that  the  factors  are  entirely 
psychogenic.  The  predisposition  to  ulcer 
may  well  depend  upon  an  abnormal  auton- 
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omic  nervous  system.  Autonomic  centers 
in  the  diencephalon  have  a regulating  in- 
fluence on  the  lower  centers,  and  they  play 
an  important  part  in  the  regulation  of  vis- 
ceral functions.  The  vagus  nerve  seems  to 
be  the  culprit  responsible  for  the  damage 
in  peptic  ulcer,  at  least  it  transmits  the 
noxious  impulses  which  increase  the  acidity 
and  volume  of  the  gastric  juice  as  well  as 
increasing  the  gastric  tonus  and  peristalsis. 
These  factors,  as  will  be  shown  below,  seem 
to  perpetuate  the  peptic  ulcers. 

2.  Devitalizaton  of  a small  area  of  mu- 
cosa by  hemorrhagic  erosions : 

These  erosions  are  produced  by  the  va- 
rious factors  which  have  been  presented 
as  causative  agents  in  peptic  ulcer. 

a.  Profound  nervous  influences 

It  is  a common  observation  that  the  ulcer 
type  person  is  an  aggressive,  dynamic  self- 
sufficient,  conscientious,  tense,  irritable, 
ambitious  individual.  These  individuals 
are  not  psycho-neurotic  but  are  hypersen- 
sitive. It  is  entirely  likely  that  this  mental 
makeup  is  but  one  factor  in  the  pattern  in 
which  the  higher  brain  centers,  the  para- 
sympathetic nervous  system  and  endocrine 
glands  all  fit. 

b.  Trauma 

Ivy  has  shown  that  in  a dog  a mechan- 
ically denuded  area  of  gastric  mucosa  will 
not  heal  and  for  all  purposes  becomes  an 
ulcer  if  the  dog  is  fed  rough,  harsh  food. 

c.  Chemical  and  glandular  factors 

Peptic  ulcers  seems  to  develop  only  where 

hydrochloric  acid  and  pepsin  come  in  con- 
tact with  the  gastric  or  intestinal  mucosa 
and  that  these  substances  are  essential  to 
ulcer  formation.  Pepsin  seems  to  be  the 
most  important  factor  since  experimental 
ulcer  cannot  be  produced  by  acid  alone  but 
can  be  caused  if  pepsin  is  added. 

d.  Allergy 

Most  allergic  individuals  have  a similar 
vagal  preponderance  to  that  found  in  ulcer 
patients,  and  it  has  been  experimentally 
shown  that  the  alimentary  mucosa  can  be 
sensitized  so  that  subsequent  exposure  to 
the  antigen  will  result  in  edema,  hyperemia 
and  increased  mucus  production  which, 
when  acted  upon  by  the  proteolytic  gastric 
juice,  may  result  in  the  formation  of  an 
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ulcer.  Also,  the  spring  and  fall  exacerba- 
tions of  the  disease  resemble  allergic  phe- 
nomena. 

e.  Infections 

Rosenow  has  presented  this  thesis  fully. 
It  may  well  be  that  in  certain  individuals 
focal  infection  may  be  one  of  the  pathogenic 
agents  which,  working  in  harmony  with 
some  of  the  preceding  causes,  may  over- 
come tissue  resistance  and  ulceration  re- 
sults. It  is  doubtful  if  focal  infection  per 
se  is  ever  a cause  of  ulcer. 

f.  Vascular  factors 

It  may  be  that  a functional  or  organic 
vascular  insufficiency  of  gastroduodenal 
vessels  may  predispose  to  ulcer.  General- 
ized vascular  disease  does  not  seem  to  play 
an  important  etiologic  role  but  does  defi- 
nitely complicate  an  already  existing  ulcer. 
Pathological  physiology 

Peptic  ulcer  patients  show  hypersecre- 
tion, especially  excess  nocturnal  secretion 
and  a definite  increase  in  the  volume  and 
acidity  of  the  appetite  juice.  They  likewise 
have  hypermotility,  spasticity  and  pyloro- 
spasm. 

Natural  history  of  the  disease 

In  many  instances  the  ulcer  will  heal 
spontaneously  and  without  any  treatment. 
This  complicates  evaluation  of  any  type  of 
therapeutic  agent.  The  general  tendency, 
however,  is  for  the  condition  to  be  chronic 
with  seasonal  exacerbation.  The  spontan- 
eous healing  of  some  of  the  ulcers  should 
not  justify  therapeutic  nihilism  because  in 
a large  group  of  cases  poor  treatment  en- 
courages the  development  of  complications. 

Treatment 

General: 

A complete  physical,  laboratory,  roent- 
genologic and  psychiatric  survey  is  recom- 
mended to  encompass  all  of  the  etiologic 
possibilities  heretofore  mentioned.  Con- 
comitant diseases  must  be  adequately 
treated. 

Local: 

Local  treatment  directed  toward  the  ulcer 
and  its  immediate  environment: 

1.  Reduction  in  motor  activity  of  the 
stomach : 

a.  Bland,  smooth,  non-irritating  diet 
which  does  not  require  the  macerating  func- 


tion of  the  stomach  to  be  called  into  play. 

2.  Reduction  in  secretory  activity: 

a.  Avoiding  secretogogues  in  food,  omis- 
sion of  alcohol  and  tobacco. 

b.  Vaga!  depressants  and  central  nervous 
system  sedatives. 

c.  Antacids. 

Diet 

The  diet  should  contain  a balanced  pro- 
portion of  the  three  major  foodstuffs,  carbo- 
hydrate, protein  and  fat.  Pure  carbohy- 
drate is  evacuated  from  the  stomach  too 
rapidly  so  that  symptom  relief  is  transient 
and  incomplete.  Excess  fat  delays  the 
emptying  time  of  the  stomach,  and  this  may 
initiate  vigorous  motor  activity  and  pro- 
mote hypersecretion  of  acid. 

The  most  satisfactory  food  is  milk  and 
a mixture  containing  14/2  pints  of  whole 
milk  and  V-2  pint  of  cream  and  two  table- 
spoons of  lactose  is  satisfactory.  Two 
quarts  of  this  mixture  is  needed  in  the 
twenty-four  hours.  No  other  food  is  al- 
lowed. Four  ounces  of  this  mixture  is  taken 
every  hour  on  the  hour  from  7 a.m.  to  9 
p.m.,  and  if  the  patient  has  night  pain,  he 
should  set  the  alarm  clock  30  miinites  prior 
to  his  usual  pain  time  and  take  the  milk. 
This  mixture  is  carried  in  a thermos  bottle 
and  allowed  to  warm  to  room  temperature. 
The  patient  should  not  be  allowed  to  go  to 
the  table  with  others  because  of  the  psychic 
stimulation.  Relief  is  usually  experienced 
in  from  24  to  48  hours  in  uncomplicated 
ulcer,  and  failure  of  this  to  produce  relief 
should  make  us  cognizant  of  a complication. 
If  the  patient  is  underweight,  the  caloric 
requirement  may  be  increased  by  adding 
lactose  or  increasing  the  amount  of  cream. 

Four  ounces  of  prune  juice  may  be  sub- 
stituted for  the  first  morning  feeding  to 
help  combat  the  tendency  toward  consti- 
pation. In  ten  days  the  diet  may  be  en- 
larged to  include  egg  white,  soft  cereal, 
jello  or  gelatin,  and  cream  vegetable  soup 
made  from  any  vegetable  except  onion  or 
tomato.  After  the  lapse  of  another  ten 
days,  the  diet  may  now  include  eggs  and 
toast.  After  about  three  weeks  on  this 
regime,  if  the  patient  is  symptom  free,  he 
may  be  given  a six  meal  bland  diet  which 
essentially  eliminates  harsh  foods  and 


April,  1948 


THE  MEDICAL  TREATMENT  OF  DUODENAL  ULCER—  Bleecker 


133 


highly  seasoned  secretogogues.  If  symp- 
toms return,  the  patient  should  be  in- 
structed to  resume  the  strict  schedule,  using 
only  milk,  cream  and  milk  sugar.  If  the 
patient  is  allergic  to  milk,  we  may  try  evap- 
orated milk,  homogenized  milk  or  boiled 
milk.  If  these  substances  still  provoke  al- 
lergic reactions,  then  gelatin,  8 grams 
every  two  hours  may  be  used.  Amino  acid 
mixtures  may  well  have  a good  place  in  a 
situation  like  this,  otherwise  it  is  unlikely 
that  they  are  as  good  as  the  milk-cream 
mixture.  After  the  ulcer  is  satisfactorily 
healed,  the  patient  should  be  warned  against 
the  use  of  any  highly  seasoned  food  for  an 
indefinite  period. 

Vagal  Depressants  and  Nervous 
System  Sedatives 

Thsse  substances  play  a vital  role  in  the 
treatment  of  ulcer.  Tincture  of  belladonna 
and  atropine  have  stood  the  test  of  time 
and  are  probably  the  drugs  of  choice  de- 
spite some  unpleasant  side  effects.  Unwar- 
ranted criticisms  of  failure  of  these  drugs 
have  been  made  because  the  dose  has  not 
been  adequate.  An  empiric  dose  of  ten 
minims  of  the  tincture  for  every  case  is 
poor  therapy,  since  some  individuals  will 
require  twenty  or  thirty  drops  before  each 
meal.  The  newer  synthetic  atropine-like 
drugs  are  very  satisfactory,  but  it  is 
possible  that  with  the  loss  of  side  effects 
we  also  sacrifice  some  of  the  pharmacologic 
effect. 

A nerve  sedative  for  a short  while  is 
invaluable  and  a good  choice  is  Phenobar- 
bital  in  doses  of  one-fourth  grain  four  times 
daily.  Bromides  are  not  recommended 
since  they  are  potentially  more  toxic  than 
Phenobarbital. 

Antacids 

It  is  not  absolutely  necessary  to  employ 
antacids  in  all  peptic  ulcer  patients,  since 
most  of  the  mild  ones  will  respond  to  the 
diet  and  accessory  substances  described 
above.  When,  however,  the  case  is  a stub- 
born one  and  does  not  respond  readily  or 
when  marked  hypersecretion  or  excess  noc- 
turnal secretion  is  a major  problem,  then 
the  antacids  exert  a most  beneficial  role. 
The  soluble  antacids: 

Sodium  bicarbonate,  magnesium  oxide, 


magnesium  carbonate  and  bismuth  subcar- 
bonate have  been  used  over  the  years  and 
with  much  success.  They  have,  however, 
the  distinct  disadvantages  of  favoring  alka- 
losis, predisposing  to  the  formation  of  renal 
calculi  and  causing  a secondary  acid  re- 
bound which  carries  the  acid  content  of  the 
stomach  higher  than  it  was  before  the  ant- 
acid medication  was  given. 

The  non-ab  sorb  able  antacids: 

Most  of  the  undesirable  effects  of  the 
soluble  antacids  have  been  eliminated  by 
the  use  of  the  non-absorbable  antacids  which 
neutralize  and  absorb  the  acid  without 
changing  the  PH  of  the  blood  and  without 
promoting  the  secondary  acid  rebound. 

Colloidal  aluminum  hydroxide  in  doses 
of  one  to  two  drams  every  hour  for  the 
severe  cases  or  every  three  to  four  hours 
and  during  the  night  for  the  less  severe 
ones  has  been  quite  satisfactory. 

Magnesium  trisieilate  in  doses  of  one 
gram  either  every  hour  or  every  four  hours 
as  above. 

Fogelson  in  1931  reported  good  results 
from  the  use  of  powdered  mucin  and  theo- 
retically this  was  an  advance  in  therapy, 
but  the  product  was  impure  and  probably 
promoted  additional  acid  secretion.  Re- 
cently, however,  a mixture  of  aluminum 
hydroxide,  magnesium  trisilicate  and  puri- 
fied mucin  has  been  introduced,  and  this 
bids  well  to  be  a distinct  addition  to  our 
armamentarium.  Hardt  at  Cook  County 
has  done  check-up  gastroscopic  examina- 
tions following  the  administration  of  these 
and  other  antacids  and  finds  that  the  mucin- 
antacid  mixture  coats  the  gastric  mucosa 
and  the  ulcer  itself  more  completely  and 
remains  longer  than  any  of  the  prepara- 
tions given  separately. 

The  use  of  the  continuous  drip  of  the 
antacids  has  lost  some  of  its  favor  since 
it  is  felt  that  the  same  thing  can  be  ac- 
complished by  oral  medication  and  without 
the  use  of  the  stomach  tube. 

Miscellaneous  Measures 

The  use  of  the  intramuscular  foreign 
proteins  and  histidine  preparations  have 
not  stood  the  test  of  time,  and  it  is  felt  that 
much  more  can  be  done  for  the  patient  by 
strict  adherence  to  the  above  regime.  Avoid- 
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ance  of  smoking  should  be  insisted  upon. 
Alcohol  should  likewise  be  forbidden. 

X-radiation  may  be  used  for  difficult  duo- 
denal ulcers  and  for  recurrent  jejunal  ul- 
cers. This  is  only  of  temporary  benefit 
but  may  allow  an  ulcer  to  heal  as  a result 
of  the  aehlohydria  which  it  produces. 
Psychosomatic  Approach 

The  physician  must  know  his  patient  as 
a whole  and  not  just  as  a man  with  a le- 
sion. Careful  consideration  must  be  given 
to  the  marital,  economic,  religious  and  busi- 
ness problems.  If  we  are  able  to  remove 
some  unpleasant  factor  of  this  sort,  we  may 
well  cure  the  patient  and  prevent  recur- 
rences. The  classic  work  of  Wolf  and 
Wolff  on  the  man  with  the  gastric  fistula 
has  helped  us  to  see  the  great  importance 


of  recognizing  the  effect  of  the  psyche  on 
gastric  function.  When  this  man  was  made 
angry  or  resentful  and  if  this  emotional 
upset  was  persisted  in,  the  gastric  mucosa 
became  markedly  hvperemic  and  edema- 
teous,  mucus  and  excess  amounts  of  acid 
poured  out  in  abundance  and  later  a small 
hemorrhagic  erosion  appeared,  and  we  had 
the  locus  and  environment  for  the  develop- 
ment of  a peptic  ulcer.  Likewise,  the  recent 
widespread  interest  in  vagotomy  by  our 
surgical  colleagues  pays  tribute  to  the  im- 
portant part  played  by  the  nervous  system 
in  the  pathogenesis  of  peptic  ulcer.  With 
a careful  history  we  may  discover  that  the 
removal  of  a belligerent  mother-in-law  from 
a household  may  do  more  good  than  the 
removal  of  fibers  of  the  vagus  nerve. 
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RECTOVAGINAL  FISTULA 

W.  WALTER  PYLE,  M.D.,  Franklin 

Rectovaginal  fistula  is  fortunately  a con- 
dition not  frequently  seen,  but  it  is  one  for 
which  the  patient  will  persist  in  seeking  a 
cure  even  after  repeated  failures. 

The  symptoms  of  this  type  of  fistula  may 
be  negligible  if  the  opening  is  very  small, 
but  usually  the  patient  will  complain  of 
passing  of  flatus  through  the  vagina,  or  if 
the  opening  is  large  the  patient  may  pass 
feces  by  this  route.  There  often  is  a re- 
sulting vaginitis  with  an  irritating  dis- 
charge and  there  may  be  a cystitis  with  its 
usual  set  of  symptoms. 

There  are  four  causes  of  rectovaginal  fis- 
tula which  probably  account  for  practically 
all  such  lesions: 

(1)  Radium  treatment  for  cancer  of  the 
cervix.  This  may  or  may  not  be  associated 
also  with  a vesicovaginal  fistula. 

(2)  Unsuccessful  repair  of  a complete 
laceration  of  the  perineum. 

(3)  Perirectal  abscess,  or  abscess  in  the 
anal  crypt. 

(4)  Rare  cases  of  trauma. 

The  case  I wish  to  present  resulted  from 
a perirectal  abscess  which  had  to  be  drained 
both  through  the  rectum  and  vagina. 

In  July,  1946,  this  twenty-year-old  col- 
ored girl  was  hospitalized  in  Detroit  for  an 
acute  abscess  which  she  says  was  drained 
of  a large  amount  of  foul-smelling  pus  via 
the  rectum.  The  patient  was  much  re- 
lieved, but  four  weeks  later  (on  August 
8th)  had  a recurrence  of  her  symptoms  at 
which  time  I first  saw  her.  There  was  a 
fluctuent  mass  almost  as  large  as  a tennis 
ball  on  the  anterior  rectal  wall  more  easily 
felt  with  one  forefinger  in  the  rectum  and 
one  in  the  vagina.  Under  gas  anesthesia 
this  was  drained  through  the  rectum  and 
the  drainage  site  was  kept  open  as  long  as 
possible  by  introducing  Kelly  forceps  at 
regular  intervals. 

When  on  August  21  the  swelling  and 
pain  recurred  again  it  was  decided  to  drain 
the  abscess  through  the  vagina  as  well,  and 
a seton  of  heavy  nylon  was  passed  through 
the  two  openings  to  permit  continuous 
drainage.  A small  rubber  tube  carried  the 
string  over  the  perineum  and  sphincter 
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muscle  to  keep  it  from  cutting  through 
these  structures,  and  it  was  tightened  from 
time  to  time.  The  patient  was  instructed 
to  use  hot  sitz  baths  and  douches  twice 
daily  and  an  enema  once  daily.  The  seton 
was  removed  when  it  had  cut  down  as  far 
as  the  sphincter  muscle,  and  by  December 
we  were  ready  to  repair  the  fistula  which 
was  about  two  centimeters  wide  by  three 
or  four  centimeters  long.  There  was  no 
sign  of  infection  and  all  edges  were  com- 
pletely covered  with  mucous  membrane. 

Under  general  anesthesia  the  sphincter 
was  cut  and  the  edges  of  the  fistula  trimmed 
with  scissors.  A blind  alley  at  the  apex 
was  opened  on  the  vaginal  side  and  com- 
pletely denuded  of  epithelium.  From  the 
apex  near  the  cervix  downwards  to  the 
sphincter  muscle  the  rectovaginal  septum 
was  closed  in  layers  with  fine  chromic  gut, 
interrupted  sutures,  care  being  taken  not 
to  suture  through  the  rectal  m.m.  The 
levator  ani  muscles  and  fascia  were  brought 
together  also  with  interrupted  chromic  su- 
tures rebuilding  the  perineum  and  then  the 
ends  of  the  sphincter  muscle  approximated 
with  a figure  eight  suture.  Fine  chromic 
also  was  used  in  the  vaginal  mucous  mem- 
brane and  skin.  Powdered  sulfanilamide 
was  used  freely  throughout  the  operation, 
and  moderate  amount  being  left  in  the  rec- 
tum and  vagina. 

Sulfadiazine  which  was  given  for  three 
or  four  days  prior  to  the  last  operation  was 
continued  for  three  or  four  more  days.  A 
liquid  diet  was  given  to  prevent  a bowel 
movement  for  at  least  five  days.  The  result 
was  excellent  healing  by  first  intention. 

At  the  present  time,  February,  1948,  the 
patient  is  entirely  well  and  happily  mar- 
ried. 

In  conclusion  I should  like  to  stress  the  ' 
following  points  in  pre-  and  post-operative 
care : 

Pre-operative : 

(1)  Thorough  cleansing  of  bowel  one  or 
two  days  prior  to  operation. 

(2)  Thoroughly  cleansing  enemas  night 
before  operation. 

(3)  Sulfasuxadine  or  sulfadiazine  for  at 


136 


RECTOVAGINAL  FISTULA— Pyle 


April,  1948 


least  three  days  to  inhibit  flora  in  bowel. 
Post -operative: 

(1)  Thorough  cleanliness  on  both  rectal 
and  vaginal  sides  with  application  of  anti- 
septic to  suture  lines  daily. 

(2)  Dry  heat  to  perineum. 

(3)  Continuation  of  sulfa  drug  for  at 
least  three  days. 

(4)  Prevent  bowel  movement  for  five  or 
seven  days,  then  by  means  of  small  enema 


of  oil  or  water.  Allow  first  bowel  move- 
ment without  effort  on  patient’s  part. 
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Too  Much  Propaganda 

In  the  long  series  of  bills  in  Congress 
looking  toward  the  socialization  of  medi- 
cine, propagandists  have  been  the  most 
active  proponents.  Before  the  present  ses- 
sion, the  general  ratio  of  witnesses  before 
the  committees  was  two  favoring  the  bill 
to  one  against  it.  Every  possible  fact  or 
alleged  fact  was  twisted  by  these  propa- 
gandists to  prove  that  medical  care,  as 
dispensed  at  present,  was  the  direct  cause 
of  all  the  ills  inflicting  our  beloved  country. 
Draft  board  statistics  were  used  to  prove 
(?)  lack  of  medical  care.  Congenital,  eco- 
nomic and  educational  causes  were  all 
charged  to  the  lack  of  doctors  and  the  mal- 
distribution of  medical  facilities.  Good 
medical  care  did  produce  4F  draftees  in 
industrial,  highway  and  farm  accidents. 
But  these  cripples  and  amputees  increased 
the  percentage  of  rejections.  Good  medical 
care  had  discovered  peptic  ulcers  which  pre- 
vented some  from  entering  the  service. 
But  here  again  the  rejections  are  increased 
and  medical  care  blamed. 

With  the  change  in  the  control  of  the 
present  Congress,  new  committeemen  were 
to  conduct  the  hearings  on  these  health 
bills.  The  Senate  Committee  on  Labor  and 
Public  Welfare  through  its  sub-committee 
on  health  has  been  investigating  medical 
care  in  addition  to  the  routine  hearings  of 
witnesses.  The  Chairman,  Senator  PI. 


Alexander  Smith,  wrote  the  governor  of 
every  state  asking  how  the  proposed  bills 
would  help  or  hurt  the  several  states.  This 
was  reported  in  the  September,  1947,  issue 
of  the  Journal. 

In  May  of  1947,  Senator  Smith  requested 
the  Brookings  Institution  to  investigate  the 
medical  care  of  the  individual  and  to  makp 
a report  which  would  be  useful  in  the  con- 
sideration of  medical  legislation.  It  seem-’ 
that  Senator  Smith  was  tired  of  hearing 
propagandists  air  their  theories.  He  wanted 
facts  and  he  went  to  the  best  source  for 
obtaining  these  facts. 

The  conclusions  and  recommendations  of 
the  Brookings  Institution  have  been  re- 
leased. The  whole  report  will  be  available 
later.  We  reproduce  these  conclusions  and 
recommendations,  knowing  that  the  era  of 
the  propagandist  is  past,  that  the  .statistical 
contortionist  has  been  eliminated  and  that 
the  socialistically  inclined  theorist  is  dis- 
credited. 

Senator  Smith  has  rendered  to  the  nation 
an  outstanding  service  by  securing  this 
report. 


Hearings  on  National  School  Health 
Services  Act  of  1947 

On  March  4th,  the  Subcommittee  on 
Health,  the  Senate  Committee  on  Labor 
and  Public  Welfare,  announced  that  it 
would  hold  hearings  on  S.1290  on  Monday 
and  Tuesday,  March  8-9.  We  immediately 
communicated  the  announcement  to  Chi- 
cago, and  had  the  promise  of  Dr.  James 
R.  Miller  of  the  Board  of  Trustees  as  a 
witness.  He  was  given  a place  on  the  Tues- 
day program. 

Origin 

This  bill,  as  originally  drafted,  was  prac- 
tically identical  with  H.R.1980,  which  Rep- 
resentative Howell  introduced  in  the  other 
House.  One  day  of  hearings  was  held  on 
the  House  Bill  last  summer.  Practically  all 
those  who  testified  favored  the  measure, 
but  the  Committee  announced  that  before 
it  would  take  action,  opportunity  to  be 
heard  would  be  afforded  to  those  who  might 
oppose  the  bill.  As  we  previously  an- 
nounced, the  lay  sponsor  of  the  bill  is  Mr. 
Hecht,  of  the  Parents  Magazine,  and  it  has 


138 


EDITORIAL 


April,  1948 


the  hearty  endorsement  of  the  Parent- 
Teachers  Association. 

Provisions 

In  brief,  it  provided  that  subsidies  should 
be  paid  the  States  through  the  Children’s 
Bureau  of  the  FSA,  to  “establish  and  de- 
velop school  health  services  for  the  pre- 
vention, diagnosis  and  treatment  of  phys- 
ical and  mental  defects  and  conditions  of 
children.”  In  some  conferences  held  while 
the  bill  was  being  drafted,  the  representa- 
tives of  the  AMA  expressed  agreement  with 
the  principle  that  school  children  should 
have  the  best  of  medical  care,  but  disap- 
proved of  the  school  authorities  providing 
treatment  facilities. 

Witnesses 

The  first  witness  was  Oscar  Ewing,  Ad- 
ministrator of  the  FSA.  He  introduced 
extensive  amendments  to  the  bill,  quite 
materially  changing  its  content.  For  in- 
stance, its  scope  is  no  longer  limited  to 
school  children,  but  broadened  to  include 
“all  youth  of  school  age,”  and  the  program 
itself  is  modified  to  “develop  in  each  state 
— especially  in  rural  areas  and  areas  suffer- 
ing from  severe  economic  distress — a com- 
prehensive school  health  program  for  the 
health  and  physical  well-being  of  all  chil- 
dren and  youth  of  school  age,  pursuant  to 
an  integrated  state  plan  which  includes  the 
supervision  of  health  instruction  and  phys- 
ical education  programs,  school  health 
services,  and  school  health  examinations” ; 
and  health  Examination  services  is  inter- 
preted as  meaning  “those  activities  of  phy- 
sicians, dentists,  nurses,  teachers  and  other 
professional  personnel.” 

The  amendment  also  removes  the  Chil- 
dren’s Bureau  as  an  authority  and  places 
the  full  administrative  function  with  the 
Administrator  of  the  FSA.  The  personnel 
of  the  National  Advisory  Committee  on 
Health  Services;  of  twelve  members,  which 
the  original  bill  provided  the  President 
should  appoint;  in  the  amendment  are  to 
be  appointed  by  the  Federal  Security  Ad- 
ministrator and  to  include  in  their  number 
three  doctors  of  medicine  and  “at  least  three 
members  of  the  educational  profession.” 
The  appropriation  allotted  is  to  be  increased 
frcm  ten  to  twelve  million  dollars,  in  order 


to  take  care  of  the  added  physical  education 
program. 

Dr.  Martha  Eliot,  of  the  Children’s  Bu- 
reau, was  the  second  witness  and  urged  the 
endorsement  of  the  bill  as  amended.  In  her 
statement  she  said,  “Using  the  most  con- 
servative estimates  we  have,  for  example — 
we  are  faced  with  four  million  children 
with  visual  defects,  one  million  with  hear- 
ing defects,  500,000  with  orthopedic  and 
plastic  defects,  500,000  with  rheumatic 
fever  and  heart  disease,  and  200,000  with 
epilepsy.  She  deplored  the  failure  of  school 
health  examinations  in  thirty-three  states 
to  provide  the  Bureau  with  good  data  on 
the  condition  of  children.”  Her  idea  is  that 
the  Bureau  should  be  directed  to  develop 
demonstrations  in  each  state  in  the  interest 
of  uniformity. 

D r.  Reginald  Atwater,  Executive  Secre- 
tary of  the  American  Public  Health  Asso- 
ciation, was  the  third  witness,  and  also 
approved  the  original  bill,  but  stated  that 
he  had  not  had  sufficient  opportunity  of 
studying  the  amendments. 

On  the  second  day,  the  first  witness  was 
Dr.  James  R.  Miller,  of  the  AMA,  who 
called  the  Committee’s  attention  to  the  fact 
that  neither  in  the  original  bill  nor  the 
amended  bill  is  there  any  provision  for 
consulting  with  the  family  of  the  child  or 
with  the  family  physician.  He  supported 
the  principle  of  the  bill  that  the  best  facili- 
ties for  the  prevention  and  diagnosis  of  dis- 
abling conditions  in  children  should  be  un- 
dertaken on  the  State  level  and  not  from 
a national  level,  and  that  correction  and 
treatment  must  be  family  responsibility. 
He  presented  statistics  from  his  experience 
in  community  work  in  Hartford  that 
showed  that  the  families  will  do  their  share. 
He  called  attention  to  the  AMA’s  ten-point 
program  as  proof  of  long-standing  interest 
in  the  subject.  Senator  Smith  developed 
the  idea  of  the  State’s  responsibility  by 
cross-examination,  and  stated  that  he  had 
had  considerable  correspondence  with  State 
officials  to  the  point  that  they  are  greatly 
concerned  over  the  inroads  to  their  execu- 
tive functions  by  national  agencies.  Dr. 
Miller  also  called  attention  to  the  fact  that, 
when  differences  of  opinion  as  to  the  merits 
of  State  programs  arise  between  the  Fed- 
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eral  Security  Administrator  and  the  State 
authorities,  the  bill  provided  that  the  Ad- 
ministrator’s opinion  should  be  final — even 
though  provision  is  made  for  public  hear- 
ing. He  suggested  that  the  provision  in 
the  Hospital  Construction  Act — that  such 
differences  of  opinion  can  be  taken  to  the 
Circuit  Court  for  a decision — be  incorpor- 
ated in  this  bill.  Senator  Smith  commented 
on  this  matter  by  stating  that  he  had  asked 
Mr.  Ewing,  on  the  previous  day,  as  to 
whether  his  authority  in  the  administration 
of  the  Act  was  superior  and  final  to  that 
of  the  State. 

Dr.  Vlado  Getting,  the  Health  Commis- 
sioner of  Massachusetts,  suggested  that  the 
bill  as  amended  (which  he  stated  he  had 
insufficient  time  to  study  carefully)  contain 
two  separate  ideas:  (1)  medical  examina- 
tion and  services  for  children;  and  (2) 
physical  education  and  instruction ; and 
further  suggested  that  separate  bills  be 
drafted.  Senator  Saltonstall,  who  was  sit- 
ting with  Senator  Smith  (no  other  members 
of  the  Committee  were  present  at  either 
hearing),  stated  that  the  introduction  of 
the  educational  feature  did  not  entirely 
meet  with  his  approval,  and  that  at  any 
rate,  he  wanted  considerable  time  to  study 
the  amended  bill  before  he  should  be  able 
to  decide  upon  its  merits. 

Dr.  John  P.  Hubbard,  of  the  Academy  of 
Pediatrics,  and  director  of  the  study  which 
the  Academy  has  been  making  of  the  health 
conditions  of  school  children,  testified  in 
favor  of  the  bill  and  presented  some  sta- 
tistics which  are  the  result  of  their  study. 

Clyde  A.  Erwin,  Superintendent  of 
Schools  in  North  Carolina,  and  Vice-Presi- 
dent of  the  School  Officers  Association, 
stated  that,  in  his  Association’s  opinion,  the 
bill  offered  the  wrong  approach  to  the  prob- 
lem, and  that  health  services  to  school 
children  is  a problem  of  the  Education  De- 
partment and  not  of  the  Health  Depart- 
ment. He  even  advised  against  a joint  ad- 
ministration. 

At  the  close  of  the  hearings,  Senator 
Smith  announced  that  further  hearings 
may  be  held.  Obviously,  the  merits  of  the 
bill  are  quite  controversial  and  yet  its  back- 
ers, the  PTA,  do  not  seem  particularly  im- 
pressed by  the  defects  and  are  likely  to 


urge  its  enactment.  Let  us  suggest,  there- 
fore, that  each  of  you  study  the  bill  and 
discuss  it  with  your  Congressmen.  If  you 
do  not  have  a copy,  we  will  be  glad  to  send 
it  to  you  on  request. 

New  Bills  Introduced 
S.2269  by  Mr.  Revercomb,  of  West  Vir- 
ginia, March  4. 

A Bill  to  amend  title  II  of  the  Social  Se- 
curity Act  in  order  to  reduce  the  qualifying 
age  for  Old-Age  and  Survivors  Insurance 
benefits  to  sixty  and  broaden  the  Old-Age 
and  Survivors  Insurance  system  to  include 
benefits  on  account  of  disability. 

Referred  to  the  Committee  on  Finance. 

Comment:  The  measure  amends  the  Old- 
Age  and  Survivors  Insurance  system,  low- 
ering the  age  of  beneficiaries  from  65  to  60, 
and  broadening  the  system  to  include  bene- 
fits on  account  of  total  disability.  The  term 
“total  disability”  is  defined  to  mean  “total 
inability  to  work  by  reason  of  illness,  in- 
jury or  other  impairment.  An  individual 
is  totally  unable  to  work  when  he  is  af- 
flicted with  an  impairment  which  renders 
it  impossible  for  him  to  engage  in  any  sub- 
stantial gainful  work  as  defined  in  regula- 
tions of  the  Administrator.”  In  such  in- 
stances, the  Administrator  by  regulation 
can  provide  for  examination  of  individuals 
in  order  to  determine  the  entitlement  to 
benefits.  In  accordance  with  regulations 
that  the  Administrator  may  prescribe,  he 
may  find  that,  if  the  individual  refuses  to 
submit  to  such  an  examination,  the  indi- 
vidual is  not  disabled  or  a previously  exist- 
ing disability  had  ceased.  The  Adminis- 
trator may  also  make  provision  to  furnish 
medical,  surgical,  institutional,  rehabilita- 
tion or  other  services  to  individuals  entitled 
to  receive  benefits,  if  he  believes  that  these 
services  may  enable  the  beneficiary  to  re- 
turn to  gainful  work. 

H.R.5678  by  Mr.  Priest,  of  Tennessee, 
March  3. 

A Bill  to  assist  the  States  in  the  develop- 
ment and  maintenance  of  local  public-health 
units,  and  for  other  purposes. 

Referred  to  the  Committee  on  Interstate 
and  Foreign  Commerce. 

Comment:  This  measure  is  identical  with 
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S.2189  (Saltonstall)  and  H.R.5644  (Dolli- 
ver).  Reported  in  Bulletin  No.  18. 

Council  on  Medical  Service 
Washington  Office 


The  American  Medical  Association  calls 
on  county  medical  societies  to  meet  the 
public  demand  for  emergency  medical  serv- 
ice at  night. 

“From  many  sections  of  the  United 
States,”  says  an  editorial  in  a recent 
(March  6)  issue  of  The  Journal  of  the 
American  Medical  Association,  “complaints 
have  come  lately  that  persons  who  have 
called  physicians  late  at  night  have  been 
unable  to  secure  attendance  from  either 
those  whom  they  considered  their  family 
physicians  or  from  specialists  or,  indeed, 
from  any  physician.” 

The  American  Medical  Association  says 
that  large  county  medical  societies  or  urban 
groups  should  maintain  a physicians’  tele- 
phone exchange  which  would  take  the  re- 
sponsibility for  locating  physicians  if  re- 
sponse is  not  made  to  the  ringing  of  the 
telephone  in  the  home  or  in  the  office. 

The  solution  is  simple  and  practical,  re- 
quiring only  a minimum  of  community  or- 
ganization. A number  of  county  medical 
societies  already  maintain  a physicians’ 
telephone  exchange  where  doctors’  calls 
may  be  received  and  doctors  located  if  their 
office  or  home  telephones  do  not  respond. 
Such  an  exchange  can  be  utilized  as  at 
night  or  on  holidays  simply  by  furnishing 
the  exchange  with  a list  of  physicians  who 
are  able  and  willing  to  make  night  calls. 
Such  physicians  would  probably  include  the 
younger  general  practitioners,  newcomers 
to  the  community,  and  others  in  general 
practice.  If  such  a roster  were  available, 
and  its  availability  widely  publicized,  night 
calls  for  medical  service  would  soon  gravi- 
tate to  this  center  and  the  patient  would 
be  assured  the  services  of  a physician. 

Under  such  a system  the  necessity  for 
calling  many  doctors  would  be  eliminated. 
Two  calls  at  most  would  be  necessary. 
Where  there  is  no  physicians’  telephone 
service,  it  might  be  possible  to  have  the 
hospitals  cooperate  by  handling  such  night 
calls. 

The  Medical  Society  of  the  District  of 


Columbia  and  the  Milwaukee  County  Med- 
ical Society  have  found  such  a plan  prac- 
tical, as  have  a number  of  other  societies. 

By  this  simple  and  practical  expedient, 
which  is  doubtless  in  effect  in  modified  form 
in  a number  of  communities,  the  sick  can 
be  served  and  the  medical  profession  can 
redeem  its  pledge  of  unselfish  public  service. 

It  is  highly  important  that  where  such 
arrangements  exist  they  be  brought  to  the 
attention  of  the  lay  people  in  the  com- 
munity through  appropriate  public  chan- 
nels, not  once  but  repeatedly,  to  keep  the 
shifting  populations  well  informed. 

Few  problems  in  the  field  of  medical 
service  have  aroused  so  much  public  dis- 
cussion. Whether  resentment  against  phy- 
sicians is  justified  or  not,  it  does  harm. 
The  solution  for  this  problem  is  so  emi- 
nently simple  and  would  reflect  so  favorably 
upon  physician-patient  relationships  that 
medical  societies  everywhere  are  urged  to 
give  it  serious  consideration  immediately. 


AND  WE  QUOTE 



March  10,  1948. 

Gentlemen: 

Knowing  of  the  high  professional  com- 
petency of  your  subscribers  and  the  possi- 
bility of  their  great  interest  in  the  enclosed 
reprint  which  appeared  in  a recent  issue 
of  the  Journal  of  American  Medical  Asso- 
ciation, I will  appreciate  your  serious  con- 
sideration of  reprinting  this  short  article 
in  your  Journal  preferably  as  near  your 
editorial  page  as  possible. 

Thanking  you  for  your  consideration  of 
the  above  request  and  appreciating  a copy 
of  your  magazine  when  same  appears, 
charging  same  to  my  account,  I am 

Yours  sincerely, 

H.  Earle  Conwell,  M.D. 
1023  S.  20th  Street 
Birmingham  5,  Alabama 

(Reprinted  from  the  Correspondence  Department 
of  The  Journal  of  the  American  Medical  Asso- 
ciation, October  25,  1947,  Vol.  135,  page  531.) 

(Copyright,  1947,  by  American  Medical 
Association.) 


April,  1948 


AND  WE  QUOTE 


141 


Complex  Simple  Fracture 

To  the  Editor:  Realizing  that  the  term 
“simple  fracture”  as  generally  defined  is 
thoroughly  inadequate  to  describe  the  trau- 
ma received  in  many  so-called  simple  frac- 
tures, I have  added  a new  definition  to  the 
simple  and  compound  fracture  nomencla- 
ture, i.  e.,  “complex  simple  fracture”  (Key, 
J.  A.,  and  Conwell,  H.  E.:  “The  Man- 
agement of  Fractures,  Dislocations  and 
Sprains,”  ed.  4,  St.  Louis,  C.  V.  Mosby 
Company,  1946,  pp.  41-43). 

A complex  simple  fracture  is  a fracture 
which  is  not  compound  but  which  has  re- 
ceived severe  trauma  to  any  or  all  of  the 
surrounding  soft  structures,  i.  e.,  skin, 
muscles,  blood  vessels  and  nerves.  The 
bony  fragments  usually  are  displaced  to  a 
marked  degree. 

“Complex,”  as  defined  by  “Webster’s  New 
International  Dictionary,”  unabridged,  is 
as  follows:  (1)  an  assemblage  of  related 
things;  (2)  a whole  made  up  of  compli- 
cated or  interrelated  parts. 

The  complex  simple  fracture  should  be 
further  described  as  to  the  type  of  bony 
injury,  for  example:  complex  simple  frac- 
ture (transverse,  comminuted,  spiral  or 
oblique,  as  the  case  may  be). 

Through  personal  contacts  and  corre- 
spondence with  the  personnel  of  the  three 
National  Fracture  Committees  (American 
Medical  Association,  American  College  of 
Surgeons,  and  American  Academy  of  Or- 
thopedic Surgeons)  with  reference  to  their 
opinions  and  the  necessity  for  such  new 
fracture  term  or  definition,  there  was  unan- 
imous agreement  that  such  a definition  of 
complex  simple  fracture  was  a necessary 
one  and  should  be  generally  accepted  and 
used  in  its  broad  meaning. 

I make  an  appeal  that  this  new  fracture 
definition  or  its  relative  equivalent  be  used 
by  the  members  of  the  medical  profession. 
Besides  expressing  more  adequately  the 
pathologic  process  in  such  type  fracture 
it  will  mean  improved  records  for  the  hos- 
pitals and  convey  a better  description  of 
the  fracture  to  the  insurance  companies, 
compensation  boards  and  other  related 
agencies,  thereby  being  of  much  help  to 
the  patient,  the  physician  and  every  one 
concerned. 


I will  appreciate  any  opinion  or  sugges- 
tions relative  to  the  foregoing. 

H.  Earle  Conwell,  M.D. 
Birmingham,  Alabama. 


Gentlemen : 

Am  writing  this  letter  to  inquire  about 
opportunities  for  general  practice  in  Ten- 
nessee. I am  a graduate  of  the  University 
of  Colorado,  1946,,  have  completed  an  ap- 
proved internship,  and  by  July,  1948,  I will 
have  completed  one  year  of  approved  resi- 
dency in  internal  medicine. 

I am  interested  in  general  practice,  and 
since  I have  no  capital  with  which  to  start, 
I am  interested  in  group  practice  and  con- 
tract practice  in  mining  areas. 

Would  you  please  send  me  a list  of  loca- 
tions needing  physicians  and  available  in- 
formation regarding  them? 

Yours  very  truly, 

R.  M.  S.,  M.D. 


Dear  Sir : 

I was  released  from  the  Navy  Medical 
Corps  on  March  10,  1948,  and  am  inter- 
ested in  establishing  a practice  in  partner- 
ship with  a friend  who  shall  be  released 
from  the  service  in  April.  We  were  class- 
mates at  the  Bowman  Gray  Medical  School, 
Winston-Salem,  N.  C.,  and  both  graduated 
in  June,  1945.  We  served  a Navy  intern- 
ship; he  at  Jacksonville,  Florida,  and  I at 
Dublin,  Georgia.  Since  our  internship  we 
have  done  general  hospital  and  dispensary 
work. 

Our  interest  lies  in  general  practice  in  a 
small  town  with  an  opening  for  two  young- 
men.  We  would  appreciate  your  sugges- 
tions on  possible  places  for  such  practice. 

Sincerely, 

M.  W.  W„  M.D. 


When  Dr.  Hamilton  Gayden  was  Chair- 
man of  the  Publicity  Committee  for  the 
Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society,  he  wrote 
Dr.  W.  W.  Bauer,  Bureau  of  Health  Edu- 
cation, asking  for  guidance.  The  reply  is 
published,  because  it  contains  so  much  good 
advice.  Every  society  should  consider  Dr. 
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Bauer’s  suggestions  for  establishing  good 
public  relations.  Every  member  of  every 
society  will  do  well  to  be  guided  by  these 
principles. 

“Dear  Dr.  Gayden : 

“In  response  to  your  letter  of  26  Jan- 
uary, I can  give  you  in  a letter  only  a 
very  general  outline  of  how  to  go  about 
getting  better  publicity  for  the  medical  pro- 
fession. 

“In  the  first  place,  we  can  hardly  deny 
that  the  baby  did  die  on  the  mayor’s  desk, 
and  we  shall  have  to  try  to  put  ourselves 
in  the  place  of  the  hysterical  parents  who 
brought  the  baby  there  instead  of  follow- 
ing instructions  and  going  to  the  hospital. 
There  is  no  way  to  prevent  publicity  of 
this  kind,  and  any  effort  to  do  so  will  prove 
a boomerang.  We  must  not  attempt  to  dic- 
tate to  the  press  or  to  control  what  is 
printed. 

“The  next  step  is  to  see  in  your  own 
community  that  things  like  this  do  not  hap- 
pen. Let  me  be  the  devil’s  advocate  for  a 
few  moments  and  point  out  the  kind  of 
thing  that  makes  bad  publicity.  Some- 
times it  is  not  the  doctor’s  fault,  but  I am 
afraid  that  sometimes  it  is.  The  patient 
calls  up  the  American  Medical  Association 
and  claims  that  his  doctor  has  overcharged 
him.  We  ask  if  he  has  tried  to  talk  it  over 
with  the  doctor,  and  he  replies  that  the 
doctor  has  sent  word  from  the  inner  office 
by  his  secretary  that  either  the  bill  will  be 
paid  or  it  will  be  placed  in  the  hands  of  a 
collection  agency.  There  are  some  patients 
who  must  ultimately  be  handled  in  this  way, 
but  the  great  majority  of  patients  will  be 
reasonable  if  they  have  a chance  to  talk  it 
over  with  the  doctor.  I feel  that  in  some 
instances  our  profession,  which  has  stressed 
the  importance  of  personal  relationship  be- 
tween doctor  and  patient  and  insisted  that 
no  one  shall  come  between  doctor  and  pa- 
tient, has  tended  to  place  its  own  secretaries 
and  receptionists  in  that  very  intermediary 
position.  I understand  the  reason  and 
often  the  necessity  for  conserving  the  doc- 
tor’s time  in  this  way,  yet  the  fact  remains 
that  it  is  one  of  the  grievances  which  pa- 
tients cpiote  to  us,  ‘My  doctor  is  too  busy 
to  see  me.’ 

“Another  expression  of  this  same  diffi- 


culty lies  in  the  reluctance  of  doctors  to 
take  time  to  explain  things  to  their  patients. 
Still  another  is  in  delegating  many  serv- 
ices to  assistants,  nurses  and  technicians. 
This  gives  the  cultists  an  advantage  be- 
cause whatever  else  they  may  do  they  give 
personal  service. 

“Another  grievance  growing  more  acute 
day  by  day  is  the  inability  of  patients  to 
get  a doctor  at  night.  Again  I understand 
the  reasons ; but  if  doctors  could  organize 
a telephone  registry  which  would  find  them 
day  or  night,  why  can’t  they  also  extend 
this  service  a bit  farther  and  organize  a 
system  whereby  any  patient  can  get  some 
competent  physician  at  night,  perhaps  by 
taking  the  night  calls  in  turn  or  delegating 
them  to  the  younger  physicians.  I feel  very 
strongly  that  some  arrangements  must  be 
made  to  assure  sick  patients  of  service  out- 
side the  doctor’s  office,  or  hospital  and  clinic 
hours. 

“Then  there  is  the  matter  of  actual  over- 
charging, needless  operations,  over-treat- 
ment and  rebates,  or  fee-splitting.  The 
articles  which  appear  and  which  are  dam- 
aging to  the  profession  could  not  be  written 
if  there  were  not  enough  truth  in  them  to 
protect  the  magazine,  if  not  against  libel 
actions,  at  least  against  being  exposed  as 
purveyors  of  falsehoods. 

“What  I am  getting  at  is  what  Dr.  Fern- 
aid  Foster,  Secretary  of  the  Michigan 
State  Medical  Society,  told  at  a recent  con- 
ference in  Chicago : ‘Public  relations  begins 
in  the  doctor’s  office.’ 

“Having  minimized  the  chances  for  bad 
publicity,  the  next  step  is  to  get  good  pub- 
licity. You  might  start  by  having  officers 
of  your  Academy  and  your  committee  ar- 
range an  informal  dinner  to  which  you  will 
invite  your  newspaper  publisher  and  edi- 
tors, and  the  corresponding  people  in  your 
radio  stations.  Before  you  do  this  you 
should  have  ready  a plan  whereby  you  will 
undertake  to  furnish  to  the  press  and  the 
radio  interesting  medical  news  developing 
in  Nashville,  and  you  will  also  be  prepared 
to  have  the  press  or  radio  consult  you  when 
they  wish  upon  medical  news  which  come 
in  on  the  wire  news  services. 

“By  assuring  them  of  youi;  full  coopera- 
tion you  will,  in  the  course  of  time,  build 
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up  a situation  which  will  greatly  minimize 
your  troubles  with  bad  publicity. 

“It  must  always  be  remembered  that  edi- 
tors are  interested  in  news.  They  want 
opinion  only  when  they  ask  for  it,  and  they 
are  definitely  not  interested  in  propaganda. 
If  you  want  any  propaganda  publicity,  it 
will  have  to  be  as  the  tail  to  the  news  kite. 

“Setting  up  this  kind  of  program  takes 
time,  and  you  will  have  to  have  a committee 
that  will  work  at  it,  not  for  a few  months 
or  a year,  but  continuously.  In  substance, 
what  you  have  to  do  is  to  make  the  Nash- 
ville Academy  of  Medicine  so  obviously  the 
leader  in  the  community  health  matters  and 
so  much  the  best  source  of  medical  news 
that  your  press  and  radio  will  automatic- 
ally look  to  you  when  they  meet  a medical 
problem. 

“If  we  can  help  you  further,  please  let 
us  know. 

“Very  truly  yours, 

“(Signed)  W.  W.  Bauer,  M.D.” 


The  Poor  Indian 

Just  what  would  socialized  medicine,  ad- 
ministered and  directed  by  the  government, 
be  like?  A recent  article  in  the  Houston 
Press,  dealing  with  a local  doctor  who 
spent  some  time  in  the  Indian  service  and 
then  gave  up  because  he  could  not  stand 
it  any  longer,  provides  a partial  answer  to 
that  question. 

He  was  the  only  physician  and  surgeon 
in  a 45-bed  hospital  on  a Blackfeet  Reser- 
vation. But  the  hospital  was  run  by  a civil 
service  nurse,  who  outranked  him  in  the 
bureaucratic  hierarchy,  and  who  gave  the 
orders. 

He  wasn’t  allowed  to  diagnose  a patient 
as  does  a private  physician  and  prescribe 
on  the  basis  of  his  findings.  The  govern- 
ment gives  its  Indian  Service  doctors  a 
little  black  book,  listing  what  it  considers 
all  possible  diagnoses,  and  they  chart  a pa- 
tient’s illness  by  the  corresponding  govern- 
ment number.  If  an  illness  isn’t  listed, 
they  won’t  diagnose  it.  In  the  doctor’s 
words,  “You  had  to  fit  the  patient  to  the 
book,  then  put  him  to  bed.” 

Moreover,  he  could  only  treat  patients 
with  certain  drugs,  many  of  them  archaic, 


which  the  government  recognized  and  sup- 
plied. Even  penicillin  wasn’t  allowed  until 
about  two  years  ago.  And  other  valuable 
recent  discoveries  were  completely  for- 
bidden. 

After  a year  among  the  Blackfeet,  the 
doctor  was  sent  to  another  post.  But,  he 
says,  “It  was  no  different  there.  Govern- 
ment medicine  is  the  same  everywhere.  I 
kept  thinking:  Lo,  the  poor  Indian.” 

It  is  time  to  start  thinking  about  political 
medicine  in  this  country  before  we  are  in 
bed  with  “The  poor  Indian.” — Dyersburg 
State  Gazette,  April  6,  1948. 


Medical  Care  for  the  Individual 
(A  Statement  of  the  Issues  and  Conclusions 
from  a Study  by  the  Brookings  Institu- 
tion. Made  at  the  request  of  Senator  H. 
Alexander  Smith,  Chairman  of  the  Sub- 
committee on  Health  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare.) 

Letter  of  Transmittal 

February  17,  1948. 
Hon.  H.  Alexander  Smith, 

Chairman,  Subcommittee  on  Health, 
Senate  Committee  on  Labor  and  Public 
Welfare, 

United  States  Senate,  Washington,  D.  C. 

My  Dear  Senator  Smith:  In  May,  1947, 
you  invited  the  Brookings  Institution  to 
undertake  the  preparation  of  a memoran- 
dum on  medical  care  for  the  individual 
which  would  be  helpful  to  your  committee 
in  considering  the  bills  on  the  subject  then 
pending  or  which  might  be  submitted.  You 
indicated  that,  if  such  a memorandum  was 
to  be  of  service,  it  would  have  to  be  avail- 
able early  in  1948  at  the  latest.  This  re- 
quest created  for  the  institution  a very 
difficult  problem.  It  appeared  that  a 
comprehensive  report  would  involve  sub- 
stantial cost  and  necessitate  very  intensive 
work  if  it  were  to  be  carried  to  completion 
within  the  time  available.  Faced  with  an 
operating  deficit,  we  nevertheless  felt  that 
the  subject  was  of  such  major  importance 
that  we  would  have  to  do  the  best  we  could 
under  the  circumstances.  The  introduction, 
presenting  the  issues,  and  the  conclusions 
reached  in  the  report,  I am  transmitting 
herewith  for  the  immediate  use  of  your 
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committee.  We  are  publishing  the  full  re- 
port, including  the  statistical  materials,  in 
our  regular  series. 

The  responsibility  for  the  preparation  of 
the  study  was  entrusted  to  two  of  the  senior 
staff  members  of  the  institution,  Drs.  Lewis 
Meriam  and  George  W.  Bachman.  The 
former  has  long  been  familiar  with  cer- 
tain phases  of  this  problem  through  his 
early  experience  in  the  Government  service 
and  his  participation  in  the  work  of  the 
institution  including  the  surveys  we  have 
made  of  several  State  governments.  Dr. 
Bachman  has  had  a very  wide  experience 
in  medical  research  and  public  health,  both 
in  this  country  and  abroad.  He  has  served 
on  the  faculties  of  Chicago,  Johns  Hopkins, 
and  Columbia,  where  he  undertook  the  or- 
ganization, financing,  and  development  of 
the  School  of  Tropical  Medicine  in  Puerto 
Rico.  These  authors  have  worked  together 
closely  throughout  the  study  and  are  in 
complete  agreement  on  the  findings  and 
recommendations.  Three  other  members  of 
the  staff  have  served  with  me  as  a com- 
mittee for  critical  review.. 

It  is  our  hope  that  the  study  may  prove 
of  genuine  service  to  your  committee. 

Respectfully  submitted, 

H.  G.  Moulton,  President. 

[Ed.  Note:  This  print  contains  only  the  extracts 
of  a statement  of  the  Conclusions  and  Recommen- 
dations of  the  subject  report.  The  full  context  of 
the  report  will  be  published  by  the  Brookings  In- 
stitution at  a later  date.] 

II.  Conclusions  and  Recommendations 

The  purpose  of  this  chapter  is  to  give  in 
summary  form  and  without  supporting  ar- 
gument and  data,  the  conclusions  and  rec- 
ommendations that  have  resulted  from  the 
study.  The  discussions  and  data  will  be 
found  in  other  chapters  (of  the  full  re- 
port) . 

Before  summarizing  the  conclusions  and 
recommendations  it  may,  however,  be  well 
to  enumerate  briefly  the  main  elements  in 
the  foundation  upon  which  they  rest.  These 
elements  are : 

1.  An  analysis  of  the  major  issues  in- 
volved in  changing  existing  arrangements 
for  the  provision  of  medical  care  to  in- 
dividuals. This  analysis  was  made  mainly 
through  an  extensive  examination  of  the 
literature  in  the  field. 


2.  Examination,  appraisal,  and  analysis 
of  the  major  bodies  of  factual  evidence, 
mainly  statistical,  that  bear  on  such  of  the 
issues  as  are  essentially  questions  of  fact. 

3.  Application  to  many  of  the  issues  of 
the  knowledge  and  judgment  gained  by  the 
Institution  or  by  members  of  its  staff  who 
have  worked  on  this  project  through  ear- 
lier activities.  Three  particular  types  of 
such  activities  deserve  mention : 

(a)  Intensive  studies  of  government 
and  its  administration,  including  func- 
tions, activities,  and  procedures  of  the 
National  Government  and  surveys  of 
State  governments  and  their  administra- 
tions ; 

(b)  Statistical  studies  in  the  fields  of 
population  and  vital  statistics,  and  in  the 
social  and  economic  problems  related  to 
these  fields ; 

(c)  Experience  in  administration  and 
research  in  the  fields  of  public  health, 
control  of  diseases,  and  medical  relief. 
In  this  connection,  however,  it  should  be 
noted  that  the  present  study  has  been 
confined  to  social,  economic,  and  govern- 
mental issues,  and  no  attempt  has  been 
made  to  treat  strictly  medical  problems. 

CONCLUSIONS 

The  conclusions  based  on  this  foundation 
are : 

1.  Probably  no  great  nation  in  the  world 
has  among  its  white  population  better 
health  than  prevails  in  the  United  States. 
A few  small  homogeneous  countries,  such  as 
New  Zealand  with  respect  to  its  white  pop- 
ulation, are  slightly  ahead  of  the  United 
States  as  a whole,  but  certain  States  of  the 
United  States  with  larger  populations  equal 
them. 

2.  It  is  apparent  that  the  United  States 
under  its  voluntary  system  of  medical  care 
has  made  greater  progress  in  the  applica- 
tion of  medical  and  sanitary  science  than 
any  other  country.  This  progress  is  now 
reflected  in  low  mortality  and  morbidity 
rates  of  infectious  diseases  and  in  increased 
life  expectancy.  There  is  every  reason  to 
believe  that  these  trends  will  continue  un- 
abated under  our  present  system  of  medical 
care. 

3.  The  non  whites  in  the  United  States 
have  materially  poorer  health  than  the 
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whites,  but  the  evidence  does  not  indicate 
that  this  condition  is  primarily  or  even 
mainly  due  to  inadequacy  of  medical  care. 

4.  The  advances  in  health  among  both 
the  whites  and  the  nonwhites  that  have 
been  made  in  the  United  States  in  the  past 
four  decades  do  not  suggest  basic  defects 
in  the  American  system. 

5.  Although  the  statistics  resulting  from 
the  administration  of  the  Selective  Service 
Act — the  so-called  draft  statistics — have 
been  widely  used  to  show  bad  health  among 
the  American  people  and  the  need  for  revo- 
lutionary changes  in  arrangements  for 
medical  care  of  individuals,  they  are  un- 
reliable as  a measure  of  the  health  of  the 
Nation  and  cannot  be  used  to  show  the 
extent  of  the  medical  needs  of  the  country 
as  a whole. 

6.  Present  medical  care  in  the  United 
States  compares  favorably  with  that  which 
existed  in  other  leading  nations  prior  to 
the  Second  World  War. 

7.  The  conditions  in  extremely  poor  rural 
areas  that  lack  the  resources  to  support 
adequate  public  services,  such  as  health 
work,  education,  and  highways  cannot  be 
satisfactorily  solved  by  subsidies.  This 
problem  calls  for  a radically  different  ap- 
proach, either  bringing  in  new  or  improved 
economic  activities  or  getting  the  people  to 
more  favorable  and  administratively  less 
expensive  areas.  This  condition  has  been 
accentuated  by  the  emigration  of  youth 
from  these  areas  to  urban  communities. 

8.  The  United  States  has  some  individuals 
and  families  not  possessed  of  the  resources 
to  enable  them  to  pay  for  adequate  medical 
care.  In  the  future,  as  in  the  past,  pro- 
vision must  be  made  for  them  through  pub- 
lic funds  or  philanthropy.  The  evidence 
suggests  that  many  of  them  are  elderly, 
impaired,  or  underendowed  or  are  widows 
or  deserted  women  or  their  dependents. 
It  is  doubtful  if  they  could  be  effectively 
covered  by  compulsory  insurance  because 
they  would  lack  the  means  to  attain  and 
maintain  an  insured  status.  The  large  ma- 
jority of  American  families  have  the  re- 
sources to  pay  for  adequate  medical  care 
if  they  elect  to  give  it  a high  priority 
among  the  several  objects  of  expenditure. 
The  issue  is  not  whether  they  can  afford 


medical  care  but  whether  they  should  be 
compelled  by  law  to  pool  their  risks  and 
to  give  payment  for  medical  care  a top 
priority.  The  major  alternative  for  people 
with  ability  to  pay  is  to  leave  them  free 
to  determine  for  themselves  what  medical 
care  they  desire  and  whether  they  will  pool 
their  risks  through  voluntary  arrange- 
ments. 

9.  Compulsory  health  insurance  would 
necessitate  a high  degree  of  governmental 
regulation  and  control  over  the  personnel 
and  the  agencies  engaged  in  providing  med- 
ical care.  This  field  of  regulation  and  con- 
trol would  be  far  more  difficult  than  any 
other  large  field  previously  entered  by  the 
Government,  and  past  experience  with  gov- 
ernmental regulations  and  control  in  the 
United  States  causes  doubt  as  to  whether 
it  encourages  initiative  and  development. 

10.  The  problem  of  eliminating  politics 
from  Government  administration  is  ex- 
tremely difficult.  It  does  not  seem  probable 
that  politics  could  be  eliminated  from  med- 
ical care  supplied  under  a governmental 
system. 

11.  Compulsory  insurance  would  inject 
the  Government  into  the  relationship  be- 
tween practitioner  and  patient.  A real  dan- 
ger exists  that  Government  actions  would 
impair  that  relationship  and  hence  the  qual- 
ity of  medical  care. 

12.  The  administration  of  compulsory  in- 
surance would  require  thousands  of  Gov- 
ernment employees  for  accounting,  audit- 
ing, and  inspection  and  investigation. 

13.  The  cost  of  medical  care  presumably 
would  increase  because  of  (a)  administra- 
tive expenses;  (b)  the  tendency  to  insured 
persons  to  make  unnecessary  and  often  un- 
reasonable demands  upon  the  medical  care 
services;  and  (c)  the  tendency  of  some 
practitioners  and  agencies  to  take  advan- 
tage of  the  system  for  their  own  financial 
advantage. 

14.  The  adoption  of  compulsory  insur- 
ance would  not  immediately  make  available 
adequate  service  for  all,  because  there  are 
not  at  present  the  facilities  nor  a sufficient 
number  of  trained  and  experienced  phy- 
sicians, dentists,  and  nurses  to  meet  the 
demand  which  would  result  from  compul- 
sory insurance. 
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15.  Proposals  for  compulsory  insurance 
provide  for  payment  of  practitioners  under 
one  or  all  of  three  methods:  (a)  fee  for 
service,  (b)  per  capita,  or  (c)  salary.  Use 
of  the  fee-for-service  device  represents  the 
minimum  degree  of  socialization,  but  it  is 
administratively  difficult.  Administrative 
difficulties  would  probably  result  in  the 
adoption  of  the  per  capita  system  which 
represents  a higher  degree  of  socialization 
or  even  in  the  salary  system  which  repre- 
sents practically  complete  socialization.  It 
seems  questionable  whether  a country  which 
once  embarks  on  compulsory  insurance  can 
turn  back  but  must  attempt  to  remedy  de- 
fects by  more  complete  government  control 
and  administration. 

RECOMMENDATIONS 

1.  For  the  present,  in  our  judgment,  the 
National  Government  would  be  wise  to 
leave  to  the  individual  States  the  question 
of  whether  compulsory  health  insurance  is 
to  be  adopted  or  whether  the  provision  of 
professional  services  is  to  be  left  in  the 
realm  of  free  enterprise.  It  seems  highly 
probable  that  in  many  communities  the  in- 
telligent cooperation  of  consumers  and 
practitioners  will  develop  satisfactory  ar- 
rangements that  remain  subject  to  their 
own  control  without  National  Government 
administration.  It  seems  highly  improb- 
able that  this  experimentation— possible 
under  our  Federal  form  of  government — 
will  ultimately  develop  a single  pattern  that 
is  applicable  to  all  sections  of  the  country 
and  is  desired  by  a large  majority  of  the 
people.  If  such  a pattern  should  develop, 
it  will  doubtless  then  be  adopted  with  a 
great  degree  of  unanimity.  If  compulsory 
insurance  should  be  adopted  now  by  a nar- 
row vote  in  the  Congress,  thousands  of  per- 
sons who  are  opposed  to  it  would  start  hos- 
tile to  the  whole  undertaking. 

2.  For  the  time  being  the  National  Gov- 
ernment and  many  of  the  State  govern- 
ments may  well  devote  their  resources  and 
energies  to : 

(a)  Research  and  developments  in  the 
fields  of  public  health ; 

(b)  Health  education  at  the  school  level; 

(c)  Teaching  of  preventive  medicine; 

(d)  Assisting  in  the  acquisition  of  phys- 


ical facilities  and  training  of  per- 
sonnel ; 

(e)  Providing  systematic  care  for  the  in- 
digent and  the  medically  indigent. 
In  some  States  careful  surveys  of 
existing  conditions  will  be  required 
to  furnish  the  basis  for  developing 
a comprehensive  and  coordinated 
program. 

3.  From  the  standpoint  of  public  rela- 
tions, governments  might  be  well  advised 
to  leave  adult  educational  campaigns  for 
the  control  and  prevention  of  disease  to  the 
national,  State,  and  local  voluntary  organi- 
zations which  have  been  able  to  enlist  the 
active  cooperation  of  leading  laymen  in 
most  sections  of  the  country.  It  must  be 
remembered  that  good  health  is  not  exclu- 
sively a matter  of  medical  care ; it  also  im- 
pinges upon  causative  factors  that  are  non- 
medical,  such  as  food,  shelter,  vice  and 
crime,  transportation,  and  industry.  Its 
maintenance  depends  also  upon  the  intel- 
ligence, interest,  and  cooperation  of  indi- 
viduals, families,  and  local  communities. 

These  recommendations  are  not  widely 
at  variance  with  those  of  the  majority  of 
the  Committee  on  the  Costs  of  Medical 
Care,  arrived  at  in  1932  after  a compre- 
hensive study.  The  report  of  the  committee 
says : 

* * * [The]  majority  of  the  committee  does  not 
endorse  the  recommendation  which  would  make 
health  insurance  a legal  requirement  for  certain 
sections  of  the  population.  These  members  realize 
that  such  a step  may  ultimately  be  necessary  and 
desirable  in  some  States,  but  they  believe  that 
for  most  States  and  probably  for  almost  all  of 
them  at  the  present  time,  it  is  much  more  desirable 
(a)  to  encourage  voluntary  measures  for  protec- 
tion against  wage  loss  during  sickness,  and  (b)  to 
develop  voluntary  insurance  for  medical  care  in  con- 
junction with  group  practice,  with  hospital  service, 
and  with  the  related  measures  recommended  on  the 
preceding  pages.  They  are  of  the  opinion  that  the 
difficulties  of  these  plans  can  be  controlled  by  a com- 
bination of  professional  and  community  effort,  and 
that  these  plans  hold  the  promise  of  steady  extension 
in  scope  of  service  and  in  proportion  of  the  popula- 
tion served.  These  members  believe  that  the  va- 
rious payment  plans  (aside  from  compulsory  in- 
surance) if  fully  carried  out,  would:  (1)  largely 
solve  the  problem  of  hospital  costs  which  consti- 
tute about  50  per  ceiyt  of  the  average  family  ex- 
penditure for  the  care  of  sickness;  (2)  provide 
adequately  for  many  rural  areas  in  which  serious 
deficiencies  of  facilities  exist  at  present;  (3)  make 
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more  nearly  adequate  provision  than  exists  at 
present  for  the  “indigent”  and  for  the  care  of  cer- 
tain diseases  of  public  importance;  and  (4)  pro- 
vide, through  voluntary  cooperative  insurance  * * * 
medical  service  to  a majority  of  the  70,000,000 
people  living  in  industrial  communities  and  in 
cities.3 

The  years  since  1932  have  witnessed — 

1.  A great  growth  in  voluntary  insurance 
both  for  hospitalization  and  for  medical 
services. 

2.  State  experimentation  with  compulsory 
health  insurance  in  Rhode  Island  and  Cali- 
fornia. 

3.  A growing  willingness  on  the  part  of 
practitioners  to  cooperate  in  the  develop- 
ment of  prepayment  plans  and  other  de- 
vices to  enable  patients  who  so  desire  to 
regularize  their  payments  for  medical  care. 

4.  A profound  change  in  the  amount  and 
distribution  of  the  earnings  of  the  Ameri- 
can people.  This  change  greatly  reduces 
the  number  who  cannot  afford  adequate 
medical  care  if  they  desire  to  purchase  it. 

The  experience  of  the  United  States  since 
1932  seems  to  have  demonstrated  the  wis- 
dom of  these  recommendations  of  the  ma- 
jority of  the  members  of  the  Committee  on 
the  Costs  of  Medical  Care.  It  would  seem 
unwise  at  this  time  to  substitute  for  these 
developments  a system  of  compulsory  health 
insurance  by  national  law  which  would  have 
the  unfortunate  tendency  to  freeze  policies 
and  eventually  retard  medical  progress. 
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The  Board  of  Examiners  of  the  American 
College  of  Chest  Physicians  announces  that 
the  next  oral  and  written  examinations  for 
Fellowship  will  be  held  at  Chicago,  June 
17,  1948.  Candidates  for  Fellowship  in 
the  College,  who  would  like  to  take  the  ex- 
aminations, should  contact  the  Executive 
Secretary,  American  College  of  Chest  Phy- 
sicians, 500  North  Dearborn  Street,  Chi- 
cago 10,  Illinois. 

3Medical  Care  for  the  American  People,  the  final  report  of 
the  Committee  on  the  Costs  of  Medical  Care,  Oct.  31,  1932, 
p.  ISO. 


The  Fourteenth  Annual  Meeting  of  the 
American  College  of  Chest  Physicians  will 
be  held  at  the  Congress  Hotel,  Chicago, 
Illinois,  June  17-20,  1948.  An  interesting 
scientific  program  has  been  arranged  for 
this  meeting,  and  speakers  from  several 
other  countries  are  scheduled  to  appear. 


The  American  Congress  of  Physical 
Medicine  will  hold  its  twenty-sixth  scientific 
and  clinical  session  September  7,  8,  9,  10 
and  11,  inclusive,  at  the  Hotel  Statler, 
Washington,  D.  C.  Full  information  may 
be  obtained  by  writing  to  the  American 
Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 


Dr.  Herbert  Acuff,  Knoxville,  has  been 
elected  to  the  Board  of  Directors  of  the 
United  States  Committee  of  the  World  Med- 
ical Association,  the  next  meeting  of  which 
is  called  to  meet  in  the  Waldorf-Astoria, 
New  York  City,  April  27,  1948. 


The  Annual  Conference  of  the  American 
Physiotherapy  Association  will  be  held  at 
the  LaSalle  Hotel,  Chicago,  Illinois,  May 
23-28,  1948. 


WOMAN’S  AUXILIARY 


Health  Essay  Contest 

Prizes  have  been  awarded  the  students 
who  won  the  Health  Essay  contest  con- 
ducted by  the  State  Medical  Auxiliary.  The 
contest  was  open  to  seventh  grade  students 
in  the  grade  schools  of  Tennessee,  the  date 
of  the  contest  being  January  5-February  10. 

The  essay  title  was  “How  Can  My  Health 
Affect  My  Future  Career  and  Happiness?” 
The  maximum  length  of  the  essay  was  500 
words.  Judges  were  Dr.  Wm.  Moore  Hardy, 
Editor  of  the  Journal,  Nashville;  Dr.  Rob- 
ert Buchanan,  Jr.,  Nashville;  Dr.  Ida  Car- 
penter, Nashville. 

Sixty-nine  students  submitted  papers  in 
the  contest  to  Mrs.  James  Kirtley  and  Mrs. 
Charles  Trabue,  Chairmen.  Of  these  prizes 
were  awarded  as  follows: 
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First  prize:  Patty  Fitzgerald,  age  12, 
Lauderdale  School,  Memphis. 

Second  prize:  Rose  Howell,  age  12,  Hume 
High  School,  Memphis. 

Third  prize:  Byron  Bounds,  age  13,  Chil- 
howee  School,  Knoxville. 

Honorable  mention:  Hall  Waters,  Tyson 
Junior  High  School,  Knoxville;  Polly  Ann 
Trabue,  Parmer  School,  Nashville;  Frances 
Rutledge,  Tyson  Junior  High  School,  Knox- 
ville; Ann  Wickliffe  Turner,  Jefferson  Jun- 
ior High  School,  Oak  Ridge ; Cynthia  Light, 
St.  Cecilia  Academy,  Nashville. 


County  Officers  for  1948-1949 
Officers  of  the  County  Auxiliaries  elected 
for  the  year  1948-1949  are  as  follows: 

Knox  County 

President : Mrs.  George  Tharp. 
President-elect:  Mrs.  Joel  C.  Morris. 
Vice-President:  Mrs.  Fred  Dupree. 
Recording  Secretary:  Mrs.  Glenn  Grubb. 
Corresponding  Sec’y:  Mrs.  Herschel  Penn. 
Treasurer:  Mrs.  E.  M.  Edington. 

Historian : Mrs.  E.  G.  Baker. 
Parliamentarian : Mrs.  A.  L.  Rule. 
Publicity:  Mrs.  Harry  Jenkins. 

West  Tennessee  Consolidated 

President:  Mrs.  R.  L.  Gilliam. 
Vice-President:  Mrs.  John  Nuckolls. 
Secretary:  Mrs.  Paul  Wylie. 

Treasurer:  Mrs.  Jack  Douglas. 

Davidson  County 

President:  Mrs.  W.  O.  Tirrill,  Jr. 
Vice-President:  Mrs.  Charles  Trabue. 
Recording  Secretary:  Mrs.  Thomas  Frist. 
Treasurer:  Mrs.  Joseph  Anderson. 
Corresponding  Sec’y:  Mrs.  H.  H.  Hudson. 
Historian:  Mrs.  Andrew  Mayer. 

Other  officers  will  be  announced  as  re- 
ports are  received. 


Davidson  Sewing  Report 

The  Davidson  County  Auxiliary’s  yearly 
report  from  the  Philanthropic  Committee 
was  excellent.  During  the  past  year  196 
surgical  caps,  675  ward  gowns,  168  baby 
gowns  and  75  pair  of  house  shoes  were 
made  at  the  City  Hospital  Sewing  Room. 
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The  Spring  Meeting  of  the  Mid-Tennes- 
see Scientific  Medical  Assembly  wTas  held 
at  Lawrenceburg  on  March  25th  with 
Chairman  Leo  Harris,  Jr.,  M.D.,  in  charge 
of  arrangements.  A dinner  was  held  at 
the  Blu-Ribbon  Cafe  at  6:30  p.m.,  followed 
by  the  scientific  program.  Dr.  James 
Hughes,  Associate  Professor  of  Pediatrics, 
University  of  Tennessee,  delivered  an  illus- 
trated lecture  on  “The  Diagnosis  of  Oper- 
able Congenital  Heart  Lesions,”  which  was 
followed  by  an  illustrated  lecture  by  Dr. 
Charles  B.  Olim,  Associate  Professor  of 
Surgery,  University  of  Tennessee,  on  “The 
Surgical  Procedures  for  the  Correction  of 
Congenital  Heart  Lesions.”  A general  dis- 
cussion followed  these  papers. 

The  meeting  was  attended  by  twenty  phy- 
sicians from  Lawrence,  Lincoln,  Giles  and 
Maury  Counties.  Next  meeting  will  be 
held  at  Fayetteville  on  June  24th.  Officers 
of  the  Assembly  are : President,  Dr.  Ben 
Hagan  Marshall,  Fayetteville;  Secretary, 
Dr.  Walter  C.  Humbert,  Pulaski. 

(Signed)  Walter  C.  Humbert,  M.D. 

Secretary-Treasurer. 


Knox  County: 

March  30 : “Problems,  Opportunities  and 
Responsibilities  in  Tuberculosis  Control,” 
by  Dr.  J.  B.  Naive.  Discussion  by  Drs. 
W.  H.  Enneis,  A.  G.  Hufstedler,  and  Robert 
Baker. 


Robertson  County: 

The  Robertson  County  Medical  Society 
met  at  the  County  Hospital,  Springfield,  on 
March  9,  with  a full  attendance  of  members. 

Dr.  C.  N.  Gessler,  Nashville,  read  a paper 
on  “Wound  Healing.” 

(Signed)  John  S.  Freeman,  M.D. 
Secretary. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Some  Observations  of  the  Use  of  Curare  in  the 

Treatment  of  Tetanus.  Adriani,  Jr.,  and  Ochsner, 

A.  Surgery,  22:  509-515,  Sept.,  1947. 

Revived  interest  in  curare  of  greater  purity  than 
formerly  and  of  standard  potency  has  been  accom- 
plished by  scattered  reports  regarding  its  use  in 
the  treatment  of  some  diseases  of  the  neuromus- 
cular system.  Purified  preparations  of  curare  are 
used  as  an  adjunct  in  general  anesthesia.  Reports 
have  appeared  of  its  use  to  allay  the  convulsive 
phase  in  the  metrazol  treatment  of  psychoses. 

While  death  from  an  overdose  of  curare  is  usu- 
ally attributed  to  asphyxia  from  paralysis  of  the 
respiratory  muscles,  this  is  not  strictly  correct, 
for  death  has  been  known  to  occur  from  circulatory 
failure.  In  using  curare  in  the  treatment  of  tet- 
anus, it  should  he  used  only  to  overcome  the  muscle 
spasm.  The  cause  of  the  disease  should  be  treated 
by  other  means. 

Five  patients  are  reported  in  whom  the  diag- 
nosis of  tetanus  was  established,  and  these  were 
treated  with  curare.  An  aqueous  solution  of  cu- 
rare, standardized  at  20  units  per  cubic  centimeter, 
was  used  in  all  cases.  Equipment  for  resuscitation 
and  oxygen  administration  was  available  at  all 
times.  The  dose  of  one-half  unit  per  pound  of 
body  weight  computed  for  each  individual  case 
was  not  exceeded. 

It  was  found  that  the  action  of  the  drug  was 
of  short  duration  and  repeated  doses  were  neces- 
sary at  frequent  intervals  to  sustain  the  effect. 
Almost  complete  curarization  followed  each  at- 
tempt to  produce  muscle  relaxation,  and  this  repe- 
tition was  a drawback.  The  effect  was  unlike  the 
gradual  response  found  during  anesthesia  in  that 
the  curare  effect  in  these  cases  appeared  to  be 
abrupt  on  onset  and  the  muscles  became  flaccid 
shortly  after  the  loss  of  muscle  tone.  It  was  found 
that  curare  affected  structures  enriervated  by  the 
cervical  and  cranial  nerves  before  those  ennervated 
by  spinal  nerves. 

Since  respiratory  failure  in  the  presence  of  tet- 
anus which  has  already  placed  great  stress  on  the 
respiratory  and  circulatory  systems  can  be  dis- 
astrous, the  hazards  involved  in  the  use  of  curare 
in  the  treatment  of  tetanus  required  the  constant 
attendance  of  the  physician  directing  the  therapy. 
Since  the  trismus,  rigor  and  other  manifestations 
of  hypertonicity  returned  as  the  effects  of  the  drug 
diminished,  the  possibility  of  giving  the  drug  in 
small  doses  at  less  frequent  intervals  seemed  un- 
satisfactory. The  general  opinion  was  that  the  use 


of  curare  in  the  treatment  of  tetanus  was  unsatis- 
factory. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Case  Report  With  Autopsy  Findings.  Commander 

Willis  F.  Evans,  Medical  Corps,  United  States 

Naval  Reserve  (Inactive),  and  Captain  Ashton 

Graybiel,  Medical  Corps,  United  States  Navy. 

American  Heart  Journal,  35,  No.  3,  485-489,  1948 

(March). 

A severe  degree  of  coronary  artery  disease  is  rare 
during  the  first  two  decades  of  life.  About  ten  case 
reports  of  coronary  thrombosis  in  persons  less  than 
20  years  of  age  have  been  reported,  but  all  of  these 
have  been  in  men. 

The  present  report  is  the  first  recorded  instance 
of  myocardial  infarction  in  a woman  under  20 
years  of  age. 

Summary  of  case  report:  Married  woman  18 
years,  11  months,  entered  the  hospital  complaining 
of  weakness,  headaches,  loss  of  strength,  and  was 
found  to  have  blood  pressure  190/110.  She  did 
not  complain  of  chest  pain.  Heart  was  slightly 
enlarged,  sounds  were  normal  except  for  accen- 
tuated A2  and  a faint  systolic  murmur  at  the 
apex.  Retinal  arteries  showed  moderate  vascular 
disease  but  the  peripheral  arteries  were  soft.  Lab- 
oratory data  was  not  significant  except  urine 
showed  2+  albumin,  basal  metabolic  rate  +20. 
Electrocardiogram  showed  complete  heart  block 
and  diphasic  T in  4F. 

She  was  discharged  from  the  hospital  and  ad- 
vised to  rest  quietly  at  home  on  sedatives,  and 
died  suddenly  while  at  home. 

Autopsy  showed  a complete  occlusion  of  the 
right  coronary  artery,  approximately  4 cm.  from  its 
origin,  and  a marked  narrowing  of  the  lumen  of 
the  left  coronary  artery  1 cm.  from  its  origin  where 
it  was  reduced  to  a narrow  slit  by  atherosclerosis. 
There  was  no  evidence  of  coarctation  or  of  syphilis 
and  there  was  no  evidence  of  rheumatic  heart  dis- 
ease, diabetes,  or  xanthomatosis. 

The  arterial  hypertension  was  thought  to  be  an 
important  etiological  factor  but  the  cause  of  the 
hypertension  was  not  determined. 


DERMATOLOGY 

By  Clarence  Shaw,  M.D. 

1013  Provident  Building 
Chattanooga  2 


Atomic  Bomb  Surface  Burns.  Some  Clinical  Ob- 
servations Among  Prisoners  of  War  Rescued  at 
Nagasaki,  Kyushu.  James  S.  P.  Beck  (Comdr., 
M.C.(S),  (U.S.N.R.);  William  A.  Meissner  (Lt., 
U.S.N.R.).  Indiana  M.  A,  40:  515-521,  June, 
1947. 
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Nine  prisoners  of  war  who  had  received  first, 
second  or  third  degree  thermal  burns  of  the  skin 
from  the  activated  atomic  bomb  over  Nagasaki 
were  studied.  Their  lesions  were  not  associated 
with  other  injury;  their  distribution  was  bizarre; 
they  had  progressed  like  ordinary  sunburns. 

The  character  and  distribution  of  the  burns  de- 
pended upon  the  body  position  and  clothing  at  the 
time  of  exposure.  The  surface  anatomy  of  a 
given  part  had  influence  on  the  depth  of  the  burns. 
Body  surfaces  receiving  the  rays  at  right  angles 
were  more  deeply  burned  than  surfaces  receiving 
them  obliquely.  The  skin  lesions  looked  like  or- 
dinary second  and  third  degree  burns  without  sig- 
nificant ulceration  and  scarring.  Healing  was  sat- 
isfactory, the  treatment  being  that  customarily 
given  for  thermal  burns. 

All  nine  men  wore  cotton  clothing  and  the  parts 
covered  were  protected  except  for  small  second 
degree  burn  zones.  Long  thick  hair  of  the  scalp 
gave  complete  protection.  There  was  no  hemato- 
logic evidence  of  injury  to  the  blood-forming  tis- 
sues. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


An  Evaluation  of  the  Vaginal  Smear  Method  for 
the  Diagnosis  of  Uterine  Cancer.  Lewis  C. 
Scheffey,  M.D.,  A.  E.  RakofF,  M.D.,  and  Jacob 
Hoffman,  M.D.,  Philadelphia,  Pa.  Am.  J.  Obst. 
and  Gynec.,  55:  3,  pp.  453,  460,  March,  1948. 
The  purpose  of  this  study  was  to  determine  the 
value  of  the  vaginal  smear  as  a routine  procedure 
for  the  diagnosis  of  uterine  cancer  in  gynecologic 
•patients  admitted  to  the  ward.  Vaginal  smears  for 
cytologic  study  were  collected  on  500  consecutive 
patients  admitted  to  the  gynecologic  ward.  These 
smears  were  read  by  number  and  later  compared 
with  the  pathologic  and  clinical  findings.  The  va- 
ginal findings  afforded  correct  correlation  in  474, 
or  94.8  per  cent  of  the  500  patients,  44  being 
correct  positives  and  430  correct  negatives.  In- 
correct results  were  obtained  in  26,  or  5.2  per  cent 
of  the  cases,  7 being  false  positives,  and  19  being 
false  negatives.  Excellent  correlation  was  obtained 
in  the  437  patients  who  did  not  have  carcinomas; 
correct  negative  smears  were  obtained  in  430,  or 
98.4  per  cent,  while  false  positives  occurred  in 
only  7,  or  1.6  per  cent. 

It  is  emphasized  that  the  good  over-all  corre- 
lation of  94.8  per  cent  was  largely  influenced  by 
the  high  proportion  of  negative  patients  and  it  is 
pointed  out  that  this  factor  has  influenced  the 
results  in  some  of  the  earlier  studies  by  other 
workers.  The  factors  influencing  the  accuracy  of 
the  cytologic  method  for  the  diagnosis  of  uterine 
cancer  are  discussed. 

It  is  contended  that  smears  taken  from  the 
vagina  and  the  cervix  are  preferable  to  those  from 
either  source  alone.  The  advantages  of  repeated 
samplings  are  emphasized  by  the  high  percentage 


of  missed  positive  cases  on  a single  sampling.  The 
influence  of  the  personal  factor  in  the  interpreta- 
tion of  atypical  slides  is  pointed  out.  The  value 
of  the  vaginal  smear  as  a routine  procedure  on 
the  gynecologic  service  is  indicated  as  a diagnostic 
aid  not  only  in  the  detection  of  uterine  cancer  but 
in  affording  information  concerning  the  functional 
status  of  the  patient  and  infections  of  the  genital 
tract.  The  necessity  for  recognizing  the  limita- 
tions of  the  cytologic  method  is  emphasized  since 
its  indiscriminate  use  may  lead  to  failure  of  em- 
ploying more  absolute  methods  of  diagnosis  or 
indiscriminate  surgery. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Management  of  Breech  Presentation.  James  M. 

Whitfield,  M.D.  W.  Va.  Med.  J„  43:  266-269, 

1947. 

The  author,  like  other  writers  such  as  Potter  and 
Dieckmann,  believes  that  breech  delivery  presents 
the  practitioner  with  more  real  difficulty  than  any 
other  single  problem.  In  uncomplicated  breech 
deliveries  the  fetal  mortality  is  probably  3.5-4  per 
cent  for  term  pregnancies.  Greater  risks  of  injury 
and  hemorrhage  are  involved  for  the  mother. 

Usually  such  cases  are  given  special  attention. 
They  should  be  thoroughly  studied,  both  clinically 
and  roentgenologically,  before  labor  commences. 
Abdominal  delivery  should  be  considered  in  the 
elderly  primipara,  especially  if  there  is  any  cephalo- 
pelvic  disproportion  and  if  X-ray  has  eliminated 
the  presence  of  gross  deformity  of  the  fetus. 

In  management  of  vaginal  delivery  in  breech 
presentation,  methods  range  from  the  conservative, 
where  assistance  may  be  rendered  only  when  it  is 
found  that  the  patient  is  unable  to  deliver  her- 
self, to  a preference  for  breech  extraction  under 
surgical  anesthesia  as  soon  as  complete  cervical 
dilatation  is  reached.  The  author  believes  that  the 
latter  procedure  should  be  restricted  to  those  spe- 
cially trained  in  the  technique.  Tentorial  tears, 
cerebral  hemorrhage,  intracranial  damage  and 
asphyxia  are  the  most  common  causes  of  infant 
mortality,  and  cord  injuries  are  not  rare.  Potter 
stresses  the  difference  of  breech  extraction  from 
extraction  with  version  in  that  the  arms  are  most 
apt  to  become  extended,  the  head  is  extended,  and 
the  head  is  unmolded.  Furthermore,  the  inexpe- 
rienced operator  may  mistakenly  attempt  imme- 
diate delivery,  rather  than  allowing  the  patient  to 
deliver  herself  until  the  umbilicus  is  born  and  then 
giving  assistance.  The  author  stresses  that  episi- 
otomy,  in  all  cases  unless  the  perineum  is  very 
greatly  relaxed,  and  application  of  forceps  to  the 
after-coming  head,  whenever  any  real  difficulty  is 
found  in  its  delivery,  may  be  life-saving.  Use  of 
the  forceps  is  not  hard  and  is  far  less  dangerous 
than  the  obsolete  Mauriceau  maneuver. 

Because  of  the  risks  involved  in  breech  delivery, 
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the  performance  of  external  cephalic  version  to 
convert  to  vertex  presentations  is  often  recom- 
mended. The  author  knows  of  no  case  where  an 
accident  has  occurred  to  either  mother  or  baby 
from  this  method.  The  maneuver  has  not  become 
popular  apparently  because  the  breech  presenta- 
tion is  not  recognized  early  enough,  and  because 
the  procedure  is  not  done  often  enough  for  ac- 
quisition of  skill. 

The  earlier  in  pregnancy,  the  easier  is  the  ver- 
sion. The  thirty-second  to  the  thirty-fourth  week 
is  generally  considered  the  optimum  time.  This, 
of  course,  requires  a routine  check-up  and  a defi- 
nite diagnosis  of  presentation  at  this  time.  Al- 
though some  will  undergo  spontaneous  version,  this 
should  not  prevent  the  attempt  at  rotation. 

In  performing  an  external  version,  the  patient, 
completely  relaxed,  is  placed  upon  her  back  on  the 
table.  Manipulation  should  be  cautious  and  gentle, 
without  haste  or  force,  and  the  fetal  heart  should 
be  auscultated  frequently.  Using  the  tips  of  the 
fingers,  one  raises  the  breech  gradually  from  the 
pelvis  and  attempts  to  carry  it  up  to  the  side  on 
which  the  back  is  found.  Usually  the  fetus  turns 
best  in  flexion  as  if  making  a somersault,  but  if 
it  will  not  turn  in  one  direction  the  opposite  should 
be  tried.  After  the  breach  has  been  raised  and 
the  baby  rotated  almost  into  a transverse  position, 
light  pressure  on  the  head  in  the  opposite  direction 
will  cause  it  to  slip  easily  into  position  over  the 
pelvis  brim.  No  anesthesia  should  be  used.  If  the 
first  attempt  is  unsuccessful,  it  should  be  repeated 
at  other  visits.  If  accomplished,  the  position  should 
be  checked  at  each  visit.  X-ray  may  help  in  show- 
ing location  and  placement  of  extremities. 

Objections  may  be  raised  that  version  is  hard 
to  perform,  that  it  coils  the  cord  about  the  infant’s 
neck,  that  it  may  cause  separation  of  the  pla- 
centa, premature  labor,  etc.  In  Ryder’s  series  of 
1,700  cases,  however,  the  incidence  of  premature 
labor  was  less  in  those  who  had  external  version 
than  in  those  who  did  not,  and  there  was  no  instance 
of  premature  separation.  On  the  other  hand,  the 
advantages  are  considerable:  The  presentation  may 
be  changed  to  one  far  safer,  usually  with  a shorter 
and  more  comfortable  labor.  Disproportion  be- 
tween head  and  pelvis  can  be  recognized.  Pre- 
mature labors  are  less  likely  to  occur.  The  patients 
are  frequently  much  more  comfortable. 

In  estimating  the  prognosis  for  a patient  with 
a breech  presentation,  every  method  of  investiga- 
tion should  be  used.  Seasoned  judgment  and  ex- 
perience are  of  greatest  value. 

While  breech  presentation  in  a primipara  is  not 
of  itself  an  indication  for  abdominal  delivery,  elec- 
tive or  early  Cesarean  section  offers  the  best  hope 
of  lowering  the  fetal  mortality  in  breech  cases  com- 
plicated by  a moderate  disproportion.  In  doubtful 
cases  the  patient  may  be  allowed  to  go  into  labor 
under  close  observation.  If  dilatation  of  the  cervix 
is  rapid  and  unimpeded,  the  possibility  of  vaginal 
delivery  of  the  aftercoming  head  must  be  decided. 
When  contractions  are  of  poor  quality  and  dilata- 


tion and  descent  are  slow,  or  in  presence  of  such 
factors  as  a history  of  stillbirths,  sterility,  or  ad- 
vanced age,  Cesarean  section  must  be  considered. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Glaucoma  and  Cataract.  J.  Francois.  American 

Journal  of  Ophthalmology,  March,  1948. 

Cataract  may  cause  or  be  caused  by  glaucoma, 
or  their  co-existence  may  be  coincidental.  The 
probable  duration  of  each  is  measured  in  part  by 
changes  in  the  visual  fields  and  the  pupils  which 
are  important  diagnostically. 

In  chronic  glaucoma  with  beginning  cataract  a 
preliminary  iris  inclusion  operation  is  preferred. 
The  lens  extraction  can  follow  if  and  when  the 
attendant  risks  are  justified. 

If  an  eye  that  has  been  operated  upon  for  chronic 
glaucoma  has  an  operable  cataract,  the  decision  to 
remove  the  cataract  depends  upon  the  surgical 
risks  involved.  Obviously,  higher  risks  are  justi- 
fied if  necessary  to  afford  or  maintain  slight  sight. 
Intracapsular  extraction,  especially  if  preceded  by 
capsular  micropuncture,  is  less  apt  to  be  followed 
by  secondary  uveitis.  Suction,  even  in  the  hands 
of  those  who  can  use  it  efficiently,  has  the  dis- 
advantage of  requiring  a deeper  anterior  chamber 
than  forceps.  Generally  speaking,  when  vision  in 
the  better  eye  is  reduced  to  20/100  because  of 
cataract,  lens  extraction  is  advisable.  Interfer- 
ence with  a filtering  scar  in  a lens  extraction  is 
usually  ill  advised;  incisions  should  be  lateral  or 
inferior  to  the  filtering  scar. 

In  chronic  glaucoma  with  operable  cataract,  if 
tension  is  reasonably  low  a lens  extraction  with 
a complete  iridectomy  usually  involves  the  least 
risk.  The  two  stage  operation  has  the  disadvan- 
tage of  double  exposure  to  both  trauma  and  in- 
fection as  well  as  their  complications  such  a uveitis, 
vitreous  loss,  and  lens  dislocation.  Only  the  re- 
moval of  the  lens,  because  of  the  reduction  of  the 
volume  of  the  intraocular  contents  may  perma- 
nently reduce  the  tension.  If  tension  is  above 
35mm.  Hg  a two  stage  operation  is  preferred  with 
a minimal  interval  of  six  months  between  oper- 
ations. 

In  co-existent  glaucoma  and  cataract,  miotics 
usually  must  be  supplemented  sooner  or  later  by 
surgery.  The  earlier  the  surgery  is  done  the 
better,  and  operations  which  may  have  to  be  re- 
peated, such  as  cyclodialysis,  cyclodiathermy,  iri- 
dectomy, and  sclerotomy  should  be  avoided.  Sur- 
gery with  filtering  cicatrices  and  iris  inclusion  is 
preferred  to  operations  of  the  Elliot  and  Lagrange 
type.  Surgery  should  be  directed  against  glau- 
coma primarily  and  secondarily  against  cataract. 
Cataract  extraction  in  very  hard  eyes  can  only 
result  in  grave  complications,  such  as  extensive 
vitreous  loss  and  intraocular  hemorrhage.  Intra- 
capsular extraction  is  usually  preferable  if  effici- 
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ently  conceived  and  performed.  Three  illustrative 
cases  are  presented. 


PROCTOLOGY 

By  O.  C.  Gass.  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Primary  Sesection  of  the  Right  Colon.  Richard  B. 

Cattell  and  Bentley  P.  Colcock.  Surgical  Clinics 

of  North  America,  June,  1946.  Lahey. 

During  recent  years  there  has  been  a wider  utili- 
zation of  the  one  stage  resection  for  carcinoma  of 
the  colon  as  well  as  for  benign  and  inflammatory 
lesions.  The  one  stage  abdominoperineal  resection 
for  carcinoma  of  the  rectum  has  largely  replaced 
the  various  two  stage  procedure  formerly  em- 
ployed. Certainly  adequate  removal  of  the  growth 
with  immediate  establishment  of  continuity  by 
aceptic  or  open  anastomosis  is  the  simplest  tech- 
nical procedure  for  the  surgeon.  The  shorter  pe- 
riod of  hospitalization  and  the  single  operative 
procedure  seems  advantageous  to  the  patient,  both 
from  the  standpoint  of  comfort  and  economic  rea- 
sons. If  there  is  to  be  a general  adoption  of  pri- 
mary resection,  it  must  be  demonstrated  that  it 
can  be  done  with  equal  safety. 

A number  of  aids  have  been  developed  in  recent 
years  to  increase  safety  with  primary  resections. 
A much  better  preoperative' preparation  is  carried 
out  in  patients  having  carcinoma  of  the  colon.  By 
the  use  of  diet  high  in  protein,  carbohydrate  and 
vitamin  contents,  blood  transfusions,  and  better 
preparation  of  the  intestine  itself  by  saline  purge 
and  colonic  irrigations.  All  of  these  have  im- 


proved the  conditions  of  the  bowel  at  the  time  of 
operation.  The  widespread  use  of  che  sulfa  drugs 
have  decreased  the  bacterial  flora  of  the  intestinal 
contents.  Intubation  of  the  small  intestine  pre- 
operatively  by  the  Miller-Abbott  tube  in  mi’dly 
obstructed  cases,  and  the  use  of  the  same  method 
of  decompression  during  the  immediate  postopera- 
tive period  have  improved  the  conditions  of  the 
bowel  and  avoided  undue  intraluminal  pressure  fol- 
lowing resection. 

A review  of  the  recent  literature  reveals  a num- 
ber of  reports  which  demonstrated  that  primary 
resections  has  been  adopted  to  a large  number  of 
patients,  with  carcinoma  of  the  colon  with  a high 
operability  rate  being  maintained.  Likewise  mor- 
bidity and  mortality  figures  have  been  shown  to 
be  satisfactory. 

For  a number  of  years  the  procedure  of  choice 
at  the  Lahey  Clinic  has  been  a modified  Mikulicz 
type  of  resection  for  all  lesions  of  the  colon.  This 
operation  has  proven  to  be  adaptable  to  both  fa- 
vorable and  unfavorable  lesions,  and  has  been 
employed  in  over  450  patients  with  a mortality  of 
approximately  11  per  cent. 

During  1945,  84  patients  with  carcinoma  of  the 
colon  were  operated  on  at  Lahey  Clinic.  Seventy- 
seven  had  resections,  while  seven  had  some  pal- 
liative procedure  without  removal  of  the  growth. 
Sixty-two  patients  were  operated  on  by  the  modi- 
fied Mikulicz  procedure  in  two  stages.  Two  pa- 
tients had  a two  stage  resection  consisting  of 
preliminary  anastomosis  followed  by  resection. 
Thirteen  primary  resections  of  the  right  colon 
were  performed.  There  was  no  operative  mortality 
following  primary  resection. 
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Assistant  Secretary — V.  O.  Foster,  Nashville. 

TRUSTEES 

Chairman  and  Treasurer — Daugh  W.  Smith,  M.D.,  Doctors 
Building,  Nashville  (1949). 

E.  R.  Zemp,  M.D.,  617  Walnut  Street,  Knoxville. 

*B.  L.  Jacobs,  M.D.,  Provident  Building,  Chattanooga  (1950). 
Ernest  G.  Kelly,  M.D.,  899  Madison  Avenue,  Memphis  (1948). 


^Deceased. 


C.  M.  Hamilton,  M.D.,  Doctors  Building,  Nashville. 

Lee  K.  Gibson,  M.D.,  Johnson  City. 

COUNCILORS 

First  District — L.  E.  Dyer,  M.D.,  Greeneville. 

Second  District — Kyle  C.  Copenhaver,  M.D.,  Knoxville. 

Third  District — A.  M.  Patterson,  M.D.,  Chattanooga. 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Livingston. 

Fifth  District — J.  T.  Gordon,  M.D.,  Lewisburg. 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville. 

Seventh  District — C.  D.  Walton,  M.D.,  Mount  Pleasant. 
Eighth  District — Jere  L.  Crook,  M.D.,  Jackson. 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg. 

Tenth  District — Henry  B.  Gotten,  M.D.,  Memphis. 

Speaker  of  the  House  of  Delegates — E.  R.  Zemp,  M.D.,  Knox- 
ville. 

Delegates  to  the  American  Medical  Association — 

Edward  T.  Newell,  M.D.,  Chattanooga  (1948). 

H.  B.  Everett,  M.D.,  Memphis  (1949). 

Alternates — 

R.  B.  Wood,  M.D.,  Knoxville  (1948). 

William  C.  Chaney,  M.D.,  Memphis  (1949). 
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Anderson-Campbell A.  W.  Bishop,  Clinton George  B.  Brown,  Jellico R.  C.  Pryse,  La  Follette 
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J.  W.  Lassiter,  Norris 
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Bedford Taylor  Farrar,  Shelby  v ille Carl  Rogers,  Shelby ville Sara  Womack,  Shelby ville 

Blount R.  H.  Haralson.  Maryville L.  E.  Vinsant,  Maryville B.  P.  Ramsay,  Maryville 
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(Haywood  County) 

Robert  Morris,  Medina 
(Gibson  County) 
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Dickson W.  A.  Bell,  Sr.,  Vanleer W.  A.  Crosby,  Dickson Mary  Baxter  Cook,  Charlotte 

Dyer,  Lake,  and 

Crockett W.  T.  Rainey,  Tiptonville J.  C.  Moore,  Dyersburg 

Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin George  L.  Smith,  Winchester R.  R.  Gattling,  Sewanee James  P.  Moon,  Winchester 

Giles A.  W.  Deane,  Pulaski F.  B.  Hulme,  Pulaski J.  U.  Speer,  Pulaski 
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Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley James  L.  Dunavant,  Ripley 
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Lincoln... 

Macon 
Maury 


J.  W.  Danley,  Lawrenceburg V.  H.  Crowder,  Lawrenceburg L C.  Harris,  Jr.,  Lawrenceburg 

Ben  Marshall,  Fayetteville W.  S.  Joplin,  Petersburg Walter  Humbert,  Fayetteville 

D.  D.  Howser,  Lafayette John  R.  Smith,  Lafayette 

J.  B.  Miller,  Columbia William  N.  Cook,  Columbia 

McMinn L.  H.  Shields,  Athens W.  J.  Abel,  Athens Roy  Epperson,  Athens 

Monroe W.  J.  Cameron,  Sweetwater J.  E.  Young,  Sweetwater Telford  A.  Lowry,  Sweetwater 

Montgomery C.  N.  Keatts,  Indian  Mound Edward  R.  Atkinson,  Clarksville A.  F.  Russell,  Clarksville 

Obion R.  M.  Darnall,  Union  City H.  W.  Calhoun,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,.  Livingston 

Putnam T.  M.  Crain,  Monterey Kenneth  L.  Haile,  Cookeville Thurman  Shipley,  Cookeville 

Roane L.  A.  Killeffer,  Harriman C.  H.  Benning,  Oak  Ridge H.  B.  Ruley,  Oak  Ridge 

Robertson A.  R.  Kempf,  Springfield W.  S.  Rude,  Ridgetop John  S.  Freeman,  Springfield 

Rutherford Carl  Adams,  Nashville J.  T.  Boykin,  Murfreesboro L.  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby H.  W.  Qualls,  Memphis Carroll  C.  Turner,  Memphis Henry  Gotten,  Memphis 

Emmett  R.  Hall,  Memphis,  C.  V.  Croswell,  Treasurer,  Memphis 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R-  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan-Johnson John  S.  Reed,  Kingsport 

Sumner Albert  G.  Dittes,  Portland R.  A.  Moore,  Gallatin 

Tipton A.  J.  Butler  Covington N.  L.  Hyatt,  Covington J.  S.  Ruffin,  Covington 


Washington,  Carter, 
and  Unicoi E.  T.  Pearson,  Elizabethton_ 


-C.  K.  Slade,  Mountain  Home 


_J.  R.  Bowman,  Johnson  City__ 

( Washington  County) 

Robert  Harvey,  Erwin 
(Unicoi  County) 

Weakley M.  H.  Buckley,  Martin R.  M.  Jeter,  Gleason G.  S.  Plog,  Martin 

White,  Warren,  and 

Van  Buren Joseph  C.  Blankenship,  Sparta.. C.  M.  Clark,  Jr.,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

E.  B.  Clark,  Sparta — 

( White  County) 

D.  M.  Page,  Spencer 

(Van  Buren  County) 

Williamson C.  F.  Lucky.  Franklin H.  J.  Guffee.  Franklin 

Wilson R-  C.  Kash,  Lebanon 


154 


April,  1948 


STANDING  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

J.  R.  Fancher,  M.D.,  Chattanooga  (1949) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1948) 

STATE  TUBERCULOSIS 

R.  R.  Crowe,  M.D.,  Chairman,  Nashville  (1949) 
David  Waterman,  M.D.,  Knoxville  (1950) 

James  L.  Hamilton,  M.D.,  Chattanooga  (1950) 

C.  M.  Oberschmidt,  M.D.,  Memphis  (1948) 

STATE  HOSPITAL 

Lee  K.  Gibson,  M.D.,  Chairman,  Johnson  City 
(1948) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

S.  M.  Herron,  M.D.,  Jackson  (1949) 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

J.  G.  Price,  M.D.,  Dyersburg,  (1948) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

NATIONAL  LEGISLATIVE 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
John  B.  Steele,  M.D.,  Chattanooga 

T.  R.  Ray,  M.D.,  Shelbyville 
H.  B.  Everett,  M.D.,  Memphis 
E.  R.  Zemp,  M.D.,  Knoxville 

Franklin  B.  Bogart,  M.D.,  ex  officio,  Chattanooga 
W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

PUBLIC  POLICY  AND  LEGISLATION 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville 
Webb  B.  Key,  M.D.,  Memphis  (1950) 

Frank  Harris,  M.D.,  Chattanooga  (1949) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

M.  S.  Roberts,  M.D.,  Knoxville  (1948) 

Franklin  B.  Bogart,  M.D.,  ex  officio,  Chattanooga 
W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

LIAISON 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

J.  O.  Manier,  M.D.,  Nashville  (1948) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1949) 

C.  M.  Hamilton,  M.D.,  Nashville  (1948) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1948) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

John  M.  Lee,  M.D.,  Nashville  (1948) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 

MATERNAL  WELFARE 

W.  W.  Walker,  M.D.,  Chairman,  Memphis  (1950) 
Edward  F.  Buchner,  Jr.,  M.D.,  Chattanooga  (1950) 
Samuel  C.  Cowan,  Jr.,  M.D.,  Nashville  (1950) 

M.  L.  Hefley,  M.D.,  Knoxville  (1949) 

E.  L.  Caudill,  M.D.,  Elizabethton  (1949) 


D.  T.  Holland,  M.D.,  Newbern  (1948) 

J.  E.  Powers,  M.D.,  Jackson  (1948) 

CHILD  WELFARE 

William  E.  Van  Order,  M.D.,  Chairman,  Chatta- 
nooga (1948) 

James  C.  Overall,  M.D.,  Nashville  (1950) 

W.  R.  Cross,  M.D.,  Knoxville  (1948) 

W.  D.  Mims,  M.D.,  Memphis  (1948) 

VETERANS 

John  C.  Burch,  M.D.,  Chairman,  Nashville  (1949) 
Travis  H.  Martin,  M.D.,  Nashville  (1948) 

William  M.  Dedman,  M.D.,  Gallatin  (1947) 

Herbert  Acuff,  M.D.,  Knoxville  (1949) 

W.  J.  Sheridan,  M.D.,  Chattanooga  (1948) 

D.  J.  Zimmermann,  M.D.,  Morristown  (1947) 

J.  Paul  Baird,  Dyersburg  (1949) 

C.  V.  Croswell,  M.D.,  Memphis  (1948) 

John  W.  Morris,  M.D.,  Somerville  (1947) 

POSTGRADUATE  INSTRUCTION,  CANCER 
AND  NEUROPSYCHIATRY 

C.  H.  Heacock,  M.  D.,  Chairman,  Memphis  (1950) 

W.  L.  Williamson,  M.D.,  Memphis 

W.  C.  Colbert,  M.D.,  Memphis 

T.  S.  Hill,  M.D.,  Memphis 

O.  N.  Bryan,  M.D.,  Nashville 

Henry  Brackin,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
Edward  T.  Brading,  M.D.,  Johnson  City 
J.  O.  Manier,  M.D.,  Nashville 

Frank  Luton,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1949)) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

H.  S.  Shoulders,  M.D.,  Nashville  (1948) 

R.  L.  Sanders,  M.D.,  Memphis  (1948) 

PHYSICAL  THERAPY 

J.  F.  Hamilton,  M.D.,  Chairman,  Memphis  (1948) 
J.  J.  Ashby,  M.D.,  Nashville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1950) 

C.  H.  Sanford,  M.D.,  Memphis  (1949) 

George  Inge,  M.D.,  Knoxville  (1949) 

INDUSTRIAL  HEALTH 

Edward  T.  Newell,  Jr.,  M.D.,  Chairman,  Chatta- 
nooga (1950) 

O.  G.  Nelson,  M.D.,  Nashville  (1949) 

Fred  M.  Duckwall,  M.D.,  Kingsport  (1948) 

F.  W.  Fiedler,  M.D.,  Memphis  (1948) 

GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 
Charles  S.  Heron,  M.D.,  Charleston  (1948) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

RURAL  HEALTH 

Leo  C.  Harris,  Sr.,  M.D.,  Chairman,  Lawrenceburg 
(1949) 

O.  Reed  Hill,  M.D.,  Lebanon  (1950) 

John  Morris,  M.D.,  Somerville  (1950) 

E.  B.  Smythe,  M.D.,  Tiptonville  (1948) 

M.  S.  Trewhitt,  M.D.,  Cleveland  (1950) 

D.  J.  Zimmermann,  M.D.,  Morristown  (1950) 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY,  1947-1948 

Herbert  Acuff,  M.D.,  Knoxville 

B.  F.  Byrd,  M.D.,  Nashville 

A.  R.  Porter,  Jr.,  M.D.,  Memphis 
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FRANKLIN  B.  BOGART,  M.D.,  Chattanooga 

I want  to  thank  the  members  of  the  Ten- 
nessee State  Medical  Association  again  for 
the  honor  and  privilege  of  having  been 
your  President  for  the  past  year.  The 
presidency  of  a group  like  the  Tennessee 
State  Medical  Association  represents  a very 
great  honor  because  the  men  who  bestow 
the  honor  know  the  recipient  intimately. 
The  responsibilities  and  duties  of  the  presi- 
dency of  our  association  were  made  a little 
more  difficult  because  the  honor  came  so 
soon  after  my  return  from  active  military 
service.  I am  happy  to  be  the  first  veteran 
of  the  recent  war  so  honored. 

The  Tennessee  State  Medical  Association 
is  more  than  a century  old.  When  we 
published  our  centennial  volume  eighteen 
years  ago,  I learned  for  the  first  time  that 
my  paternal  grandfather  was  vice-presi- 
dent of  this  association  for  East  Tennessee 
in  1876.  I have  practiced  a medical  spe- 
cialty for  more  than  a quarter  of  a century 
and  as  the  son  and  grandson  of  general 
practitioners,  I hope  I am  qualified  to  speak 
for  all  the  doctors  of  the  state. 

The  medical  profession  has  been  sub- 
jected to  considerable  criticism  in  recent 
years  and  our  system  of  the  practice  of 
medicine  has  been  charged  with  being  un- 
able to  furnish  adequate  medical  care  to 
the  public.  The  present  system  is  not  per- 
fect, and  defects  can  and  are  being  cor- 
rected. The  American  System  of  the  prac- 

*  Presidential  Address.  Read  before  the  Tennessee 
State  Medical  Association,  Nashville,  April  13-15, 
1948. 


tice  of  medicine,  in  spite  of  any  defects 
that  may  exist,  has  given  the  American 
public  the  best  medical  care  in  the  world. 
There  is  no  justification  to  the  claim  that 
socialization  of  medicine  will  improve  the 
quality  of  medical  service  rendered  the  pa- 
tient. On  the  contrary,  there  is  consid- 
erable evidence  that  the  medical  care  of 
the  public  would  be  inferior  to  that  now 
being  given. 

We  recognize  our  responsibility  to  the 
public  of  keeping  the  doctors  of  the  state 
informed  regarding  recent  advances  in  the 
medical  sciences  and  the  application  of  such 
recently  acquired  knowledge  to  medical 
practice.  More  than  a decade  ago  a joint 
program  in  Postgraduate  Medical  Instruc- 
tion was  formulated  and  put  into  operation 
by  the  Tennessee  State  Medical  Association, 
the  Department  of  Public  Health  for  the 
State  of  Tennessee,  Vanderbilt  University 
Medical  School  and  the  Medical  Depart- 
ment of  the  University  of  Tennessee.  Until 
the  present  course  in  cancer,  the  Common- 
wealth Foundation  was  a participating 
agent  and  the  principal  source  of  financial 
support.  Without  their  aid,  we  could  not 
have  had  our  postgraduate  instruction  in 
obstetrics,  pediatrics,  internal  medicine, 
minor  surgery  and  gynecology.  The  pres- 
ent course  in  cancer  is  receiving  financial 
aid  and  cooperation  from  the  Tennessee 
Division  of  the  American  Cancer  Society. 
Such  postgraduate  medical  instruction  of- 
fers one  of  the  best  means  of  improving 
the  quality  of  service  which  we  can  render. 
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Time  will  not  permit  paying  personal 
tribute  to  the  many  committee  members 
who  have  contributed  so  much  to  the  or- 
ganization of  these  courses  or  to  the 
various  instructors  who  have  labored  so 
effectively  through  the  years.  The  post- 
graduate medical  instruction  in  Tennes- 
see has  attracted  considerable  attention 
throughout  the  nation,  and  the  pattern 
which  these  courses  have  followed  has  been 
unique.  Tennessee  was  one  of  the  few 
states  in  which  adequate  postgraduate  med- 
ical instruction  was  carried  on  during  the 
war  years.  Much  of  the  credit  for  the 
success  of  the  program,  both  the  pattern 
of  lecture  distribution  and  the  stimulation 
of  interest  among  the  doctors  has  been  due 
to  our  field  director,  Mr.  L.  W.  Kibler. 

To  my  way  of  thinking,  this  program  of 
postgraduate  instruction  is  the  most  impor- 
tant activity  our  State  Medical  Association 
has  undertaken.  It  takes  the  latest  knowl- 
edge in  medicine  to  the  practicing  phy- 
sician in  his  home  community,  thus  en- 
abling both  general  medical  and  surgical 
practitioners  as  well  as  specialists  to  im- 
prove the  service  which  they  can  give  the 
public.  This  postgraduate  instruction  to 
the  doctors  supplements  the  educational 
programs  to  the  public  which  have  been 
carried  on  during  recent  years  by  many 
lay  and  medical  organizations.  Good  ex- 
amples of  such  organizations  are  the  tuber- 
culosis and  cancer  groups. 

In  spite  of  the  excellent  results  which 
our  present  system  of  postgraduate  instruc- 
tion has  produced,  I believe  the  time  has 
come  when  this  instruction  should  be  sup- 
plemented by  postgraduate  instruction  in 
specialized  fields  at  more  frequent  intervals 
than  the  present  course  can  supply.  One 
group  of  specialists  proposed  such  supple- 
mentary instruction  a year  ago  but  have 
encountered  difficulties  in  translating  their 
ideas  into  reality.  Our  Tennessee  State 


Medical  Association  should  encourage,  help 
to  initiate  and  coordinate  such  supplemen- 
tary instruction. 

In  the  past,  financial  support  for  our 
educational  activities  has  been  largely  de- 
rived from  sources  other  than  our  State 
Medical  Association.  Several  years  ago 
our  committee  on  postgraduate  medical  in- 
struction realized  that  within  a few  years  it 
would  be  necessary  for  us  to  assume  a larger 
share  in  financing  future  courses.  A start 
has  been  made  toward  establishing  an  en- 
dowTment  fund  and  gifts  or  bequests  are 
solicited.  I know  of  no  more  worthy  foun- 
dation that  the  members  or  friends  of  the 
Tennessee  State  Medical  Association  could 
support. 

I have  used  the  educational  program  as 
an  example  of  the  activities  of  our  asso- 
ciation because  I believe  it  is  one  of  the 
most  important  of  our  undertakings.  The 
Secretary  and  the  personnel  in  his  office 
have  not  only  done  important  work  in 
handling  routine  matters  but  in  periodi- 
cally supplying  data  to  the  press  of  the  state 
concerning  subjects  affecting  the  health  of 
the  people.  The  House  of  Delegates  and 
the  Board  of  Trustees  have  labored  ear- 
nestly over  the  many  problems  that  have 
been  brought  before  them.  Their  decisions 
have  always  been  reached  after  thoughtful 
consideration  and  due  evaluation  of  our 
professional  obligations  to  the  public. 

In  closing  I want  to  remind  you  that  the 
medical  profession  is  in  no  way  responsible 
for  the  economic  chaos  in  which  much  of 
the  world  finds  itself  at  the  present  mo- 
ment. We  are  willing  and  anxious  to  do 
our  part  in  attempting  to  solve  the  various 
problems  as  they  affect  the  practice  of  medi- 
cine. We  reserve  the  right  to  have  a part 
in  initiating  and  developing  the  solution 
of  the  various  problems,  and  we  pledge 
ourselves  that  our  first  consideration  shall 
always  be  the  welfare  of  the  public. 
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NEWER  CONCEPTS  OF  THE  MANAGEMENT  OF  PEPTIC  ULCER* 

HERBERT  ACUFF,  M.D.,  F.A.C.S.,  F.I.C.S.,  Knoxville 


We  are  at  the  crossroads  of  the  peptic 
ulcer  problem  today.  It  offers  to  both  sur- 
geon and  internist  a challenge  which  thus 
far  has  not  been  met.  In  which  category 
it  will  eventually  fall  will  depend  upon 
which  class  of  physicians  does  most  to  solve 
its  etiology  and  discover  its  cure. 

Medical  men  have  known  about  peptic 
ulcer  and  have  treated  it  with  every  con- 
ceivable remedy  for  the  past  one  and  one- 
half  centuries.  That  they  have  failed  to 
solve  the  problem  is  attested  to  by  the  fact 
that  Ivy  has  stated  that  1,500,000  persons 
in  the  United  States  suffer  from  peptic 
ulcer,  and  that  1,000  people  per  month  die 
from  it  and  its  complications  of  hemor- 
rhage, perforation,  obstruction  and  malig- 
nancy. It,  therefore,  ranks  tenth  as  the 
cause  of  death  and  twelfth  as  the  cause  of 
days  of  work  lost  among  the  income  pro- 
ducing population. 

Five  to  twelve  percent  of  our  population 
will  develop  peptic  ulcer  some  time  during 
their  lives,  probably  above  thirty  years  of 
age,  at  the  present  level  of  incidence.  Since 
1900  the  United  States  death  rate  from  this 
disease  has  increased  from  2.7  persons  per 
100,000  to  6.8  persons  per  100,000  popula- 
tion in  1943.  It  is  seen  predominantly  in 
males,  and  the  incidence  of  perforation  is 
four  times  greater  in  duodenal  than  gastric 
ulcer.  In  hemorrhage  from  either,  under 
medical  management,  the  mortality  rate 
shows  an  average  of  seven  percent.  There- 
fore, we  might  as  well  be  fair  with  our- 
selves and  admit  that  medical  management 
alone  will  not  produce  our  desired  results. 

Diet,  antacids,  rest,  change  of  occupation, 
location,  psychosomatic  persuasion  — all 
have  been  given  scientific  application  by 
eminent  internists,  gastro-enterologists  and 
psychiatrists  with  the  end  results  remain- 
ing at  approximately  the  same  level  in  mor- 
tality, morbidity  and  symptom  complex. 

Surgery  entered  the  field  of  therapy  one- 
half  century  ago  when  Dr.  H.  P.  Dean  in 

*From  the  Surgical  Department  of  the  Acuff 
Clinic  and  St.  Mary’s  Memorial  Hospital.  Read 
before  the  Tennessee  State  Medical  Association, 
Memphis,  Tennessee,  April,  1947. 


1894  performed  his  first  successful  closure 
of  perforation  caused  by  peptic  ulcer.  Since 
that  time  surgeons  have  tried  various  and 
sundry  procedures,  some  of  which  were 
mere  purse  string  sutures  of  the  perfora- 
tion, diamond  shape  resection,  pyloroplasty, 
Billroth  resection  with  its  many  modifica- 
tions, Finisterer’s  and  Berg’s  partial  and 
total  gastrectomy,  anterior  and  posterior 
gastro-enterostomy,  and  later  vagotomy 
with  and  without  gastro-enterostomy.  All 
of  these  procedures  are  still  far  short  of 
the  goal  desired ; namely,  relief  of  symp- 
toms and  cure  of  the  disease. 

So  the  surgeon,  trying  his  handiwork, 
though  even  one-third  as  long  as  the  in- 
ternist, has  not  solved  the  problem,  but 
has  done  many  useless  and  mutilating  op- 
erations which  are  failures  for  surgery  and 
many  times  catastrophies  for  the  patient. 
Then  can  one  wonder  why  we  are  still  at 
the  crossroads  of  the  peptic  ulcer  problem? 

I have  confidence  that  from  some  phys- 
iological and  biochemical  laboratory  the 
answer  may  come.  Certainly  I know  of  no 
more  opportune  subject  for  the  research 
worker  and  no  greater  challenge  for  the 
profession. 

Where  the  ulcer  patient  will  eventually 
land  will  depend  upon  who  solves  the  prob- 
lem— the  medical  man  or  the  surgeon.  It 
is  absolutely  incumbent  upon  both  alike  to 
become  familiar  with  the  physical  and  phys- 
iological behavior  of  the  duedenum  and 
stomach  and  to  be  big  enough  to  accept 
defeat  and  wise  enough  to  recognize  the 
change  of  picture  from  a medical  to  a sur- 
gical problem  at  a time  when  surgical  in- 
tervention may  have  constructive  aid  to 
offer. 

Let  us  review  some  of  the  practical  con- 
siderations of  the  home  of  these  ulcers  in 
the  duodenum  and  stomach.  The  functions 
of  the  duodenum  are  motility,  secretion  and 
absorption.  The  duodenum  is  indeed  an 
important  and,  shall  we  say,  a busy  organ. 
It  is  called  upon  to  receive  the  stomach 
contents  and  to  mix  bile  and  pancreatic 
juice  with  the  chyme  and  thus  to  assist  in 
digestion.  It  receives  the  first  and  heaviest 
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insult  from  the  hydrochloric  acid  content 
of  the  stomach.  It  has  two  vulnerable 
points  in  its  anatomical  contour  which  en- 
courage stasis  and  lagging  of  the  acid  laden 
chyme,  thus  producing  irritation  and  pos- 
sibly ulceration.  These  two  points  are  the 
classical  bulb  and  the  junction  of  the  sec- 
ond and  third  portions  which  is  the  most 
dependent  part  of  the  duodenum. 

Thus  it  will  be  seen  that  in  over-secre- 
tion of  hydrochloric  acid  in  the  stomach, 
plus  the  constant  ejection  into  the  duo- 
denum, plus  the  rhythmic  contraction 
which  Ivy  has  shown  continues  into  the 
duodenum  from  the  stomach,  one  insult 
after  another  is  heaped  upon  the  delicate 
duodenal  mucosa,  all  of  which  are  contrib- 
uting factors  to  the  chronicity  of  the  duo- 
denal ulcer. 

So  far  as  secretion  in  the  duodenum  is 
concerned,  Ivy  again  in  his  observation 
through  a Thiry  fistula  has  come  to  the 
conclusion  that  mucous  for  lubrication,  and 
no  other  secretion  or  excretion  of  impor- 
tance, is  observed  in  the  duodenum.  This 
is  differentiated  from  the  bile  and  pancre- 
atic juices  which  are  transmitted  through 
the  duodenum. 

The  food  passes  rapidly  through  the  duo- 
denum. However,  experimental  studies 
have  shown  that  water,  alcohol  and  glu- 
cose are  absorbed  from  its  surface.  It  may 
be  equally  assumed  that  in  cases  of  obstruc- 
tion toxic  substances  might  also  be  ab- 
sorbed. It  is  essentially  an  organ  for  trans- 
mittal of  food,  and  because  of  its  anatomical 
shape  and  the  entrance  of  both  bile  and  the 
pancreatic  juice  through  its  walls,  it  per- 
mits of  a limited  amount  of  mixing  of  the 
food  content  with  these  respective  juices 
for  digestion. 

There  is  a rather  rich  innervation  which 
is  concerned  not  only  with  the  organs  of, 
but  the  process  of,  digestion.  The  vagus 
nerve  is  predominantly  motor  in  function 
while  the  splanchnic  nerves  are  primarily 
inhibitory  in  function,  yet  it  is  most  prob- 
ably true  that  both  systems  of  innervation 
carry  both  motor  and  inhibitory  fibers. 
This,  in  part,  may  explain  lack  of  propul- 
sive force  which  exists  in  the  duodenum  as 
compared  to  the  other  parts  of  the  gastro- 
intestinal tract. 


One  must  take  cognizance  of  certain 
anomalies  of  the  duodenum;  namely,  con- 
genital narrowing,  non-rotation  of  the  duo- 
denum, persistence  of  the  duodenal  mesen- 
tery with  dragging  on  the  lumen,  deviations 
of  the  length  and  of  the  curvatures,  the 
different  portions  of  the  duodenum,  etcetera, 
all  of  which  may  predispose  to  stasis  and 
the  ulcer  pattern. 

These  anomalous  patterns  can  only  be 
recognized  by  fluoroscopy  or  serial  roent- 
genograms made  by  a competent  radiologist 
who  knows  very  definitely  the  normal  out- 
line and  is  thus  able  to  recognize  quickly 
the  abnormal  picture.  This  fact  is  equally 
true  in  the  differentiation  of  gastric  car- 
cinoma, gall  bladder  disease  with  existing 
cholecysto-duodenal  adhesions,  chronic  pan- 
creatic enlargements  with  resulting  distor- 
tion and  extrinsic  tumors,  all  of  which  call 
upon  the  radiologist  for  correct  and  accu- 
rate evaluation. 

A competent  radiologist  and  a well 
trained  internist,  and  preferably  an  experi- 
enced gastro-enterologist,  must  be  associ- 
ated with  the  surgeon  in  all  gastrointes- 
tinal work  if  the  maximum  of  correct  diag- 
noses are  to  be  obtained.  Because  of  the 
almost  constant  presence  in  the  stomach  of 
certain  signs  and  aberrations  in  contour 
and  function,  advanced  cicatrizing  and 
sclerosing  ulcer  and  gastric  carcinoma  may 
easily  be  recognized  in  ninety  to  ninety-five 
percent  of  cases.  Such  mile  posts  in  diag- 
nosis by  X-ray  are  constant  filling  defects, 
absence  of  peristalsis  in  the  pyloric  end, 
rapid  emptying  time  in  lesions  which  have 
produced  the  tube  or  channel  type  stomach 
but  which  is  not  completely  obstructed, 
pedunculated  or  sessile  polyps,  leiomyo- 
mata and  other  tumors  of  the  stomach  wall, 
foreign  bodies,  phytobezoars,  diverticulae, 
gastrospasm — all  may  be  problems  to  even 
the  most  experienced  radiologist. 

May  I pause  to  condemn  the  doctor  who 
buys  an  X-ray  machine  and  has  only  suf- 
ficient knowledge  of  his  interpretation  to 
diagnose  with  one  hundred  percent  accu- 
racy a remunerative  ulcer,  gall  bladder  dis- 
ease or  appendicitis.  Medical  legislation 
may  yet  become  necessary  to  protect  the 
many  virtues  of  the  X-ray  and  to  prevent 
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it  from  becoming  an  exploitation  in  the 
hands  of  the  untrained  and  unscrupulous 
doctor  who  not  only  obtains  no  real  infor- 
mation regarding  the  location  or  size  of 
the  ulcer,  but  on  the  contrary  subjects  his 
patient  to  the  dangers  of  over-radiation. 

Much  of  the  fault  of  such  a trend  toward 
“Electrical  Charlatanism”  might  well  be 
placed  with  the  non-professional  manufac- 
turer who  follows  closely  the  location  of  the 
young  doctor  and  assiduously  persists  in  his 
well  planned  sales  lecture  that  the  X-ray 
is  required  for  both  “reputation  and  profit.” 

In  lesions  of  the  duodenum,  the  X-ray 
and  fluoroscopic  findings  are  somewhat  less 
positive.  It  is  a point  worthy  of  note  chat 
the  bulbar  deformity  many  times  shows 
more  distortion  than  the  existing  pathology 
revealed  at  operation.  This  may  be  caused 
by  the  intrinsic  spasm,  edema  or  inflamma- 
tion surrounding  the  lesion.  Deformity 
may  also  result  from  extrinsic  causes  such 
as  pancreatic  or  cholecystic  disease. 

A constant  deformity  of  the  duodenal 
bulb  with  or  without  the  niche  or  constant 
incisura  is  almost  pathognomonic  of  duo- 
denal ulcer.  In  case  of  the  sclerosing  ulcer, 
a partial  retention  of  gastric  contents  is 
further  corroborative. 

In  consideration  of  the  gastric  phase  of 
peptic  ulcer,  much  more  responsibility  rests 
upon  the  correct  diagnosis  and  rationale 
of  management.  The  frequency  of  gastric 
ulcer  as  compared  to  duodenal  ulcer  is  in 
the  ratio  of  1:4  to  1:14.  It  is  much  more 
common  in  men  and  is  seen  in  greatest  num- 
bers between  the  ages  of  thirty  and  fifty 
years.  We  recognize  an  acute  ulcer  which 
may  result  from  trauma,  heat,  cold,  exten- 
sive burns  to  the  body  and  uremia.  They 
are  usually  multiple  and  heal  spontaneously 
when  the  underlying  cause  has  been  cor- 
rected. 

The  chronic  type  of  ulcer  is  usually  sin- 
gle, persistent,  and  is  fraught  with  fairly 
strong  possibilities  of  becoming  malignant. 
This  fact  arrests  one’s  attention  when  sta- 
tistics record  more  than  30,000  deaths  an- 
nually from  carcinoma  of  the  stomach. 

Just  what  part  the  presence  of  hydro- 
chloric acid  has  in  the  initial  production  of 


gastric  ulcer  is  not  known.  The  one  clin- 
ical fact  which  is  known,  however,  is  that 
gastric  or  duodenal  ulcer  is  most  difficult  or 
well-nigh  impossible  to  heal  while  the  acid 
values  of  the  stomach  remain  high.  The 
hydrochloric  acid  is  a physiological  product 
of  the  parietal  cells  of  the  stomach,  and  is 
secreted  in  copious  amounts  ranging  from 
500  to  1000  cc.  in  twenty-four  hours.  To- 
gether with  the  pepsin  content  of  the  stom- 
ach, they  are  the  initial  and  advance  agents 
of  protein  digestion.  Just  why  the  constant 
presence  of  acid  and  pepsin  together  does 
not  digest  the  gastric  wall  still  remains  in 
the  realm  of  polemics,  but  once  the  protec- 
tive mucosa  has  been  broken  and  a small 
ulcer  exists,  it  is  entirely  possible  that  such 
a combination  of  digestive  ferments  could 
prevent  healing  of  the  ulcer  until  the  acid 
content  has  been  markedly  lowered. 

There  are  a few  physiological  incongrui- 
ties in  the  etiology  of  gastric  ulcer;  namely, 
the  greatest  amount  of  acid  secretion  comes 
from  the  parietal  cells  in  the  cardiac  end 
of  the  stomach  while  the  greatest  incidence 
of  ulcer  is  in  the  pyloric  half  and  on  the 
lesser  curvature.  The  explanation  has  been 
offered  above  that  the  rhythmic  mechanism 
of  the  stomach  may  force  the  gastric  acid 
continuously  against  the  lesser  curvature 
on  the  pyloric  end,  and  thus  give  more  con- 
stant exposure  to  the  acid. 

The  pain  of  ulcer  on  the  gastric  side  is 
provoked  many  times  by  food  and  still 
there  exist  well  advanced  ulcers,  even  ad- 
vanced to  malignancy,  which  do  not  give 
pain.  I recall  many  patients  whose  first 
knowledge  of  an  existing  ulcer  was  one  of 
the  complications;  namely,  hemorrhage, 
perforation,  or  obstruction. 

How  shall  complication  of  hemorrhage 
from  an  eroded  vessel  be  handled?  First, 
the  age  factor  is  of  vital  importance.  Ma- 
theny  and  Green  of  Seattle  collected  a series 
of  cases  and  have  concluded  therefrom 
that  most  bleeding  ulcers  which  prove  fatal 
are  above  forty-five  years  of  age.  At  this 
age  and  above  a noticeable  amount  of  ar- 
teriosclerosis may  be  present.  The  vessels 
at  any  rate  have  less  retractability  which 
greatly  interferes  with  the  mechanism  by 
which  hemorrhages  are  controlled. 
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The  blood  supply  of  the  stomach  is  neces- 
sarily rich  because  of  the  constant  motor 
activity  and  secretory  supply  which  occur 
within  its  walls  and  structure.  The  coelic 
axis  furnishes  the  blood  supply  through 
branches  which  follow  the  general  course 
of  the  greater  and  lesser  curvatures  of  the 
stomach.  The  gastric  branch  follows  the 
lesser  curvature  and  anastomoses  with  the 
pyloric  branch  of  the  gastro-duodenal  ar- 
tery. These  two  branches  give  the  greatest 
amount  of  the  blood  supply  to  the  anterior 
and  posterior  walls  of  the  stomach. 

The  greater  curvature  is  supplied  mostly 
by  the  right  gastro-epiploica  derived  from 
the  gastro-duodenal  artery.  The  venous 
blood  supply  from  the  stomach  returns 
through  the  portal  vein. 

Secretory  Structure 

The  newer  concepts  in  management  of 
peptic  ulcer  make  imperative  a detailed 
knowledge  of  both  the  anatomy  and  phys- 
iology of  the  stomach  and  the  duodenum. 
The  average  human  stomach  is  ten  to  twelve 
inches  long  and  approximately  five  inches 
wide  at  its  widest  portion.  Its  wall  con- 
tains four  coats  as  follows : 

1.  Mucous  membrane  or  glandular, 

2.  Submucous  or  areolar, 

3.  Muscular, 

4.  Serosa. 

Since  the  acid  values  of  the  stomach  are 
currently,  at  least,  recognized  as  a causa- 
tive factor  in  the  ulcer  syndrome,  a con- 
sideration of  the  acid  bearing  glands,  their 
locations  and  secretion,  should  be  of  sig- 
nificance to  the  surgeon. 

1.  The  fundal  or  peptic  glands  occupy 
the  upper  two-thirds  of  the  stomach  and 
contain  three  different  cell  types: 

(a)  The  chief  or  central  cells  secrete  pep- 
sinogen and  renni nogen, 

(b)  The  cylindric  cells  secrete  mucigen, 

(c)  The  fundic  cells  secrete  hydrochloric 
acid. 

Radasch  has  shown  that  the  acid  secret- 
ing glands  occupy  sixty-four  percent  of  the 
lesser  curvature  and  seventy-two  percent 
of  the  greater  curvature.  If  this  fact  be 
accepted  as  actual  and  absolute,  obviously 
nothing  less  than  total  gastrectomy  would 


remove  all  of  the  acid  secreting  cells  of 
the  stomach. 

2.  Pyloric  glands  occupy  the  lower  one- 
half  of  the  stomach  and  secrete  mucigen 
and  the  pro-enzyme  for  pepsin  and  renin. 
This  secretion  is  alkaline  in  reaction.  The 
submucous  layer  of  the  stomach  is  both 
fundal  and  pyloric  and  contains  blood  ves- 
sels, lympathics  and  Meissner’s  plexus  of 
nerves.  It  is  generally  conceived  that  it  is 
through  this  coat  that  malignancy  of  the 
stomach  spreads.  The  serosal  layer  is  on 
the  outside  of  the  stomach  and  is  covered 
with  peritoneum. 

Lymphatics 

Lymphatics  drain  lymph  into  the  deeper 
channels  of  the  submucosa.  Lymphatic 
drainage  of  the  lesser  curvature  is  away 
from  the  pylorus  following  the  general 
course  of  the  left  coronary  vein  toward  the 
cardia  and  empties  into  the  celiac  glands 
around  the  celiac  artery,  and  thence  into 
the  thoracic  duct.  Therefore,  radical  op- 
eration for  gastric  cancer  requires  a com- 
plete resection  of  the  lesser  curvature  and 
contiguous  glands.  Extension  of  malignant 
lesions  from  the  cardia  to  lower  esophagus 
is  explained  by  free  blood  supply  and  metas- 
tasis through  this  medium. 

The  upper  half  of  the  greater  curvature 
of  the  body  of  the  stomach  has  fewer  lym- 
phatics than  any  other  part  of  the  stomach. 
These  glands  follow  the  vasa  brevia  and 
drain  into  glands  in  the  hilum  of  the  spleen. 
This  is  the  silent  area  of  the  stomach. 
There  are  only  a few  glands  along  the 
greater  curvature  of  the  body  and  fundus 
of  the  stomach.  The  pyloric  end  of  the 
greater  curvature  and  pylorus  drain  into 
the  deep  celiac  glands.  From  here  there 
is  free  communication  between  the  celiac 
glands  and  those  in  the  transverse  fissure 
of  the  liver  which  explains  the  frequent, 
jaundice  in  cancer  of  the  pylorus. 

The  subperitoneal  lymphatic  glands  of 
the  pylorus  and  duodenum  do  not  commu- 
nicate; hence,  one  rarely  sees  extension  of 
carcinoma  of  the  pylorus  of  the  stomach 
into  the  duodenum.  The  stomach  vessels 
of  the  submucous  coat  lie  transversely, 
which  explains  the  annular  contraction  seen 
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in  so  many  malignancies  of  the  stomach 
and  colon. 

Innervation 

The  stomach  is  supplied  by  the  autonomic 
or  vegetative  nervous  system.  The  para- 
sympathetic division  is  represented  by  the 
right  and  left  vagi  which  accompany  the 
esophagus  through  the  thorax.  The  vagi 
separate  above  the  cardiac  orifice,  the  left 
passing  downward  to  the  ventral  surface 
and  the  right  going  to  the  posterior  surface 
of  the  stomach. 

The  vagi  are  the  important  secretory 
nerves  of  the  stomach  and  account  for  the 
psychic  or  cephalic  phase  of  gastric  secre- 
tion. They  also  accelerate  motor  function 
of  the  stomach. 

The  sympathetic  or  thoracolumbar  divi- 
sion of  the  autonomic  nervous  system  which 
innervates  the  stomach  is  derived  from  the 
sixth,  seventh,  eighth  and  ninth  thoracic 
spinal  nerves.  Sympathetic  branches  from 
these  sources  unite  to  form  the  greater 
splanchnic  nerve  which  terminates  in  the 
semilunar  ganglion.  From  this  ganglion 
main  divisions  pass  to  the  solar  plexus  which 
is  the  center  for  the  sympathetic  nerve  sup- 
ply to  most  of  the  abdominal  viscera,  in- 
cluding the  stomach.  The  sympathetic  di- 
vision of  the  autonomic  system  in  a general 
way  acts  as  an  inhibiting  influence  or  check 
against  overactivity  of  the  parasympathetic 
division. 

There  are  two  nerve  plexuses  in  the 
stomach  wall.  The  myenteric  or  plexus  of 
Auerbach  is  located  in  the  muscular  coat 
and  receives  branches  from  both  the  vagus 
and  the  sympathetic  nerves.  This  plexus 
is  concerned  with  autonomy  of  gastroin- 
testinal function  and  coordinates  gastric 
movement.  The  second  plexus  of  Meissner 
is  located  in  the  submucous  coat.  Probably 
this  plexus  presides  over  gastric  secretion 
and  the  activity  of  the  muscularis  and  mu- 
cosa. It  is  connected  with  the  plexus  of 
Auerbach  and  the  two  undoubtedly  account 
for  the  correlation  between  the  secretory 
and  motor  activities  of  the  stomach. 

The  above  review  of  the  ulcer  problem 
with  the  anatomical  factors  concerned  will 
convince  one  that  both  a physical  and  neu- 


rogenic basis  of  treatment  must  be  con- 
sidered in  the  approach  to  treatment.  No 
ironclad  yardstick  method  can  be  applied 
to  ulcer  management.  The  symptom  com- 
plex which  has  only  lightly  been  considered 
in  this  paper,  the  age  of  the  patient,  the 
chronicity  of  the  ulcer,  the  activity  of  the 
process  as  evidenced  by  hemorrhage,  ob- 
struction and  pain  must  all  be  evaluated  in 
deciding  the  plan  of  procedure  in  a given 
situation. 

I follow  a fairly  consistent  procedure 
adopted  to  a given  pattern  as  follows : 

1.  In  duodenal  ulcer,  simple  or  occulta, 
seventy-five  per  cent  yield  to  medical 
and  dietary  regime: 

(a)  Rest,  both  mental  and  physical ; 

(b)  Frequent  feedings ; 

(c)  Antacid  medication,  alkaline 
powders,  amphojel,  protein  hy- 
drolysates, enterogastrone  con- 
centrate which  inhibits  gastric 
secretion  and  motility.  This 
medication  was  obtained  from 
the  small  intestines  of  hogs  by 
Ivy  and  was  reported  in  1943. 

Urogastrone  is  also  a depressant  of  motil- 
ity and  secretion  and  was  developed  from 
urine  by  Sandweiss  and  his  co-workers. 
They  have  now  further  subdivided  urogas- 
trone and  found  anthelone  which  is  sup- 
posed not  only  to  depress  motility  and  se- 
cretion but  to  increase  markedly  tissue 
resistance  to  descrution  by  the  ulcer. 

The  intragastric  drip  of  Winkelstein  at 
night  for  hospital  or  bed  patients  with  in- 
ordinately refractory  ulcers  having  high 
acid  values  may  be  employed  with  much 
benefit. 

2.  In  patients  having  duodenal  ulcers 
with  repeated  hemorrhages,  if  below  forty 
years  of  age,  Chron  has  reported  a mor- 
tality of  1.8  percent  under  medical  treat- 
ment, and  this  percentage  increased  to  nine 
percent  when  the  patient’s  age  was  above 
forty-five  years.  Radical  resection  should 
be  done,  knowing  full  well  that  the  mor- 
tality rate  as  reported  by  Myer,  Sorter  and 
Necheles  may  be  as  high  as  22  percent, 
but  if  the  patient’s  age  is  above  forty-five, 
with  severe  hemorrhage  the  mortality  rate 
rises  to  the  high  rate  of  42.8  percent. 
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The  question  of  when  to  operate  in  case 
of  hemorrhage  is  of  vital  importance.  If, 
after  transfusion,  vitamin  K,  various  co- 
agulants, etcetera,  the  hemorrhage  persists, 
the  question  of  blood  loss  then  becomes  the 
deciding  factor.  This  may  be  fairly  accu- 
rately evaluated  if  there  is  noted  an  in- 
crease of  thirty  beats  or  more  in  the  pulse 
rate  per  minute.  This  condition  strongly 
suggests  the  loss  of  1000  to  1500  cc.  of 
blood,  or,  if  the  blood  urea  is  noted  to  in- 
crease as  much  as  50  percent,  it  is  corro- 
borative of  blood  loss  to  the  extent  of  800 
to  1000  cc.  These  observations,  associated 
with  the  anxiety  of  the  patient,  air,  hunger, 
pallor,  restlessness,  warrant  immediate  sur- 
gical intervention. 

3.  In  duodenal  ulcer  with  50  per  cent  to 
complete  obstruction,  if  below  forty  years 
of  age  and  otherwise  a good  surgical  risk, 
a subtotal  gastric  resection  is  done.  If 
above  forty  years,  gastro-enterostomy  plus 
vagotomy  is  done. 

4.  In  duodenal  ulcer  with  hemorrhage 
and  partial  obstruction,  adherent  to  the 
head  of  the  pancreas,  gall  bladder,  etcetera, 
my  plan  of  treatment  in  general  is  a pos- 
terior gastro-enterostomy  if  mobile;  if  not, 
an  anterior  gastro-enterostomy  plus  vagot- 
omy. 

5.  The  procedure  suggested  in  duodenal 
ulcer  with  no  hemorrhage  and  no  obstruc- 
tion but  frequent  recurrence  of  painful 
symptoms  in  a highly  nervous  patient  is 
vagotomy  with  or  without  gastro-enteros- 
tomy. This  is  suggested  on  the  basis  that 
by  severing  the  vagus,  one  spares  the  stom- 
ach all  the  impulses  of  a nervous  individual 
while  he  may  well  be  temperamentally  un- 
stable. 

6.  Gastric  ulcer,  when  positively  diag- 
nosed and  remaining  refractory  to  medical 
and  dietary  regime  for  eight  to  twelve 
weeks,  should  be  resected,  taking  all  of  the 
lesser  curvature  glands  and  75  percent  of 
the  stomach  with  gastrojejunal  anastomo- 
sis. Gastric  ulcers  should  be  followed  by 
a gastroscopic  examination  at  repeated  ex- 
aminations. We  have  adopted  the  use  of 
the  gastroscope  at  the  Acuff  Clinic  with 
the  same  routine  that  we  use  the  procto- 
scope and  sigmoidoscope. 

Gastric  ulcers  two  centimeters  in  diam- 


eter will  not  heal,  and  early  partial  gastric 
resection  should  be  done  to  prevent  the  oc- 
currence of  the  well-known  malignant  ten- 
dency of  gastric  ulcer.  Lahey  suggests 
partial  gastrectomy  in  one  hundred  percent 
of  gastric  ulcers. 

7.  In  gastrojejunal  ulcer  following  partial 
gastric  resection  or  gastro-enterostomy, 
vagotomy  is  preferable  to  another  more 
extensive  resection,  and  in  my  judgment 
will  afford  relief  of  symptoms  and  healing 
of  the  ulcer. 

Methods  of  surgical  procedure  and  tech- 
nique as  suggested  above  are  well  known  to 
surgeons  who  should  attempt  them,  and 
many  standard  textbooks  may  serve  as 
guides  to  the  less  conversant  surgeon.  I 
cannot  refrain  from  saying  in  closing  that 
none  of  the  operations  suggested  above 
should  be  tried  by  the  NOVICE. 

Grateful  acknowledgment  is  extended  to 
all  of  those  who  have  been  quoted  through- 
out the  above  paper. — H.  A. 

DISCUSSION 

DR.  R.  L.  SANDERS  (Memphis)  : Mr.  Chair- 
man and  Gentlemen:  Dr.  Acuff  has  been  good 

enough  to  ask  me  to  discuss  bilateral  vagus  re- 
section as  a new  approach  to  the  peptic  ulcer  prob- 
lem. As  a surgical  treatment  for  ulcer  in  the 
human  subject,  the  first  vagal  resection  was  per- 
formed only  about  four  years  ago,  and  thus  its 
ultimate  value  cannot  yet  be  determined.  Never- 
theless, the  operation  has  been  employed  in  a suf- 
ficient number  of  cases  by  Dragstedt,  Moore,  Grim- 
son,  and  others  to  give  us  an  idea  of  its  possi- 
bilities. 

Both  medical  and  surgical  therapy  of  duodenal 
ulcer  have  been  directed  toward  the  control  of 
gastric  hypermotility,  hyperacidity  and  hyperse- 
cretion. This  has  been  accomplished  medically  by 
the  use  of  alkalies,  frequent  small  feedings  of 
high  fat  diets,  intragastric  drip,  gastric  aspiration, 
antispasmodics  and  sedatives.  Surgeons  have  at- 
tempted to  produce  the  same  effect,  first,  by  gas- 
troenterostomy and,  later,  by  resection  of  a large 
portion  of  the  acid-bearing  area  of  the  stomach, 
always  including  the  pylorus  and  antrum.  Even 
subtotal  gastric  resection,  however,  has  not  been 
without  some  disappointments.  Gastrojejunal  or 
marginal  ulcers  are  not  uncommon,  and  the  physi- 
ologic and  systemic  effects  of  so  radical  an  attack 
upon  the  stomach  are  often  serious. 

Vagal  resection  is  based  upon  the  conception  of 
peptic  ulcer  as  a psychosomatic  disease.  Consid- 
erable evidence  has  been  presented  to  show  that 
the  secretory  abnormalities  of  the  stomach  are 
apparently  incident  to  an  exaggerated  tonus  of 
the  vagus  nerves,  which  in  turn  arises  from  some 
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functional  disorder  of  the  autonomic  and  sympa- 
thetic nerve  centers  and,  further,  that  this  func- 
tional disorder  may  be  induced  or  exacerbated  by 
emotional  strain,  nervous  tension,  anxiety  and 
other  psychic  disturbances.  In  dividing  the  neural 
pathways  from  the  brain  to  the  acid-bearing  por- 
tion of  the  stomach,  one  interrupts  these  impulses 
and  in  so  doing  prevents  hypermotility  and  hyper- 
secretion of  acids. 

Physiologically,  bilateral  vagal  resection  seems 
to  be  sound,  in  that  the  procedure  is  followed  by 
an  abolition  of  the  stimulating  effect  of  hypogly- 
cemia upon  the  secretory  response  of  the  stomach, 
as  determined  by  the  Hollander  insulin  test.  In 
our  cases,  the  postoperative  acids  have  dropped  to 
40  to  100  per  cent  of  their  preoperative  level  fol- 
lowing an  intravenous  injection  of  20  units  of 
insulin. 

To  the  present  time,  we  have  performed  45 
vagal  resections,  and  are  most  pleased  with  the 
results.  Only  two  of  our  patients  have  not  done 
well.  In  one  case,  I am  sure  we  did  not  reach  all 
the  nerves.  In  the  other,  the  stomach  is  flaccid 
and  does  not  empty  satisfactorily;  we  shall  prob- 
ably have  to  perform  a gastroenterostomy  for  this 
patient  in  order  to  correct  the  condition.  All  the 
other  patients  have  been  promptly  relieved  of  their 
pain  and  ulcer  distress,  and  most  of  them  have 
reported  a sense  of  perfect  relaxation  of  the  stom- 
ach on  the  second  postoperative  day.  A few  have 
experienced  a mild  but  transient  fullness  after 
meals.  On  the  whole,  by  the  time  they  leave  the 
hospital,  patients  are  taking  a full  diet  and  have 
a good  appetite,  good  digestion  and  normal  bowel 
function.  Many  are  relieved  of  a chronic  consti- 
pation. Roentgenograms  made  four  to  six  weeks 
after  operation  show  evidence  of  healing  of  the 
ulcer,  and  excellent  stomach  function. 

From  observations  thus  far,  vagal  resection  ap- 
pears to  represent  the  third  era  in  the  surgical 
treatment  of  peptic  ulcer.  I do  not  believe  it  is 
the  final  solution  to  the  problem,  though  it  leads 
us  to  vision  what  might  be  accomplished  by  an 
attack  upon  the  source  of  the  ulcer  in  the  nerve 
centers  themselves.  Ivy  is  already  doing  research 
along  this  line  with  a substance  which  he  calls 
“Enterogastrone.” 

Meanwhile,  our  experience  with  vagal  resection, 
as  well  as  the  reported  experiences  of  those  who 
have  been  using  the  procedure  for  the  past  few 
years,  has  been  most  encouraging.  Although  we 
are  keeping  our  fingers  crossed,  so  to  speak,  in 
regard  to  its  late  effects,  our  present  opinion  is 
that  it  is  a long  step  in  the  right  direction. 

DR.  J.  A.  CRISLER,  JR.  (Memphis):  While 
listening  to  Dr.  Acuff’s  very  succinct  discussion 
of  the  whole  ulcer  problem,  it  occurred  to  me  that 
it  might  be  of  passing  interest  to  you  to  reminisce 
a bit. 

I can  recall  about  21  years  ago,  at  a meeting 
of  the  Southern  Medical  Association  in  Dallas, 
when  I made  a feeble  and  apparently  futile  at- 
tempt to  call  attention  to  an  operation  that  I had 


seen  done  and  that  was  being  done  in  Europe. 

The  operation  was  called  a denervation  of  the 
stomach.  The  attempt  was  made  to  sever  the 
vagus  fibers  and  in  some  way  to  try  to  deal  with 
the  sympathetic  fibers.  The  anatomy,  as  it  was 
understood  at  that  time,  was  fairly  clear.  They 
recognized  the  branches  of  the  vagus  nerve  as  they 
came  down  from  the  esophagus,  but  they  did  not 
know  how  to  get  to  the  sympathetics.  So  in  addi- 
tion to  dealing  with  the  vagus  by  an  incomplete 
section,  they  attempted  to  deal  with  the  sympa- 
thetics by  removing  sections  of  the  gastro-epiploric 
artery,  as  the  sympathetic  nerves  accompanied  the 
large  arteries. 

The  vagus  portion  of  the  resection  was  probably 
little  more  than  a division  of  most  of  the  fibers 
of  the  left  vagus,  with  perhaps  some  on  the  right, 
as  in  addition  to  dividing  the  anterior  fibers  they 
advised  a circumferential  incision  of  the  stomach 
in  an  attempt  to  divide  the  remaining  fibers  at 
least  temporarily. 

At  that  time  there  were  a good  many  reports  in 
the  European  literature,  from  half  a dozen  to  a 
dozen  or  more  cases,  that  were  rather  enthusiastic. 
I had  done  only  two  of  those  operations  on  human 
beings,  and  they  were  done  in  connection  with 
other  operations,  such  as  a pyloroplasty,  which 
was  a rather  fashionable  procedure  at  that  time. 
I made  no  attempt  to  evaluate  the  results,  but 
simply  raised  the  question,  “Was  this  not  a new 
and  worthwhile  approach  to  the  problem  of  peptic 
ulcer?  Did  not  this  operation  have  some  merit, 
either  as  a separate  operation  or  in  combination 
with  other  procedures?” 

The  discussion  was  opened  by  Dr.  Shelton  Horse- 
ly,  of  Richmond,  who  reviewed  the  physiology  of 
the  stomach  and  said  that  the  operation  had  no 
foundation  and  should  not  be  done.  Dr.  Charlie 
Mayo  was  a little  more  kind,  and  thought  there 
might  be  something  worthwhile  in  this  approach. 

The  enthusiasm  of  some  European  surgeons,  on 
the  one  hand,  and  the  reluctance  on  the  other  hand, 
of  some  of  us  to  accept  the  new  idea,  seems  com- 
parable to  the  situation  we  find  at  present  with 
vagotomy.  One  still  wonders  whether  the  con- 
fusing results  we  hear  about  may  not  have  to  do 
with  the  completeness  with  which  the  vagatomy 
is  done.  Maybe  we  shall  learn  to  do  a less  com- 
plete operation,  or  learn  more  about  the  sympa- 
thetics. 

As  far  as  vagotomy  is  concerned,  I have  talked 
recently  with  a good  many  surgeons  and  I find  a 
healthy  conservatism  with  regard  to  the  operation. 
By  and  large,  I think  everyone  feels  that  the 
operation  does  great  things  for  duodenal  ulcer, 
but  the  majority  of  surgeons  cannot  quite  repro- 
duce all  the  excellent  results  of  the  Chicago  group. 
Is  it  not  always  true  that  we  hear  the  favorable 
things  first,  and  it  takes  time  to  hear  the  bad 
results? 

The  operation  needs  to  be  appraised,  and  prob- 
ably there  are  enough  cases  already  done  to  arrive 
at  an  appraisal  as  time  goes  on.  Thank  you. 
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I.  Background 

On  January  30,  the  President  of  the 
United  States  addressed  the  following  let- 
ter to  Oscar  R.  Ewing,  Administrator  of 
the  Federal  Security  Agency: 

“Dear  Mr.  Administrator: 

“The  health  of  our  people  is  of  such 
importance  to  our  national  welfare  and 
security  that  I wish  to  make  certain 
that  we  are  taking  all  possible  steps 
to  contribute  to  its  improvement.  I 
have,  as  you  know,  repeatedly  re- 
quested the  Congress  to  enact  legisla- 
tion designated  to  expand  basic  health 
services  and  to  bring  them  within  the 
reach  of  all  the  people.  While  such 
legislation  is  of  primary  importance, 
its  enactment  alone  will  not  assure 
that  we  shall  reach  the  highest  possi- 
ble levels  of  health.  The  attainment 
of  such  a goal  requires  the  cooperation 
of  State  and  local  governments,  vol- 
untary organizations,  the  medical  and 
health  professions,  as  well  as  all  of  our 
citizens  working  together. 

“Our  people  want  good  health  and 
are  willing  to  work  to  achieve  it.  No- 
table progress  has  already  been  made. 
But  I am  convinced  that  we  have 
scarcely  scratched  the  surface  and  that, 
as  a nation,  we  can  make  rapid  prog- 
ress in  the  immediate  future. 

“I  should  like  to  ask  you,  therefore, 
to  undertake  a comprehensive  study  of 
the  possibilities  for  raising  health 
levels  and  to  report  to  me,  at  your 
early  convenience,  upon  feasible  goals 
which  might  be  realized  by  the  Amer- 
ican people  in  the  next  decade.  I 
should  appreciate  further  any  sugges- 
tions you  may  wish  to  make  concern- 
ing the  most  practicable  methods  of 
achieving  such  goals.  In  preparing 
this  report,  you  will  undoubtedly  wish 
to  confer  with  interested  persons  both 
in  and  out  of  the  Government.” 

On  the  basis  of  these  instructions,  Mr. 
Ewing  called  the  National  Health  Assembly 
to  convene  in  Washington  May  1 to  4,  1948, 
and  invited  the  following  persons  to  serve 
as  the  Executive  Committee  of  the  confer-, 
ence : 

Rev.  John  W.  Barrett,  Vice-President,  Catholic  Hospital  As- 
sociation. 

Mr.  Barry  Bingham.  Editor  and  President,  Louisville  Cour- 
ier-Journal. 

Dr.  Edward  L.  Bortz,  President,  American  Medical  Associa- 
tion. 


Rev.  Beverly  M.  Boyd,  Executive  Secretary,  Department  of 
Christian  Social  Relations,  Federal  Council  of  the  Churches 
of  Christ  in  America. 

Mrs.  J.  L.  Blair  Buck,  President,  General  Federation  of  Wom- 
en’s Clubs. 

Mr.  Earl  Bunting,  President,  National  Association  of  Manufac- 
turers. 

Miss  Elizabeth  Christman,  Secretary-Treasurer,  National  Wom- 
en’s Trade  Union  League. 

Mr.  John  W.  Dargavel,  Executive  Secretary,  National  Associa- 
tion of  Retail  Druggists. 

Mr.  Graham  L.  Davis,  President,  American  Hospital  Associa- 
tion. 

Miss  Katherine  Densford,  President,  American  Nurses'  Asso- 
ciation. 

Mr.  Louis  L.  Dublin,  Second  Vice-President,  Metropolitan  Life 
Insurance  Company. 

Mr.  Eric  Johnson,  President,  Motion  Picture  Producers  and 
Distributors  of  America. 

Dr.  Robert  P.  Fischelis,  Secretary,  American  Pharmaceutical 
Association. 

Judge  Jerome  N.  Frank,  U.  S.  Circuit  Court  of  Appeals,  New 
York. 

Dr.  Vlado  A.  Getting,  President,  Association  of  State  and  Ter- 
ritorial Health  Officers. 

Mr.  Albert  S.  Goss,  President,  National  Grange. 

Mr.  William  Green,  President,  American  Federation  of  Labor. 

The  Most  Rev.  Francis  J.  Haas,  Bishop  of  Grand  Rapids, 
Mich. 

Dr.  Paul  R.  Hawley,  Chief  Executive  Officer,  Blue  Cross  Hos- 
pital Service  and  Blue  Shield  Medical-Surgical  Service  (as 
of  April  1,  1948). 

Miss  Frieda  Hennock,  New  York  City. 

Dr.  Harold  Hillenbrand,  General  Secretary,  American  Dental 
Association. 

Mrs.  L.  W.  Hughes,  President,  National  Congress  of  Parents 
and  Teachers. 

Mr.  William  Harding  Jackson,  Chairman,  Hospital  Council  of 
Greater  New  York. 

Mrs.  Anna  Rosenberg,  New  York  City. 

Dr.  R.  L.  Sensenich,  President-Elect,  American  Medical  Asso- 
ciation. 

Mr.  Allan  Kline,  President,  American  Farm  Bureau  Federa- 
tion. 

Mrs.  Mary  Lasker,  New  York  City. 

Mrs.  David  Levy,  New  York  City. 

Dr.  George  F.  Lull,  Secretary  and  General  Manager,  American 
Medical  Association. 

Mrs.  Eugene  Meyer,  Washington,  D.  C. 

Dr.  James  L.  Morrell,  President.  University  of  Minnesota. 

Mr.  Phillip  Murray,  President,  Congress  of  Industrial  Organi- 
zations. 

Mr.  James  G.  Patton,  President,  National  Farmers  Union. 

Mr.  Earl  O.  Shreve,  President,  Chamber  of  Commerce  of 
U.S.A. 

Dr.  Frank  Stanton,  President,  Columbia  Broadcasting  System, 
Inc. 

Mr.  M.  W.  Thatcher,  President,  National  Federation  of  Grain 
Cooperatives. 

Hon.  Jerry  Voorhis,  General  Secretary,  Cooperative  League  of 
U.S.A. 

Mr.  Walter  White,  Secretary,  National  Association  for  the 
Advancement  of  Colored  People. 

Dr.  Charles  F.  Wilinsky,  President-Elect,  American  Public 
Health  Association. 

Dr.  Abel  Wolman,  Chairman,  Executive  Board,  American  Pub- 
lic Health  Association. 


The  Executive  Committee  generally  ac- 
cepted the  program  which  had  been  pre- 
pared for  the  Assembly  by  Donald  Kings- 
ley, assistant  in  the  Federal  Security 
Agency,  and  Dr.  Howard  M.  Kline,  Exec- 
utive Secretary  of  the  National  Health  As- 
sembly. This  program  includes  an  opening 
general  session  on  Saturday,  May  1,  and 
initial  meetings  of  fourteen  sections  on  the 
same  date  as  follows : 

Section  1.  “What  Is  the  Nation’s  Need 
for  Health  and  Medical  Personnel?”  Chair- 
man : Algo  D.  Henderson. 

Section  2.  “What  Is  the  Nation’s  Need 
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for  Hospital  Facilities,  Health  Centers  and 
Diagnostic  Clinic?”  Chairman:  Charles 

F.  Wilinsky. 

Section  3.  “What  Is  the  Nation’s  Need 
for  Local  Health  Units?”  Chairman: 
Haven  Emerson. 

Section  4.  “Chronic  Disease  and  the 
Aging  Process.”  Chairman:  James  R. 
Miller. 

Section  5.  “A  National  Program  for 
Maternal  and  Child  Health.”  Chairman : 
Leona  Baumgartner. 

Section  6.  “A  National  Program  for 
Rural  Health.”  Chairman:  Joseph  W. 

Fiehter. 

Section  7.  “What  Is  the  Nation’s  Need 
for  Research  in  the  Service  of  Health?” 
Chairman : Andrew  C.  Ivy. 

Section  8.  “What  Is  the  Nation’s  Need 
for  Medical  Care?”  Chairman:  Hugh  R. 
Leavell. 

Section  9.  “State  and  Community  Plan- 
ning for  Health.”  Chairman : Florence  R. 
Sabin. 

Section  10.  “Physical  Medicine  and  Re- 
habilitation.” Chairman:  Henry  H.  Kess- 
ler. 

Section  11.  “What  Can  Be  Done  to  Im- 
prove Dental  Health?”  Chairman:  Ernest 

G.  Sloman. 

Section  12.  “A  National  Program  for 
Mental  Health.”  Chairman:  William  C. 
Menninger. 

Section  13.  “What  Can  Be  Done  to  Im- 
prove Nutrition?”  Chairman:  Frank  G. 
Boudreau. 

Section  14.  “A  National  Program  of  En- 
vironmental Sanitation.”  Chairman : Ar- 
thur D.  Weston. 

You  will  note  in  the  above  list  of  section 
topics  that  those  which  fall  in  the  extremely 
provocative  area  and  are  likely  to  stir  up 
considerable  controversy  are  stated  as  ques- 
tions, while  the  section  topics  of  less  general 
interest  are  in  the  form  of  titles. 

National  Health  Assembly 

Just  before  this  meeting,  the  National 
Health  Assembly  was  incorporated.  Its 
charter  is  an  interesting  document  on  many 
counts.  However,  several  of  its  character- 
istics should  be  emphasized,  namely: 


(1)  The  National  Health  Assembly  is  not 
an  instrumentality  of  the  United  States 
government,  contrary  to  the  opinions  of 
most  persons  who  are  participating  in  the 
Assembly. 

(2)  The  National  Health  Assembly  is  not 
simply  a four-day  conference,  but  is  a non- 
profit corporation  in  perpetuity. 

(3)  Its  incorporators  are  persons  of 
questionable  motivation  and  standing  in  the 
field  of  health  and  medical  care  distribution. 

(4)  It  is  undoubtedly  the  new  non-Gov- 
ernment  agency  to  front  the  Administra- 
tion’s efforts  to  sell  the  American  people 
President  Truman’s  21-point  program  on 
health  and  welfare  which  he  sent  to  Con- 
gress on  September  6,  1945,  and  has  twice 
since  urged  the  Congress  to  enact. 

II.  General  Session,  May  1 

Mr.  Oscar  Ewing  opened  the  Assembly 
with  an  address  of  welcome  to  approxi- 
mately 800  people  at  11:00  a.m.  yesterday. 
It  is  estimated  that  at  the  time  the  confer- 
ence began,  there  were  approximately  500 
qualified  delegates  present  and  200  to  300 
government  employees  in  attendance  at  the 
opening  session. 

The  high  lights  of  Mr.  Ewing’s  opening 
address  were : 

“I  conceive  the  job  before  this  Assembly 
to  be  (1)  to  see  what  we  have — to  know 
accurately  the  health  facilities  and  person- 
nel of  the  Nation  and  of  each  community, 
(2)  to  determine  what  we  need:  The  dif- 
ference between  the  two  will  show  us  our 
health  deficits,  (3)  to  devise  feasible  meth- 
ods of  meeting  these  deficits.” 

Mr.  Ewing  went  on  to  say,  “There  are 
great  areas  in  which  there  are  no  funda- 
mental disagreements.  ...  We  can  stake 
out  these  noncontroversial  areas — move 
ahead  in  them  while  we  are  fighting  over 
the  things  in  which  we  are  in  disagree- 
ment. . . . During  the  war  the  Red  Cross 
had  7,000,000  volunteer  workers — innumer- 
able people  who,  if  aroused  and  given  prop- 
er technical  leadership,  could  move  moun- 
tains in  the  field  of  health — one  subject  on 
which  President  Truman  is  more  emotional 
than  any  other,  perhaps  more  so  than  on 
Democratic  politics.” 
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III.  Child  Health  Day  Luncheon 

Following  the  first  general  session,  the 
Assembly  gathered  for  luncheon  at  the 
Hotel  Statler  for  the  observance  of  Child 
Health  Day.  Dr.  Lee  Forrest  Hill,  past 
President  of  American  Academy  of  Pedi- 
atrics, presided.  Other  speakers  on  the 
program  were : 

Mrs.  Mary  McLeod  Bethune,  Founder- 
President,  National  Council  of  Negro 
Women. 

Mrs.  Oswald  Bates  Lord,  Chairman, 
United  States  Committee,  International 
Children’s  Emergency  Fund. 

Mrs.  David  M.  Levy,  President,  Citizens’ 
Committee  on  Children  of  New  York 
City. 

Brock  Chisholm,  Executive  Secretary, 
Interim  Commission,  World  Health 
Organization. 

IV.  First  Section  Meetings 

Each  day  these  reports  will  high  light 
the  activities  of  those  sections  in  which  the 
writer  believes  you  have  a special  interest. 

Sectio?i  8.  “What  is  the  Nation’s  Need 
for  Medical  Care?” 

Under  the  chairmanship  of  Dr.  Hugh  R. 
Leavell,  Professor  of  Public  Health  Prac- 
tice, Harvard  University  School  of  Public 
Health,  this  section  has  as  its  stated  pur- 
pose discussion  of  the  organization  and 
financing  of  personal  health  services ; con- 
sideration of  the  present  needs  of  the  pub- 
lic for  improved  health  services;  the  ade- 
quacy and  potentialities  of  various  plans 
and  arrangements,  such  as  existing  volun- 
tary prepayment  plans  and  group  practice 
for  meeting  current  needs,  and  steps  to  be 
taken  toward  making  better  health  care 
available  to  the  population. 

Speaking  on  the  topic,  “The  Problem  of 
Medical  Care,”  Dr.  Thomas  A.  McGoldrick, 
member  of  the  Council  on  Medical  Service 
of  the  American  Medical  Association,  made 
the  most  erudite,  factual  and  illuminating 
statement  which  the  Assembly  heard  dur- 
ing the  seventeen  sessions  of  the  first  day 
of  the  conference. 

Other  speakers  during  the  first  session 
of  the  Section  8 included  Mr.  C.  Rufus 
Roren,  Executive  Secretary  of  the  Phila- 


delphia Hospital  Council,  who  spoke  on 
“The  Organization  of  Medical  Services” ; 
Dr.  W.  Montague  Cobb,  Professor  of  Anat- 
omy of  Howard  University  Medical  School, 
who  addressed  the  section  under  the  title 
“Discriminatory  Patterns  in  Community 
Health  Services,”  and  Dr.  Dean  W.  Roberts, 
Chief  of  the  Bureau  of  Medical  Services, 
Maryland  State  Department  of  Health, 
whose  subject  was  “Existing  Public  Med- 
ical Services.” 

Among  the  discussants  were  Dr.  Louis 
T.  Wright,  Chief  of  Surgery,  Harlem  Hos- 
pital, New  York  City;  Dr.  Samuel  Proger, 
Medical  Director  of  the  Joseph  H.  Pratt 
Diagnostic  Hospital,  Boston,  and  Dr.  II. 
Clifford  Loos  of  Ross-Loos  Medical  Group, 
Los  Angeles. 

Following  the  formalities,  there  was  the 
customary  vigorous  pro-and-con  discussion 
from  the  floor,  which  will  be  brought  to 
you  in  summary  after  the  conclusion  of  the 
Assembly. 

Section  3.  “What  Is  the  Nation’s  Need 
for  Local  Health  Units?” 

The  opening  remarks  of  Dr.  Haven  Emer- 
son, Chairman  of  this  section,  are  so  defin- 
itive and  were  so  enthusiastically  received 
by  this  section  (one  of  the  genuine  high 
lights  of  the  Assembly  thus  far)  that  a 
copy  of  the  full  text  is  attached  to  this  re- 
port. As  this  section  proceeded  with  its 
discussion,  it  was  clearly  evident  that  the 
lines  for  a pitched  battle  between  free  en- 
terprise as  applied  to  local  health  problems 
and  wholesale  government  intervention  in 
these  problems  was  in  the  offing.  Addi- 
tional reports  on  this  section  will  follow. 

The  same  rigid  lines  of  opinion  are  being 
drawn  by  the  group  which  is  discussing 
“State  and  Community  Planning  for 
Health”  (Section  9). 

V.  President’s  Address 

At  the  dinner  meeting  last  night,  Presi- 
dent Truman  addressed  the  Assembly  in  an 
off-the-cuff  speech  much  in  the  same  man- 
ner that  he  recently  addressed  the  American 
Society  of  Newspaper  Editors  here  in  Wash- 
ington. There  are  two  indications  here : 

(1)  Both  speeches,  and  particularly  his 
address  last  night,  are  rehearsals  of  a new 
platform  personality. 
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(2)  In  his  forthcoming  cross-country  po- 
litical campaign,  the  President  will  un- 
doubtedly use  this  pattern  for  his  campaign 
speeches. 

VI.  Summary  and  Analysis 

This  is  a big  affair.  . . . Competent  ob- 
servers of  the  Washington  scene  are  im- 
pressed by  the  following: 

( 1 ) The  extremely  large  attendance  of 
delegates,  press,  and  other  observers  at  the 
National  Health  Assembly. 

(2)  The  intricate  arrangements  of  the 
schedule  of  meetings,  topics  to  be  discussed, 
and  the  apparent  effort  of  the  Federal  Se- 
curity Administration  to  move  the  propa- 
ganda line  for  government  intervention  in 
the  distribution  of  medical  care,  medical 
education  and  research,  and  community 
health  programs  as  far  out  to  the  grass 
roots  as  possible. 

(3)  Predominantly,  as  expected,  the  con- 
ference is  slanted  toward  government  con- 
trol. Many  new  names  and  faces  are  being 
added  to  the  list  of  those  who  advocate 
government  intervention. 

(4)  With  the  fact  practically  obvious 
that  Mr.  Ewing  will  not  long  remain  in  his 
present  position,  some  observers  wonder  if 
this  is  the  initial  effort  to  build  him  up  as 
a Democratic  candidate  for  the  Governor- 
ship of  the  State  of  New  York. 

(5)  Among  the  700-odd  attendees,  there 
is  a degree  of  confusion  of  purpose  that 
will  play  mightily  into  the  hands  of  the 
Government  group.  The  financing  of  the 
Assembly  is  a matter  of  considerable  se- 
crecy, although  it  is  now  known  that  at 
least  one  private  contributor  dropped  $10,- 
000  into  the  hat,  and  generally  suspected 
that  one  or  two  of  the  educational  and 
charitable  foundations  have  substantially 
aided  in  the  financing  of  the  Assembly. 

(6)  The  chips  are  now  down.  The  first 
day’s  sessions  pretty  well  established  major 
points  of  opposing  opinion  and  from  now 
on  there  will  be  some  vigorous  rhetorical 
and  editorial  slugging. 

(7)  The  point  of  view  of  many  of  the 
laymen  who  are  delegates  to  the  Assembly 
is  the  old  propaganda  line  that  the  distri- 
bution of  medical  and  health  care — as  sep- 
arate from  medical  care,  per  se — is  wholly 


an  economic  and  social  problem.  Organ- 
ized medicine  can  counter  the  news  stories 
and  propaganda  emanating  from  the  As- 
sembly, under  government  sponsorship,  by 
constantly  emphasizing  the  fact  that  the 
distribution  of  medical  care — the  economic 
and  social  phases  of  medical  and  health 
care — can  only  be  resolved  under  the  lead- 
ership of  the  producers  of  medical  and 
health  care,  namely,  the  medical  profession 
and  its  technical  assistants. 

VII.  Minor  Notes 

Walter  Winched,  Bill  (Bojangles)  Rob- 
inson, famed  dancer,  A1  Capp,  creator  of 
“Li’l  Abner,”  and  Ralph  Edwards  of  Truth 
and  Consequences  Radio  Program  were 
given  citations  by  Mr.  Ewing  for  their  con- 
tributions to  health.  While  we  do  not  deny 
the  value  of  these  contributions,  the  most 
oft-repeated  remark  heard  in  the  cloak 
rooms  is,  “If  this  is  a health  conference, 
wouldn’t  it  have  been  better  to  cite  a num- 
ber of  outstanding  physicians  and  scien- 
tists who  have  made  contributions  to  health 
and  well  being  of  our  people?”  The  im- 
plications of  this  procedure  are  obvious 
because  of  the  propaganda  value  of  those 
who  are  honored.  . . . The  President  ate 
heartily;  he  seemed  to  be  having  fun;  he 
was  pushed  around  somewhat  in  the  con- 
fusion which  occurred  during  Mr.  Ewing’s 
presentation  of  scrolls  to  the  honor  guests. 

. . . Dr.  Brock  Chisholm,  Executive  Sec- 
retary, Interim  Commission,  World  Health 
Organization,  thinks  children  should  be 
taught  “world  citizenship”  and  that  the 
United  States  should  quickly  sign  the  World 
Health  Organization  agreement — and  put 
up  40  per  cent  of  the  money  which  W.H.O. 
needs  for  its  first-year  operations. 

V ¥ ^ 

May  2 

I.  General  Observations 
The  second  day  of  the  National  Health 
Assembly  brought  to  the  surface  the  op- 
posing points  of  view  of  the  Federal  ad- 
ministration and  organized  medicine  on  the 
issue  of  compulsory  sickness  insurance. 
Section  8 of  the  Assembly,  which  has  as 
its  subject,  “What  Is  the  Nation’s  Need 
for  Medical  Care?”  was  the  focal  point  of 
interest  throughout  the  day  with  three  full- 
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scale  sessions,  the  third  of  which  continued 
until  very  late  last  night.  The  attendance 
during  the  day  varied  from  150  persons  up 
to  a maximum  of  350  during  the  evening. 

It  is  now  definitely  known  that  the  entire 
cost  of  the  Assembly  has  been  provided 
from  private  funds  and  that  the  Federal 
Security  Administration  has  expended  no 
federal  funds  for  any  of  the  material  used 
in  the  conference  and  has  reimbursed  the 
various  agencies  of  the  government  for  ma- 
terial, space,  and  employee’s  time  devoted 
exclusively  to  these  meetings.  There  has 
been  no  official  comment  on  this  phase  of 
the  arrangements,  and  it  is  our  opinion 
that  some  of  the  “behind  the  scenes  oper- 
ators” in  the  agency  attempted  to  set  a 
trap  for  those  who  would  publicly  criticize 
the  use  of  Federal  funds  for  the  purpose 
of  this  Assembly.  We  say  this  definitely: 
It  may  be  a trap  purposely  rigged  to  em- 
barrass any  persons  or  agency  that  would 
criticize  the  assembly  on  the  point  of  using 
Federal  funds  and  facilities  for  propaganda 
purposes. 

The  press  releases  and  reports  which 
have  issued  from  the  Assembly  have  now 
reached  the  startling  total  of  141,  and  prob- 
ably there  will  be  an  aggregate  of  more 
than  250  documents  before  the  sessions  are 
•adjourned.  The  great  bulk  of  this  material 
is  factual  (has  the  approval  of  the  section 
chairmen)  and  indicates  an  almost  frantic 
effort  to  avoid  the  charge  that  it  is  slanted 
or  designed  to  propagandize  for  any  spe- 
cific point  of  view. 

There  are  new  faces  and  new  organiza- 
tion representations  in  attendance  at  this 
Assembly.  Many  of  these  folks  have  been 
talked  to  personally,  and  it  is  the  concensus 
of  opinion  of  our  observers  that  they  rep- 
resent a group  of  perhaps  200  interested 
and  articulate  people  scattered  throughout 
the  United  States  who  might  be  effective 
allies  of  the  profession  in  the  fight  to  pre- 
serve our  traditional  concepts  of  independ- 
ent medical  practice  and  local  control  of 
health  facilities  and  services.  It  is  sug- 
gested that  this  point  receive  attention  in 
your  public  relations  program. 

The  propaganda  line  of  the  Federal  Se- 
curity Administration  toward  compulsory 


sickness  insurance  and  the  intervention  of 
the  central  government  into  personal  and 
community  health  affairs  is  being  extremely 
well  served  in  spite  of  the  foregoing  state- 
ments regarding  the  efforts  of  the  Federal 
Security  Administration  to  lean  over  back- 
wards on  the  propaganda  issue.  This  has 
become  increasingly  clear  as  the  chairmen 
of  the  various  sections  make  their  reports 
to  the  general  meetings,  because  in  almost 
every  instance  the  sections  have  arrived, 
either  by  design  or  through  the  absence  in 
some  sections  of  defenders  of  personal  free- 
dom, free  enterprise  and  local  responsibil- 
ity, at  the  point  that  some  pattern  of  sub- 
sidization or  federal  aid  is  essential  for  the 
ultimate  resolution  of  the  problem  under 
consideration. 

In  order  to  present  a fairly  concise  pic- 
ture of  the  activities  of  the  various  sections, 
the  following  brief  summary  has  been  com- 
piled : 

Section  1.  “What  Is  the  Nation’s  Need 
for  Health  and  Medical  Personnel?”  Dr. 
Algo  D.  Henderson,  chairman  of  this  sec- 
tion, divided  the  work  of  his  group  into 
four  meetings.  The  first  meeting  was  de- 
voted to  the  question  of  supply ; the  second 
to  the  problem  of  financing;  the  third  to  a 
general  discussion;  and  the  fourth  (to  be 
held  today,  May  3)  to  a statement  in  which 
the  panel  concurs  on  the  issues  of  personnel 
supply  and  methods  to  improve  the  per- 
sonnel level  in  medical  and  health  care. 

The  section  subcommittee  which  will  pre- 
pare the  report  on  conclusions  is  headed 
by  the  following : 

Medical : Dr.  Lowell  J.  Reed. 

Dental:  Dr.  John  T.  O’Rourke. 

Nursing:  Miss  Katherine  Densford. 

In  yesterday’s  session,  Dr.  Reed  said, 
“We  must  develop  better  yardsticks  to  im- 
prove our  estimates  and  we  must  investi- 
gate how  we  can  increase  our  supply  and 
at  the  same  time  maintain  quality.” 

Speaking  on  the  supply  of  dentists,  Dr. 
O’Rourke  has  repeatedly  made  the  point 
that  adequate  dental  care  depends  prima- 
rily on  doubling  the  present  supply  of  den- 
tists ; new  dental  schools  are  needed ; ex- 
tensive use  of  dental  hygienists  and  assist- 
ants must  be  achieved. 
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Miss  Densford  pointed  up  the  fact  that 
progress  in  therapy,  growth  of  prepay- 
ment plans,  and  the  increasing  more  gen- 
eral use  of  hospitals,  and  finally  the  in- 
creased hospital  facilities  which  will  be 
made  available  through  the  Hospital  Con- 
struction Act,  made  it  necessary  for  an 
immediate  large  increase  in  nursing  per- 
sonnel. 

Section  2.  “What  is  the  Nation’s  Need 
for  Hospital  Facilities,  Health  Centers  and 
Diagnostic  Clinics?”  This  section  discussed 
and  debated  the  nine  following  points  (some 
of  them  with  an  amazing  degree  of  vehe- 
mence) : 

1.  The  program  under  the  Hospital  Sur- 
vey and  Construction  Act  should  be  con- 
tinued and  extended  at  approximately  the 
basic  rate  contemplated  in  the  Act — under 
a policy  of  flexibility  permitting  adaptation 
as  may  be  required  to  meet  changing  needs. 

2.  The  program  under  the  Act  and  the 
hospital  program  of  the  Veterans  Admin- 
istration should  be  closely  integrated  in  the 
interest  of  good  planning. 

3.  Hospitals  within  a service  area  should 
be  organically  associated  with  one  another 
so  that  each  may  benefit  from  the  resources 
of  all. 

4.  The  full  cost  of  hospital  care  for  pub- 
lic beneficiaries  should  be  paid  from  tax 
funds. 

5.  Hospitals  and  Health  Departments 
should  seek  every  method  for  coordinating 
their  efforts  and  integrating  their  functions 
in  the  interest  of  greater  efficiency  and 
economy. 

6.  Diagnostic  clinics  and  out-patient  serv- 
ices should  be  utilized  more  extensively  in 
extending  hospital  services  into  the  com- 
munity. 

7.  Hospitals  should  intensify  and  extend 
their  basic  activities  in  research  and  medi- 
cal education. 

8.  Preventive  medicine  and  public  health 
education  should  be  carried  OLit  more  widely 
as  regular  functions  of  the  modern  hos- 
pitals. 

9.  Insofar  as  possible,  the  general  hos- 
pital should  provide  for  all  types  of  illness, 
with  increased  attention  to  the  care  of  the 
patient  with  long-term  illness. 


Section  3.  “What  is  the  Nation’s  Need 
for  Local  Health  Units?”  Based  on  a Pub- 
lic Health  Service  compilation,  this  section 
was  told  that  there  are  now  31,500,000  per- 
sons who  are  assured  no  local  health  serv- 
ices, and  22,500,000  who  are  served  by  state 
health  offices  with  a wide  variety  of  type 
of  organization  and  effectiveness. 

Public  Health  Service  speakers  also  said 
that  there  is  an  approximate  shortage  of 
1,400  physicians,  16,000  nurses,  2,100  sani- 
tarians, and  4,000  clerks. 

Dr.  Vlado  A.  Getting  presented  a tenta- 
tive summary  of  the  Nation’s  need  for  local 
health  units  and  for  Federal  financial  aid 
to  accomplish  complete  coverage. 

The  accuracy  of  statistics  presented  to 
the  section  was  questioned,  and  in  spite  of 
some  well  organized  pressure,  no  action  was 
taken  toward  endorsing  the  Saltonstall- 
Hill  Bill  (Senate  2189). 

Section  U-  “Chronic  Disease  and  the 
Aging  Process.”  This  section,  under  the 
able  chairmanship  of  Dr.  James  R.  Miller, 
is  attempting  to  cover  the  whole  vast  field 
of  chronic  diseases  and  the  aging  process. 
Its  work  was  highlighted  yesterday  in  a 
brilliant  address  before  the  general  assem- 
bly by  Dr.  Theodore  G.  Klumpp,  President 
of  Winthrop-Stearns,  Inc.  Dr.  Klumpp  re- 
lated the  entertaining  story  of  Danish  sailor 
Christen  Jacobsen  Dragenberg,  who  is  said 
to  have  lived  for  146  years.  In  his  plea 
for  a more  scientific  approach  to  the  prob- 
lem of  our  aging  population,  Dr.  Klumpp 
pointed  out  that  in  the  79th  Congress  more 
than  56  per  cent  of  our  senators  were  past 
the  age  of  60,  and  that  in  the  Lower  House 
35  per  cent  had  reached  or  past  that  age. 

Section  5.  “A  National  Program  for  Ma- 
ternal and  Child  Health.”  The  work  of  this 
section  has  been  divided  into  six  sub-titles 
as  follows: 

1.  “More  and  Better  Doctors  and  Other 
Workers  to  Care  for  Mothers  and  Chil- 
dren.” 

2.  “Health  of  the  School-Age  Child.” 

3.  “Parent  Education  and  Mental 
Health.” 

4.  “Raising  Standards  for  Care.” 

5.  “Research  in  Maternal  and  Child 
Health.” 
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6.  “Care  of  Handicapped  Children,  In- 
cluding Prevention  of  Accidents.” 

No  substantive  reports  have  yet  been 
made  by  this  section. 

Section  6.  “A  National  Program  for 
Rural  Health.”  The  increasing  interest  in 
rural  health  which  has  developed  during 
the  past  five  years  is  clearly  evident  in  the 
discussions  of  this  section.  The  pattern  of 
discussion  was  outlined  in  broad  terms  by 
Dr.  F.  D.  Mott,  Chairman,  Health  Services 
Planning  Commission,  Regina,  Saskatche- 
wan, Canada,  by  posing  the  following  ques- 
tions : 

1.  How  can  effective  full-time  public 
health  services  be  brought  to  rural  America 
so  that  the  basic  job  of  health  education 
and  prevention  will  be  done  and  so  that 
there  will  be  an  over-all  community  health 
agency  in  every  district  to  coordinate  ef- 
forts and  spearhead  the  drive  for  positive 
health? 

2.  How  can  we  insure  the  provision  of 
planned  hospital  and  related  facilities  which 
will  meet  fully  the  needs  of  all  rural  people 
and  particularly  those  in  disadvantaged 
areas? 

3.  How  can  the  rural  population  of  every 
State  have  reasonable  access  to  the  services 
of  an  adequate  number  of  competent  gen- 
eral medical  practitioners,  specialists,  den- 
tists, nurses,  and  other  health  personnel? 

4.  What  can  and  should  be  done  by  lay 
and  consumer  groups  to  promote  the  de- 
velopment of  rural  health  services  of  ever 
higher  quality? 

5.  How  should  the  problem  of  payment 
for  medical  services  be  solved,  so  that  com- 
prehensive services  may  be  available  to  all, 
modern  hospitals  may  be  adequately  main- 
tained, and  rural  health  parity  may  become 
a reality? 

6.  Could  a rural  health  program,  designed 
simply  to  meet  rural  needs,  ever  be  effec- 
tive or  is  it  a Nation-wide  essential  to  plac- 
ing rural  services  on  a par  with  urban 
services? 

Section  7.  “What  Is  the  Nation’s  Need  . 
for  Research  in  the  Service  of  Health?” 
Only  one  quote  from  the  proceedings  of 
this  section,  because  we  will  give  you  de- 
tailed information  later.  Dr.  C.  A.  Elveh- 


jem  of  the  University  of  Wisconsin  said: 
“Human  beings  are  certainly  as  important 
as  cows  and  chickens  and  pigs.  We  have 
been  speaking  of  200  million  dollars.  If 
we  compare  this  to  what  has  already  been 
spent  on  agricultural  research,  perhaps  we 
ought  to  be  talking  in  terms  of  700  million 
dollars.” 

Section  8.  “What  Is  the  Nation’s  Need 
for  Medical  Care?”  This  is  also  a brief 
report  because  the  bulk  of  tomorrow’s  di- 
gest will  be  devoted  to  the  work  of  Section  8. 
In  yesterday’s  afternoon  and  evening  ses- 
sions, the  alignment  of  proponents  of  gov- 
ernment health  insurance  and  those  of  us 
who  are  devoted  to  the  concepts  of  inde- 
pendent medical  practice  became  very  ap- 
parent. 

“We  must  bear  in  mind  that  the  prime 
consideration  is  the  health  of  the  people,” 
declared  Dr.  Ernest  P.  Boas,  Chairman  of 
the  Physicians  Forum.  Medicine  is  the 
servant  of  society  and  should  adjust  itself 
to  the  changing  need  of  society.  We  must 
resolutely  face  the  facts.  We  have  come 
a long  way  in  the  past  15  years  in  reach- 
ing agreement  that  adequate  medical  care 
should  be  available  to  all,  and  that  this  can 
be  provided  only  by  a prepayment  system. 
It  is  but  a short  step  further  to  recognize 
the  truth  that  the  only  prepayment  system 
that  will  achieve  the  desired  goal  is  Na- 
tional compulsory  health  insurance.” 

Expressing  the  attitude  of  organized 
medicine  and  physicians  generally,  Dr.  Ros- 
coe  Sensenich,  president-elect  of  the  Amer- 
ican Medical  Association,  outlined  the  10- 
point  program  of  the  A.M.A.,  and  criticized 
the  idea  of  government  control  of  the  dis- 
tribution of  medical  care. 

“Government  administration  adds  to  the 
cost  of  the  particular  service  and  taxes, 
direct  and  indirect,  fall  upon  the  smaller 
earner  as  well  as  upon  the  wealthy  one. 
All  social  security  measures  are  taxes,  not 
insurance,”  Dr.  Sensenich  stated,  and  told 
the  conference  that  the  program  of  organ- 
ized medicine  encompasses  the  broadest  pos- 
sible approach  to  the  highest  level  of  health. 

Section  9.  “State  and  Community  Plan- 
ning for  Health.”  The  big  word  in  the 
discussions  of  this  section  was  “Planning.” 
In  fact,  sometimes  the  discussion  went  so 
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far  afield  as  to  clearly  indicate  the  great 
white  hope  which  the  interventionists  at- 
tach to  a wholly  planned  society.  Great 
emphasis  was  laid  upon  citizens’  participa- 
tion and  to  a greater  degree  than  we  con- 
sidered desirable,  the  physician  was  re- 
garded as  the  automaton  producer  of  med- 
ical service  with  little  ability  to  participate 
in  the  broad  scope  of  community  “Plan- 
ning.” 

Section  10.  “Physical  Medicine  and  Re- 
habilitation.” We  don’t  like  statistics,  but 
we  had  a hard  time  threshing  much  grain 
out  of  the  sessions  of  this  section.  So  here 
is  a small  dose  of  statistics  submitted  by 
Dr.  John  A.  Covalt,  which  at  best  are  sub- 
ject to  considerable  interpretation: 

2,600,000  orthopedically  disabled  with 
more  than  300,000  severely  disabled;  from 
500,000  to  2,000,000  amputees,  with  900,000 
as  the  most  generally  accepted  figure  and  an 
annual  incidence  of  75,000;  336,000  suf- 
ferers from  cerebral  palsy,  with  some  40,- 
000  registered;  9 to  10  million  cardiac  dis- 
abilities; 725,000  known  diabetics;  300,000 
active  cases  of  tuberculosis;  7 to  14  million 
deaf  or  hard  of  hearing;  230,000  blind; 
1,000,000  school  children  with  speech  dis- 
orders requiring  remedial  action. 

Section  11.  “What  Can  Be  Done  to  Im- 
prove Dental  Health?”  In  a preceding  par- 
agraph mention  was  made  of  one  aspect  of 
the  dental  health  problem.  This  section 
has  been  most  skillfully  managed  and  the 
participants  deserve  a friendly  pat  on  the 
back  for  the  clear-headed  way  in  which 
they  have  approached  the  various  subjects. 

A number  of  participants  have  asked  for 
the  immediate  enactment  of  legislation  to 
provide  funds  for  dental  research  (Senate 
176).  Dr.  Kenneth  A.  Easlick  predicted 
that  topical  application  of  fluoride  solution 
would  reduce  dental  decay  among  children 
and  adolescents  by  40  per  cent. 

Section  12.  “A  National  Program  for 
Mental  Health.”  Drs.  John  R.  Rose,  Wil- 
liam S.  Langford,  and  other  medical  men 
made  substantial  contributions  to  the  dis- 
cussions of  this  group.  Dr.  William  C. 
Menninger,  Chairman,  was  most  effective 
in  keeping  the  discussants  on  the  track. 
Additional  reports  later. 


Section  13.  “What  Can  Be  Done  to  Im- 
prove Nutrition?”  With  the  consent  of 
the  section,  Dr.  Frank  Boudreau,  Chair- 
man, has  appointed  six  committees  to  report 
on  the  following  phases  of  nutrition. 

1.  Organizing  and  Administration. 

2.  Problems  of  Food  Supply. 

3.  International  Problems. 

4.  Education. 

5.  Professional  Training. 

6.  Research. 

These  committees  are  reporting  back  to 
the  section  on  a piece-meal  basis,  and  their 
work  has  been  generally  based  on  the  four 
( 4 ) broad  concepts : 

1.  Basic  and  historical  information  on 
the  science  of  nutrition  and  its  perspective 
to  the  other  sciences. 

2.  Applications  of  nutrition  to  medical 
health  problems. 

3.  Evaluation  of  past,  present  and  future 
research  in  nutrition. 

4.  Economic,  social  and  psychological  as- 
pects of  nutrition. 

Emphasis  was  also  made  on  the  point 
that  instruction  in  nutrition  should  be  a 
specific  phase  of  professional  training,  both 
as  a special  subject  and  as  an  integral  part 
of  other  curricula. 

Section  11+.  Dr.  Arthur  D.  Weston, 
Chairman,  did  a pie-cutting  job  on  the 
agenda  of  this  section  and  dropped  a chunk 
of  it  into  the  hands  of  seven  subcommittees 
who  are  currently  preparing  reports  on 
water  supply,  sewage  and  water  pollution, 
food,  living  environment,  working  environ- 
ment, insect  and  rodent  control,  research, 
and  administration.  Did  you  know  that 
Americans  spend  $125,000,000  annually  on 
fortune  tellers  ? Weston  says  that  this  same 
amount  spent  on  the  environmental  sani- 
tation would  solve  a great  segment  of  the 
problems. 

II.  Minor  Notes 

Random  quotes  from  the  delegates:  “Like 
Omar  Khayyam.  I keep  coming  out  the 
same  door.”  . . . “How  many  special  plead- 
ers are  there  in  the  health  field?”  . . . Mary 
Switzer  ushering  Raymond  Rich  to  a for- 
ward seat  at  the  Presidential  dinner.  . . . 
“Some  of  these  speakers  think  we  are  going 
to  be  here  as  long  as  Dragenberg.”  . . . Bill 
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(Bojangles)  Robinson,  “I’ll  be  80  years  old 
next  month.  I’ll  spend  the  next  forty  years 
trying  to  deserve  this  scroll.”  . . . Dr.  An- 
drew C.  Ivy,  “The  control  of  such  diseases 
as  diabetes,  pernicious  anemia,  smallpox, 
pellagra,  scurvy,  rickets,  beri  beri,  diph- 
theria, typhoid  and  thyroid  diseases  was 
derived  from  experiments  on  animals.”  . . . 
Dr.  Theodore  Klumpp,  “Are  plays  for  real 
stakes,  not  pastimes.  It  wants  something 
to  do,  and  it  must  be  real.  And  the  most 
real  thing  we  have  to  sustain  us  in  this  life 
of  ours  is  useful  work.”  . . . 

May  3 

I.  General  Observations 

During  the  morning  general  session  at 
which  Dr.  J.  Donald  Kingsley,  Assistant 
Administrator  of  the  Federal  Security  Ad- 
ministration, acted  as  chairman,  represent- 
atives of  the  various  sections  reported  on 
phases  of  their  subjects,  which  they  felt 
impinged  on  the  work  of  other  sections. 
A noteworthy  report  during  this  session 
(although  we  disagreed  with  several  of  its 
points)  was  made  by  Joseph  W.  Fichter, 
chairman  of  the  Health  Committee  of  the 
National  Grange,  and  serving  as  chairman 
of  the  section  on  rural  health.  In  part,  Mr. 
Fichter  said : 

“Existing  voluntary  hospital  and  medical 
care  prepayment  plans  must  be  carefully 
evaluated  in  terms  of  their  effectiveness  in 
meeting  rural  needs. 

“ All  the  farm  organizations  are  united 
in  the  support  and  the  promotion  of  coop- 
eratives. As  a part  of  this  movement  the 
farm  groups  that  are  developing  coopera- 
tive health  associations  need  the  support  of 
the  medical  profession  and  your  guidance 
in  obtaining  permissive  legislation  to  en- 
able the  establishment  of  such  cooperative 
health  associations. 

“We  solicit  your  support  in  amending 
legislation  (restricting  the  establishment 
of  voluntary  health  associations)  which 
now  exists  in  21  states. 

“It  is  especially  important  that  rural  peo- 
ple have  an  opportunity  of  studying  their 
health  needs  and  services  through  their 
own  organizations  so  that  their  needs  may 
be  articulated  more  clearly  in  the  broader 


planning  of  entire  communities  and  states. 

“Only  a broadly  conceived  attack  can  re- 
move the  inequities  that  now  exist  in  meet- 
ing the  health  needs  of  rural  people.” 

II.  Section  Reports 
Section  1.  “What  Is  the  Nation’s  Need 
for  Health  and  Medical  Personnel?”  Mr. 
Ewing  was  present  briefly  in  the  meeting 
of  Section  1 — asked  the  section  to  design 
some  program  which  would  further  post- 
graduate study  and  the  retraining  of  phy- 
sicians. He  suggested  that  attendance  at 
refresher  courses  should  be  compulsory, 
and  that  periodic  examination  for  licensure 
would  stimulate  the  participation  of  phy- 
sicians in  refresher  courses. 

Mr.  Ewing’s  point  of  view  was  vigor- 
ously opposed  by  many  members  of  the 
section  on  the  various  grounds  that  edu- 
cational facilities  are  inadequate,  that  his 
suggestion  was  too  drastic,  and  in  the  opin- 
ion of  Dr.  Creighton  Barker  was  wholly 
impracticable.  Drs.  Herman  G.  Weiskot- 
ten,  Virgil  M.  Handler,  Victor  Johnson  and 
others  also  spoke  critically  of  the  proposal. 

Section  3.  “What  Is  the  Nation’s  Need 
for  Local  Health  Units?”  Speaking  on 
“The  Development  of  Local  Public  Health 
Council,”  Howard  W.  Green,  secretary  of 
the  Cleveland  Health  Council,  traced  the 
history  of  his  organization  and  others  with 
emphasis  on  their  effectiveness  in  large 
and  medium-sized  metropolitan  communi- 
ties. Mrs.  Margaret  Cowdin  of  the  Illinois 
State  Health  Committee  presented  a paper 
on  “Lay  Leadership  in  the  Creation  of  Pub- 
lic Demand  for  Local  Health  Services.” 
Mrs.  Cowdin  stressed  three  points: 

“There  must  be  taxes. 

“There  must  be  health  laws,  rules,  and 
regulations. 

“There  must  be  mass  health  education 
to  create  a demand.” 

Section  J.  “Chronic  Diseases  and  the 
Aging  Process.”  This  section  heard  re- 
ports from  its  subcommittee  chairman  with 
interest  and  noteworthy  contributions  by 
Dr.  Theodore  Klumpp,  Dr.  Edward  J.  Steig- 
litz,  Miss  Ruth  Hubbard  and  others. 

Repoi'ting  for  the  subcommittee  on  Com- 
munity Coordination  and  Planning,  Dr. 
Edward  S.  Rogers  said  that  his  group  had 
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based  their  recommendations  on  a set  of 
principles  outlined  by  the  joint  committee 
on  chronic  diseases  of  the  American  Medi- 
cal Association,  American  Public  Welfare, 
American  Hospital  Association  and  the 
American  Public  Health  Association.  These 
principles  were  reiterated  as  follows: 

1.  Chronic  disease  is  a complex  of  inter- 
related problems  which  require  simultane- 
ous solution. 

2.  The  approach  to  chronic  disease  must 
be  preventive. 

3.  The  care  of  the  chronically  ill  is  in- 
separable from  general  medical  care. 

4.  Services  and  facilities  for  the  chroni- 
cally ill  should  be  planned  for  the  commu- 
nity as  a whole  and  not  for  the  indigent 
alone. 

Dr.  Rogers  and  Dr.  Jack  Masur  suggested 
that  the  joint  committee  on  chronic  dis- 
eases be  expanded  to  include  broader  rep- 
resentation both  professionally  and  geo- 
graphically. 

Section  5.  “A  National  Program  for 
Maternal  and  Child  Health.”  In  the  con- 
cluding session  of  this  section,  19  recom- 
mendations were  approved  covering  the 
widest  possible  scope  of  maternal  and  child 
health  considerations. 

The  concluding  paragraph  of  the  section’s 
final  report  is  a sort  of  rhetorical  binge  that 
is  indicative  of  the  zeal  with  which  many 
of  the  section  members  approached  their 
subject : 

“The  over-all  goal  toward  which  we  are 
working,”  the  section  agreed,  “is  to  assure 
every  child  the  experiences  in  life  that  will 
result  in  his  attaining  adulthood,  fully  ma- 
ture and  healthy  in  body  and  mind,  emo- 
tionally secure,  able  to  give  more  than  is 
asked  for,  to  face  success  and  frustration 
with  equanimity,  to  be  self-reliant,  to  co- 
operate with  his  fellows,  to  take  his  place 
in  a democratic  society  as  a thoughtful,  re- 
sponsible citizen  concerned  with  the  com- 
mon good,  and  ‘to  live  harmoniously  in  a 
total  changing  environment.’  ” 

Section  6.  “A  National  Program  for 
Rural  Health.”  This  section  agreed  on  the 
statement  of  a general  goal : Comprehen- 
sive medical  care,  health  education,  and 
preventive  medicine,  adapted  to  the  needs 


of  rural  people,  should  be  available  to  all 
without  regard  to  economic  or  social  status. 
Attempts  to  achieve  this  goal  should  be 
made  first  by  people  of  local  communities 
and  counties.  After  they  have  done  every- 
thing possible  for  themselves,  State  and 
Federal  Equalization  funds  should  be 
sought. 

Section  7.  “What  Is  the  Nation’s  Need 
for  Research  in  the  Service  of  Health?” 
The  final  report  of  this  section  (unanimous- 
ly adopted)  is  probably  one  of  the  best 
documents  to  come  out  of  this  Assembly. 
The  full  text  of  the  report  will  be  provided 
later  because  it  is  believed  that  this  docu- 
ment will  have  continuing  value  in  the 
hands  of  all  who  are  interested  in  scientific 
and  medical  research. 

Section  9.  “State  and  Community  Plan- 
ning for  Health.”  The  recommendations 
of  this  section  have  been  stated  in  the  fol- 
lowing terms : 

1.  Encouraging  the  formation  of  local  and 
State  health  councils  for  coordination  of 
efforts,  the  pattern  to  be  developed  in  ac- 
cordance with  local  needs — rural  as  well 
as  urban. 

2.  Making  health  councils  a part  of  social 
planning  bodies.  Such  councils  should  be 
made  up  of  all  agencies  and  of  individuals 
concerned  with  health.  They  should  be 
truly  representative  of  the  entire  commu- 
nity and  should  make  full  use  of  natural 
community  leaders. 

3.  Coordination  and  cooperation  of  gov- 
ernmental and  voluntary  agencies  at  Na- 
tional, State,  and  local  levels,  with  open 
channels  of  communication. 

4.  Governmental  and  voluntary  agencies 
should  be  requested  to  dramatize  health 
needs  to  the  Nation,  using  all  possible  chan- 
nels of  information,  and  to  locate  and  make 
available  qualified  persons  to  stimulate  and 
advise  local  and  State  groups. 

Chairman  Florence  R.  Savin  has  called 
a final  meeting  of  her  steering  committee 
to  “sharpen  all  recommendations”  for  final 
presentation  today. 

Section  10.  “Physical  Medicine  and  Re- 
habilitation.” It  is  the  belief  of  many  of 
the  participants  that  the  problem  of  re- 
habilitation is  receiving  adequate  public 
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and  professional  attention  for  the  first  time 
as  a result  of  the  emphasis  given  to  the 
problem  of  World  War  II. 

The  major  recommendations  were  these: 

Federal  support  for  teaching  rehabilita- 
tion experts  in  all  fields  in  universities  and 
medical  schools. 

Federal  support  for  States  to  inventory 
and  increase  facilities  to  adequate  status. 

Federal  support  for  efforts  to  determine 
the  number  of  disabled. 

Research  in  prosthesis,  standardization, 
certification  of  limb  fitters,  and  other  pros- 
thetic appliance  vendors. 

In  view  of  the  general  interest  in  the 
work  of  Section  8,  “What  Is  the  Nation’s 
Need  for  Medical  Care?”  reports  on  several 
of  the  other  sections  are  not  included.  How- 
ever, these  will  be  brought  to  you  later. 

III.  Compulsory  Sickness  Insurance 

Section  8.  (Special  Note)  : At  10:30 
a.m.  today  (Tuesday,  May  4),  Nelson 
Cruikshank,  representing  President  Wil- 
liam Green  of  the  American  Federation  of 
Labor,  finally  secured  the  privilege  of  the 
floor  of  the  general  assembly  after  a spir- 
ited debate  with  Chairman  Ewing  as  to 
the  purpose  of  his  remarks,  and  anonymous 
shouts  of  “Sit  down”  and  “Shut  up”  from 
a number  of  the  delegates  attending  the 
general  session.  Cruikshank  ultimately 
used  25  minutes  of  the  conference’s  time 
to  deliver  a tirade  against  the  American 
Medical  Association,  and  particularly  Dr. 
Morris  Fishbein.  The  basis  for  Cruik- 
shank’s  speech  was  the  fact  that  Dr.  Fish- 
bein had  supplemented  his  previously  re- 
leased text  of  an  address  delivered  on  the 
subject,  “Medicine  as  a World  Problem,” 
at  dinner  last  night.  Following  a lot  of 
verbiage,  Cruikshank  said  that  in  the  pa- 
rade toward  better  health  conditions  for 
the  American  people,  labor  and  the  con- 
sumer had  taken  their  marching  positions 
and  way,  way  back  was  the  A.M. A.  and 
way,  way  back  of  the  A.M. A.  was  Dr.  Fish- 
bein. It  was  an  interesting  flurry  and  the 
only  instance  in  the  Assembly  in  which  an 
individual  was  attacked  by  another  dele- 
gate. At  noon  today  Cruikshank  held  his 
own  personal  press  conference. 

One  characteristic  of  Section  8 that  has 


greatly  impressed  our  observers  is  the  well 
organized  way  in  which  doctors  of  medicine 
have  participated  in  the  sessions. 

In  the  closing  hour  of  the  session  yes- 
terday afternoon,  Mr.  Cruikshank  intro- 
duced “A  State  of  Immediate  Goals  for  Na- 
tional Health  Security”  (typewritten  copy 
attached).  This  “statement”  had  the  sup- 
port and  was  submitted  by  the  following 
delegates  (each  of  whom  made  the  point 
that  he  spoke  for  his  entire  organization)  : 
Nelson  H.  Cruikshank,  A.F.L. 

Harry  Becker,  United  Automobile  Work- 
ers, C.I.O. 

Josephine  Roche,  United  Mine  Workers 
James  Mark,  Jr.,  United  Mine  Workers 
Gladys  T.  Edwards,  National  Farmers 
Union 

Dr.  Murray  M.  Robinson,  American  Vet- 
erans Committee 

Dr.  Ernst  P.  Boas,  Physicians’  Forum 
Dr.  Channing  Frothingham,  Committee 
for  the  Nation’s  Health 
Dr.  Edward  L.  Young,  Physicians’  Com- 
mittee for  the  Improvement  of  Medical 
Care 

Jerry  Voorhis,  Cooperative  League  of 
America  and  Cooperative  Health  Fed- 
eration of  America 

Elizabeth  Christman,  National  Women’s 
Trade  Union  League  of  America 
Joseph  Loucheim,  American  Association 
of  Social  Workers 

Helen  Hall,  National  Federation  of  Set- 
tlements 

Elizabeth  S.  Magee,  National  Consumers’ 
League 

Mrs.  Abraham  Epstein,  League  for  In- 
dustrial Democracy 
Prof.  W.  Montague  Cobb,  N.A.A.C.P. 
The  statement  was  also  endorsed  later 
by  John  R.  Kumpel,  United  Rubberwork- 
ers,  C.I.O.,  and  Otis  Brubaker,  United  Steel- 
workers, C.I.O. 

The  Cruikshank  statement  and  its  in- 
troduction was  a surprise  move  to  most  of 
the  delegates  and  precipitated  quite  a furor 
in  the  section.  The  signers  of  the  Cruik- 
shank “statement”  were  read  to  the  section 
by  Mr.  Harry  Becker. 

Prior  to  the  insurgent  move  described 
above,  the  section  adopted  a group  of  “Ten- 
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tative  Conclusions  of  the  Medical  Care  Sec- 
tion” as  follows : 

Points  to  be  measured  determining  the 
effectiveness  of  prepayment  plans  in  meet- 
ing the  medical  care  needs  of  the  people: 

1.  The  extent  to  which  a prepayment  plan 
makes  available  to  those  it  serves  the  whole 
range  of  scientific  medicine  for  prevention 
of  disease  and  for  treatment  of  all  types 
of  illness  or  injury. 

2.  The  proportion  a plan  covers  of  the 
population  of  its  area — local,  State  or  Na- 
tional, as  the  case  may  be.  (Cost  in  rela- 
tion to  ability  to  pay,  restrictions  on  en- 
rollment imposed  by  actuarial  considera- 
tions, income  level,  age,  conditions  of  em- 
ployment, means  of  securing  enrollment  and 
collecting  premiums.) 

3.  The  degree  to  which  a plan  makes  use 
of  and  encourages  the  development  of  a 
high  quality  of  medical  care  for  its  sub- 
scribers. (Standards  of  personnel  and  fa- 
cilities; organization  of  services;  emphasis 
on  prevention  of  disease,  promotion  of 
health,  health  education.) 

4.  The  degree  to  which  freedom  and  will- 
ingness to  experiment  with  methods  of  pay- 
ment and  operation  are  encouraged  in  a 
plan. 

5.  The  degree  to  which  a plan  succeeds 
in  arranging  amounts  and  methods  of  pay- 
ment and  conditions  of  participation  that 
are  satisfactory  to  physicians,  hospitals, 
and  others  serving  the  plan’s  subscribers. 

6.  The  extent  to  which  efficiency  and  econ- 
omy in  the  operation  of  a plan  ai'e  achieved 
and  encouraged  by  its  basic  policies  and  its 
administrative  techniques. 

7.  The  extent  to  which  the  individuals  or 
board  who  carry  the  ultimate  responsibility 
for  a plan  represent  the  interest  of  those 
entitled  to  service  and  those  who  are  paying 
the  cost,  as  well  as  the  physicians,  hospitals, 
cr  others  who  are  providing  the  services. 

Chairman  Leavell  then  read  “Principles 
for  the  Improvement  of  Voluntary  Prepay- 
ment Plans”  as  follows ; 

1.  There  should  be  the  freest  opportunity 
for  full  cooperation  among  the  providers 
and  consumers  of  service  in  the  establish- 
ment and  the  administration  of  medical 
care  plans,  provided  that  full  control  of 


the  practice  of  medicine  in  the  program 
must  remain  with  doctors. 

2.  The  medical  care  section  strongly  urges 
the  importance  of  joint  conferences  at  the 
earliest  possible  date  among  representa- 
tives of  the  American  Medical  Association 
and  of  groups  representing  the  consumers 
of  medical  care  and  services  to  study  the 
question  of  the  establishment  and  admin- 
istration of  medical  care  plans. 

Last  night  the  Assembly  met  at  dinner 
for  discussion  of  international  aspects  of 
medicine  and  health  care.  Mrs.  Eugene 
Meyer  presided.  As  noted  above,  Dr.  Fish- 
bein  spoke  on  “Medicine  as  a World  Prob- 
lem.” 

“Cooperation  in  Health  in  the  Western 
Hemisphere”  was  the  subject  of  Dr.  Fred 
Soper,  director  of  the  Pan-American  Sani- 
tary Bureau.  Dr.  Soper  pointed  out  the 
need  for  continental  cooperation  to  eradicate 
insect,  vermin,  and  rodent  borne  diseases. 
Some  of  Dr.  Soper’s  “asides,”  pointedly  di- 
rected at  Dr.  Fishbein,  gave  the  audience 
a bit  of  fun. 

Dr.  Henri  Laugier,  Assistant  Secretary 
General  for  Social  Affairs  of  the  United 
Nations,  also  spoke  on  problems  of  inter- 
national cooperation  and  urged  the  partici- 
pation of  the  United  States  in  the  World 
Health  Organization. 

Believing  that  you  will  have  an  interest 
in  the  personnel  of  Section  8,  the  list  of 
delegates  assigned  to  that  section  follow : 
Dr.  Harold  Aaron,  Consumers  Union,  New 
York,  N.  Y. 

Dr.  A.  J.  Asgis,  Professor  of  Public  Health 
Dentistry,  New  York  University,  New 
York,  N.  Y. 

E.  S.  Bagnell,  M.D.,  Chairman,  Legislative 
Committee,  Massachusetts  Medical  Soci- 
ety, Groveland,  Mass. 

Dr.  E.  Dwight  Barnett,  Superintendent, 
Harper  Hospital,  Detroit,  Mich. 

Harry  Becker,  United  Automobile  Workers, 
Detroit,  Mich. 

Pearl  Bierman,  Consultant  on  Medical  As- 
sistance, Illinois  Public  Aid  Commission, 
Chicago,  111. 

Ernest  P.  Boas,  M.D.,  Chairman,  Physicians 
Forum,  New  York,  N.  Y. 
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H.  W.  Brown,  President,  International  As- 
sociation of  Machinists,  Washington, 
D.  C, 

James  A.  Brownlow,  Secretary-Treasurer, 
Metal  Trades  Department,  American 
Federation  of  Labor,  Washington,  D.  C. 

Winslow  Carlton,  Cooperative  Health  Asso- 
ciation of  N.  Y.,  New  York,  N.  Y. 

Dean  A.  Clark,  M.D.,  Health  Insurance 
Plan  of  New  York,  New  York,  N.  Y. 

Montague  Cobb,  M.D.,  Professor  of  Anat- 
omy, Howard  University  Medical  School, 
Washington,  D.  C. 

Douglas  Colman,  Executive  Director,  Mary- 
land Hospital  Service,  Baltimore,  Md. 

Morris  L.  Cooke,  Washington,  D.  C. 

Nelson  Cruikshank,  Director,  Social  Insur- 
ance Activities,  American  Federation  of 
Labor,  Washington,  D.  C. 

Michael  M.  Davis,  Committee  of  Nation’s 
Health,  New  York,  N.  Y. 

Judge  Henry  Ellenbogen,  Pittsburgh,  Pa. 

Dr.  V.  L.  Ellicott,  Health  Officer,  Montgom- 
ery County,  Rockville,  Md. 

Mrs.  Abraham  Epstein,  New  York,  N.  Y. 

Dr.  Maurice  Friedman,  Washington,  D.  C. 

Dr.  Channing  Frothingham,  Boston,  Mass. 

Franz  Goldmann,  M.D.,  Professor  of  Public- 
Health,  Harvard  School  of  Public  Health, 
Cambridge,  Mass. 

Gwendolyn  Goodrich,  Cooperative  Health 
Federation  of  America,  Chicago,  111. 

Harold  Gordon,  Managing  Director,  Health 
and  Accident  Underwriters  Conference, 
Chicago,  111. 

Lloyd  Halverson,  National  Grange,  Wash- 
ington, D.  C. 

Horace  Hansen,  General  Counsel,  National 
Cooperative  Health  Federation,  St.  Paul, 
Minn. 

Dr.  Charles  G.  Hayden,  Medical  Director, 
Massachusetts  Medical  Service,  Boston, 
Mass. 

John  H.  Hayes,  Superintendent,  Lennox 
Hill  Hospital,  New  York,  N.  Y. 

R.  A.  Hohaus,  Vice-President,  Metropolitan 
Life  Insurance  Company,  New  York, 
N.  Y. 

Robert  A.  Hornby,  Vice-President,  Pacific 
Lighting  Company,  San  Francisco,  Calif. 

Dr.  Harold  T.  Hyman,  New  York,  N.  Y. 


Jay  Ketcham,  Executive  Vice-President, 
Michigan  Medical  Service,  Detroit,  Mich. 

C.  A.  Kulp,  University  of  Pennsylvania, 
Philadelphia,  Pa. 

Dr.  Irving  Lichtman,  Washington,  D.  C. 

Dr.  Clifford  Loos,  Los  Angeles,  Calif. 

Basil  Mac  Lean,  M.D.,  Director,  Strong  Me- 
morial Hospital,  Rochester,  N.  Y. 

Mrs.  Edward  C.  Magdeburge,  General  Fed- 
eration of  Women’s  Clubs,  Washington, 
D.  C. 

Elizabeth  Magee,  General  Secretary,  Na- 
tional Consumers  League,  Cleveland,  O. 

Benjamin  Marsh,  Secretary,  People’s  Lob- 
by, Inc.,  Washington,  D.  C. 

Dr.  Fred  Mayes,  Harvard  School  of  Public 
Health,  Cambridge,  Mass. 

Dr.  E.  J.  McCormick,  Toledo,  Ohio. 

Dr.  Thomas  A.  McGoldrick,  Brooklyn,  N.  Y. 

J.  W.  Myers,  Manager,  Insurance  and  So- 
cial Security  Department,  Standard  Oil 
Company  of  New  Jersey,  New  York, 
N.  Y. 

Mrs.  Virginia  Parker,  National  Planning 
Association,  Washington,  D.  C. 

Arthur  McDowell,  American  Veterans  Com- 
mittee, Washington,  D.  C. 

John  P.  Peters,  M.D.,  Yale  Medical  School, 
New  Haven,  Conn. 

Kenneth  Pohlman,  Welfare  and  Retirement 
Fund,  United  Mine  Workers  of  America, 
Washington,  D.  C. 

Eleanor  Poland,  Assistant  to  the  Secretary, 
American  Pharmaceutical  Association, 
Washington,  D.  C. 

Marion  Randall,  Director,  Visiting  Nurse 
Service  of  New  York,  N.  Y. 

John  Edelman,  CIO,  Washington,  D.  C. 

Dr.  Elmer  Richman,  Director,  Labor  Health 
Institute,  St.  Louis,  Mo. 

C.  Rufus  Rorem,  Secretary,  Philadelphia 
Hospital  Council,  Philadelphia,  Pa. 

Emilie  Sargent,  Director,  Visiting  Nurse 
Association,  Detroit,  Mich. 

Emerson  P.  Schmidt,  Manager,  Economic 
Research  Department,  U.  S.  Chamber  of 
Commerce,  Washington,  D.  C. 

. L.  Howard  Schriver,  M.D.,  President,  As- 
sociated Medical  Care  Plans  (Blue 
Shield),  Cincinnati,  Ohio. 

Bernhard  Stern,  Columbia  University,  New 
York,  N.  Y. 
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E.  A.  Van  Steenwyk,  Executive  Director, 
Associated  Hospital  Service  of  Philadel- 
phia, Pa. 

Ralph  J.  Walker,  Assistant  Actuary,  Aetna 
Insurance  Company,  Hartford,  Conn. 
George  L.  Weaver,  National  CIO,  Wash- 
ington, D.  C. 

Mrs.  Mildred  W.  Wells,  Editor,  General 
Federation  Clubwomen,  Washington, 
D.  C. 

Mrs.  Elizabeth  Wickenden,  Washington, 
D.  C. 

Mrs.  Harvey  W.  Wiley,  General  Federation 
of  Women’s  Clubs,  Washington,  D.  C. 

Dr.  Louis  Wright,  Chief  of  Surgery,  Har- 
lem Hospital,  New  York,  N.  Y. 

Dr.  Edward  L.  Young,  Boston,  Mass. 

The  planning  committee  for  the  section 
includes  Leavell  as  chairman,  Drs.  McVay, 
McGoldrick,  Boaz,  and  Cruikshank,  Han- 
sen, Rorem  and  Read. 

IV.  Minor  Notes 

In  case  you  have  not  seen  the  list  of 
financial  supporters  of  the  National  Health 
Assembly,  they  are  as  follows: 

Millbank  Foundation 
American  Cancer  Society 
American  Red  Cross 
Infantile  Paralysis  Foundation 
Lasker  Foundation 
The  Rosen wald  Foundation 
These  contributors  put  up  a kitty  of  $45,- 
000  and  Dr.  Kingsley  reports  that  approxi- 
mately $43,000  has  been  expended  or  com- 
mitted. ...  In  response  to  a query,  Mr. 
Ewing  double-talked,  “We  established  this 
little  charitable  corporation  to  operate  the 
National  Health  Assembly  like  this : It  is 
a natural  thing  for  a lawyer  to  do,  so  we 
just  set  up  this  little  charitable  corporation. 
Unless  we  decide  otherwise,  it  is  our  in- 
tention to  dissolve  it  after  this  meeting  is 
over.”  Quizzical  quote,  “We  may  have  an- 
other conference  next  year,  and  I expect 
to  be  around  still  as  Federal  Security  Ad- 
ministrator.” . . . One  observer  says,  “The 
line-up  of  the  compulsory  health  insurance 
football  team  is  about  the  same  as  it  was 
last  season,  with  the  exception  of  a new 
quarterback — Oscar  Ewing.  With  Mr.  Tru- 
man as  the  student  manager.”  . . . Some 
sections  of  Mr.  Ewing’s  report  to  the  Presi- 


dent for  a 10-year  health  program  (which 
is  said  to  have  been  written  weeks  before 
the  Assembly)  are  going  to  look  very 
strange  when  paralleled  between  reports  of 
several  of  the  sections.  . . . One  delegate 
assigned  to  Section  8 felt  that  the  number 
was  most  appropriate  because  “Every  time 
I walk  in  that  door  I am  behind  the  eight 
ball.” 

❖ ❖ ❖ 

May  4 

I.  General  Observations 

In  yesterday’s  report  we  gave  you  a Spe- 
cial Note,  which  was,  in  fact,  an  on-the-spot 
report  of  the  speech  which  Nelson  Cruik- 
shank of  the  A.  F.  of  L.  made  before  the 
general  session.  Here  is  what  happened 
behind  the  scenes  and  on  the  scene  which 
caused  Cruikshank’s  outburst. 

In  the  conference  of  the  Executive  Com- 
mittee held  prior  to  the  National  Health 
Assembly,  it  was  decided  that  in  the  gen- 
eral sessions  (which  included  the  several 
luncheons  and  dinners)  no  patently  contro- 
versial subject  would  be  a part  of  the  dis- 
cussions. However,  it  was  agreed  that  the 
dinner  on  Monday  evening  would  be  de- 
voted to  considerations  of  World  Health 
needs  and  problems.  Dr.  Morris  Fishbein, 
Dr.  Fred  Soper,  Director  of  the  Pan-Amer- 
ican Sanitary  Bureau,  and  Dr.  Henri  Lau- 
gier,  Assistant  Secretary  for  Social  Affairs 
of  the  United  Nations,  were  the  invited 
speakers.  On  Sunday,  the  conference  press 
released  what  was  believed  to  be  the  full 
text  of  Dr.  Fishbein’s  address,  an  outline 
of  Dr.  Soper’s  remarks,  and  a biographical 
sketch  on  Dr.  Laugier.  However,  on  Mon- 
day morning,  additional  releases  were  made 
available,  including  a supplement  to  Dr. 
Fishbein’s  text.  Mr.  Cruikshank  consid- 
ered this  an  overt  move  on  the  part  of  the 
Editor  of  J.A.M.A. 

In  Dr.  Fishbein’s  address  on  Monday  eve- 
ning, he  stated  that  American  workers  “do 
not  want  peasant  medicine”  which  is  the 
type  of  medical  care  that  prevails  in  most 
of  the  countries  of  the  world  which  have 
some  form  of  socialized  or  state  medicine. 
Cruikshank  considered  this  a violation  of 
the  agreements  which  had  been  reached  by 
the  Executive  Committee,  and  used  the  in- 
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cident  as  the  backdrop  for  his  tirade  before 
the  general  session  on  Tuesday  morning. 

Some  of  the  behind-the-scenes  incidents 
which  played  a major  part  in  the  efforts 
of  the  proponents  of  compulsory  sickness 
insurance  (high  lighted  by  Cruikshank’s 
several  speeches)  were  these: 

Some  time  prior  to  the  conference,  rep- 
resentatives of  a number  of  labor  and  left- 
wing  social  service  organizations,  and  one 
or  two  medical  groups  determined  to  cre- 
ate an  opportunity  in  the  course  of  the 
Assembly  for  a vigorous  and  news-worthy 
splurge  for  compulsory  health  insurance. 
It  was  a fairly  well  organized  operation 
but  lost  most  of  its  effect,  both  upon  the 
conferees  and  the  press  by  the  shoddy  and 
undisciplined  way  in  which  it  finally  broke 
out  in  the  session. 

Some  of  us  knew  what  was  coming  and 
had  provided  information  to  conference 
leaders  in  advance  of  both  the  Monday 
afternoon  and  Tuesday  morning  general 
sessions.  The  whole  matter  was  only  an 
insurgent  move  by  the  organization  repre- 
sentatives who  have  long  been  known  to 
favor  government  health,  insurance  and 
have  persistently  used  every  opportunity  to 
express  themselves. 

II.  Section  Reports 

■ In  view  of  the  increased  interest  in  the 
work  of  certain  sections,  reports  from  Sec- 
tions, 2,  11,  12,  13,  and  14  were  omitted 
yesterday.  The  data  which  follows,  al- 
though brief,  represents  in  substance  the 
work  of  these  sections. 

Section  2.  “What  Is  the  Nation’s  Need 
for  Hospital  Facilities,  Health  Centers  and 
Diagnostic  Clinics?”  This  section  voted 
(13  to  6)  to  recommend  an  increase  in  Fed- 
eral funds  provided  by  the  Hospital  Con- 
struction Act,  Public  Law  725.  It  also 
decided  that  Federal  financial  participation 
under  the  terms  of  the  Hospital  Construc- 
tion Act  was  adequate  (the  voting  was  16 
to  6) . 

Noteworthy  contributions  to  the  work  of 
this  section  were  made  by  Graham  Davis, 
Dr.  Samuel  Hamilton,  and  others. 

Davis  declared  that  the  projected  need 
for  300,000  hospital  beds  for  veterans’  care 
twenty  years  from  now  was  a wholly  fan- 


tastic proposition.  Greater  coordination 
between  private  and  veterans’  hospital  con- 
struction was  also  urged,  and  the  official 
position  of  the  American  Hospital  Associa- 
tion in  opposition  to  compulsory  health  in- 
surance was  reiterated. 

Dr.  Hamilton  devoted  his  comments  to 
mental  health  and  stated  that  more  than 
half  the  patients  in  hospitals  today  require 
psychiatric  service  in  addition  to  physical 
care. 

The  “government  money  people”  made 
the  suggestion  that  the  Public  Health  Serv- 
ice enter  the  field  of  mental  illnesses  and 
deal  with  them  as  they  do  with  communi- 
cable diseases. 

Section  11.  “What  Can  Be  Done  to  Im- 
prove Dental  Health?”  The  precipitate  of 
discussions  in  this  section  indicated  a gen- 
eral belief  that  there  is  great  need  for  more 
dental  schools  and  the  provision  of  tax 
funds  of  approximately  $500  per  year  per 
student  in  addition  to  tuition,  in  order  to 
provide  proper  training. 

Dr.  Harold  J.  Noyes,  M.D.,  Dean  of  the 
Orgeon  Dental  School,  Portland,  provided 
the  information  that  there  is  now  a ratio 
of  one  dentist  for  1,817  persons  in  the 
United  States  and  confirmed  the  predic- 
tions of  O’Rourke  and  Horner  that  this 
ratio  will  probably  continue  to  prevail  at 
least  up  to  1960. 

A majority  of  this  section  agreed  on  the 
following  eight  points  of  view : 

1.  Federal  scholarships  for  undergrad- 
uate students  in  accredited  dental  schools 
be  awarded  on  merit  through  State  educa- 
tional authority  on  the  basis  of  population ; 

2.  Federal  or  State  funds  be  provided  for 
the  support  of  fellowships  to  graduate  stu- 
dents in  accredited  dental  schools ; fellow- 
ships to  be  awarded  on  merit,  and  directly 
through  the  schools; 

3.  Federal  grants  to  be  made  to  accred- 
ited dental  schools,  and  to  new  schools  es- 
tablished on  equivalent  levels  for  the  con- 
struction of  buildings  and  the  installation 
of  equipment.  Grants  not  to  exceed  fifty 
per  cent  of  the  cost; 

4.  Federal  grants  be  made  to  accredited 
dental  schools  for  annual  maintenance  and 
operation.  Grants  not  to  exceed  fifty  per 
cent  of  the  cost  of  operation ; 
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5.  Additional  Federal  grants  be  provided 
to  accredited  dental  schools,  and  other  ac- 
ceptable institutions  for  research; 

6.  Federal  grants  be  made  for  the  pur- 
pose of  providing  greater  opportunities  in 
post-graduation  for  dental  practitioners  in 
the  United  States; 

7.  Federal  support  be  made  available  for 
studies  of  dental  needs  and  dental  person- 
nel on  a State  and  regional  basis  through- 
out the  United  States,  under  the  auspices 
of  or  in  conjunction  with  the  American  Den- 
tal Association; 

8.  It  is  further  recommmended  that  the 
Federal  subventions  as  proposed  above 
should  not  imply  Federal  intervention  in 
the  management  and  control  of  recipient 
institutions. 

Section  12.  “A  National  Program  for 
Mental  Health.”  Because  of  the  consider- 
able interest  in  the  work  of  Section  12, 
the  following  quotation  from  the  report  of 
Mr.  Quincy  Howe  of  the  Columbia  Broad- 
casting System  is  quoted  in  full : 

“Dr.  Menninger’s  Mental  Health  Section 
is  pioneering  in  what  seems  to  me  perhaps 
the  most  important  field  of  any — maybe 
because  it  is  new.  Here  are  some  figures 
that  they  come  up  with : Thirty  to  sixty 
per  cent  of  all  patients  consulting  doctors 
have  emotional  disorders  that  lead  to  phys- 
ical disorders ; sixty-two  per  cent  of  all 
the  inmates  of  Veterans’  Hospitals  are 
psychiatric  patients;  one  million  of  all  ad- 
missions to  Army  hospitals  during  the  war 
were  psychiatric  cases.  There  is  an  urgent 
need  for  personnel  in  this  field.  It  is  most 
important  to  do  something  about  the  State 
hospitals.  We  have  a tendency  to  forget 
about  the  inmates  and  the  doctors  in  those 
hospitals.  These  doctors  number  anywhere 
from  one  to  three  hundred  patients  all  the 
way  to  one  thousand  patients — one  doctor, 
one  psychiatric  doctor  to  a thousand  pa- 
tients in  a mental  hospital,  and  outside  the 
hospitals  there  is  only  one  psychiatrist  to 
every  one  hundred  forty  thousand  Ameri- 
cans as  compared  to  one  M.D.  to  every  seven 
hundred  fifty.  Barely  one  per  cent  of  our 
practicing  nurses  have  psychiatric  training, 
and  they  have  got  to  care  for  half  the  pa- 
tients. One  hundred  thousand  new  beds 
are  needed  for  psychiatric  cases  in  our  hos- 


pitals at  once,  and  yet  with  all  this  need 
for  beds  and  nurses,  prevention  is  the  only 
real  cure  to  this  psychiatric  problem,  and 
the  prevention  of  these  mental  difficulties 
and  diseases  and  ailments  needs  the  coop- 
eration of  every  agency  in  the  community 
— our  teachers,  our  clergy,  our  lawyers, 
our  social  workers,  management,  labor,  and 
everyone — it  is  perhaps  the  biggest  educa- 
tional job  there  is.  It  goes,  maybe,  to  the 
very  roots  of  our  whole  way  of  living. 

Section  13.  “What  Can  Be  Done  to  Im- 
prove Nutrition?”  This  section  recom- 
mended that  a cooperative  nutrition  edu- 
cation program  be  developed  on  National, 
State,  and  local  levels.  State-wide  nutri- 
tion councils  should  be  established  to  acti- 
vate a cooperative  nutrition  education  pro- 
gram throughout  the  Nation.  A central 
agency  such  as  the  proposed  National  Nu- 
trition Council  should  be  a responsible  clear- 
ing house  for  nutrition  educational  mate- 
rials. 

To  carry  out  an  effective  nutrition  pro- 
gram, adequately  trained  personnel  is  es- 
sential, and  the  committee  made  extensive 
recommendations  for  professional  training 
in  nutrition. 

The  formation  of  a National  Nutrition 
Council,  first  recommended  at  the  1943  Hot 
Springs  Conference,  was  strongly  urged  by 
all  members  of  the  section  in  its  final  ses- 
sion. Such  a council  should  be  authorized 
and  directed  to  exchange  information  and 
experience  with  comparable  organizations 
in  other  countries,  and  to  cooperate  with 
the  United  States  and  other  similar  groups. 

This  section  agreed  that  the  present  food 
supply  is  fully  adequate,  on  an  average  per 
capita  basis,  for  meeting  the  nutritional 
needs  of  our  present  population,  but  be- 
cause of  poor  distribution  and  use  of  food, 
there  exists  among  the  population  consid- 
erable malnutrition  and  deficiency  disease. 
However,  in  recognition  of  the  expanding 
population,  estimated  at  150  million  to  1950, 
the  section  urged  that  when  food  produc- 
tion goals  are  set,  the  probable  increase  in 
population  must  be  considered.  With  this 
in  mind,  an  over-all  program  of  conserva- 
tion must  include  soil,  water,  and  related 
biological  resources. 

Section  1U.  “A  National  Program  of 
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Environmental  Sanitation.”  The  seven 
subcommittees  of  this  section  reported  back 
to  the  group  on  their  various  assigned  sub- 
jects. These  reports  are  to  be  digested  by 
the  section’s  agenda  committee  and  pre- 
sented to  Mr.  Oscar  Ewing,  Federal  Se- 
curity Administrator,  today,  May  5.  Em- 
phasis will  be  placed  on  better  educational 
techniques,  greater  community  participa- 
tion, representation  on  water  supply  and 
conservation  boards  of  qualified  sanitarians, 
expansion  of  pasteurization  and  compulsory 
refrigeration  of  foods,  development  of  sani- 
tary codes,  and  laboratory  facilities  for 
food  testing,  elimination  of  duplication  in 
inspection  services  and  more  effective  Na- 
tional and  State  food  and  drug  regulations. 

More  effective  control  of  atmospheric 
purity,  refuse  disposal,  industrial  health 
hazards  (particularly  in  handling  radioac- 
tive materials)  were  also  extensively  dis- 
cussed. The  section’s  final  report  will  also 
urge  the  more  effective  utilization  of  pres- 
ent personnel  in  government  agencies,  and 
efforts  to  combine  political  subdivisions 
where  necessary  to  promote  better  environ- 
mental sanitation. 

III.  Anniversary  of  USPHS 

Commemorating  the  150th  Anniversary 
of  the  USPHS,  Dr.  Warren  F.  Draper,  re- 
tired Deputy  Surgeon  General,  Dr.  Edward 
L.  Bortz,  President,  A.M.A.,  and  Dr.  Leon- 
ard A.  Scheele,  Surgeon  General,  spoke  of 
the  past,  present,  and  future  obligations 
and  opportunities  of  the  public  health  serv- 
ice and  public  health  officers  at  the  com- 
munity, State  and  National  level. 

IV.  Minor  Notes 

Some  delegates  expressed  the  opinion  that 
Ewing  originally  set  up  the  National  Health 
Assembly  as  a political  device  and  later  got 
cold  feet  and  tried  desperately  to  convert 
it  into  a substantially  fair  investigation  of 
the  Nation’s  health.  . . . C.  E.  A.  Winslow, 
Editor  of  the  American  Journal  of  Public 
Health,  ‘‘Your  government  has  been  in 
training  since  1798  (birth  of  the  Marine 
Hospital  Service)  to  administer  a plan  for 
Federal  compulsory  sickness  insurance.” 
...  A number  of  interested  physicians  and 
medical  organizations  attempted  to  deluge 


Chairman  Hugh  R.  Leavell  of  the  medical 
care  section  with  telegrams  urging  that  the 
issue  of  compulsory  sickness  insurance  be 
brought  to  the  floor  in  a general  session. 
. . . The  next  meeting  of  the  Executive  Com- 
mittee will  be  held  shortly  after  June  1 at 
the  call  of  Administrator  Ewing.  . . . We 
were  impressed  with  the  inept  defense  of 
the  Health  Work  Shops  by  several  speakers 
in  Section  6.  . . . Ewing  hopes  the  National 
Health  Assembly  will  give  a big  boost  to 
Senate  Bill  140.  . . . Approximately  $30,000 
will  be  required  to  publish  the  findings  of 
the  Assembly.  Several  foundations  are  ex- 
pected to  assume  this  task.  . . . Mrs.  Agnes 
Myers,  “This  meeting  has  built  a perma- 
nent bridge  between  medical  people  and  lay 
people  and  has  transferred  some  hostile 
groups  into  cooperating  bodies.”  . . . CIO 
press  release,  “Agreement  between  repre- 
sentatives of  labor,  consumer,  cooperative 
and  farm  groups  and  the  American  Medical 
Association  on  prepaid  health  insurance  as 
a basic  method  of  financing  medical  care 
of  the  American  people  made  the  National 
Health  Assembly  an  outstanding  success.” 

Work  has  begun  on  the  summary  critical 
report  of  the  National  Health  Assembly, 
and  we  expect  to  mail  this  to  you  on  or 
about  May  10. 

Statement  of  Immediate  Goals  for 
National  Health  Security 

1.  Adequate  medical  service  for  the  pre- 
vention of  illness,  the  care  and  relief  of 
sickness  and  the  promotion  of  a high  level 
of  physical  and  mental  health  should  be 
available  to  all  without  regard  to  race,  color, 
creed,  residence  or  economic  status. 

2.  The  principle  of  contributory  health 
insurance  should  be  the  basic  method  of 
financing  medical  care  for  the  large  ma- 
jority of  the  American  people  in  order  to 
remove  the  burden  of  unpredictable  sick- 
ness costs,  abolish  the  economic  barrier  to 
adequate  medical  services  and  avoid  the 
indignities  of  a means  test. 

3.  Health  insurance  should  be  accom- 
panied by  such  use  of  tax  funds  as  may  be 
required  to : 

(a)  Furnish  services  which  are  public 
responsibilities. 
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(b)  Supplement  health  insurance  as  nec- 
essary to  provide  adequate  services  for  the 
whole  population. 

4.  Voluntary  prepayment  group  health 
plans  organized  on  a community  or  collec- 
tive bargaining  level,  embodying  group 
practice  and  providing  comprehensive  serv- 
ice, offer  to  their  members  the  best  of  mod- 
ern medical  care.  Such  plans  furthermore 
are  the  best  available  means  at  the  present 
time  of  bringing  about  improved  distribu- 
tion of  medical  care,  particularly  in  rural 
cases.  Hence  such  plans  should  be  encour- 
aged by  every  means.  It  is  recognized, 
however,  that  even  under  the  most  favor- 
able circumstances  such  voluntary  plans 
cannot  be  expected  to  cover  the  health  needs 
of  the  entire  nation. 

5.  The  people  have  the  right  to  establish 
voluntary  insurance  plans  on  a cooperative 
basis  and  legal  restrictions  upon  such  right, 
now  existing  in  a number  of  states,  should 
be  removed. 

6.  High  standards  of  service,  efficient  ad- 
ministration and  reasonable  costs  require: 


(a)  Coordination  of  the  services  of  phy- 
sicians, hospitals  and  other  health  agencies 
in  all  phases  of  prevention,  diagnosis  and 
treatment. 

(b)  Efficient  cooperation  between  the 
providers  and  the  consumers  of  such  serv- 
ices under  the  general  principle  that  the 
responsibility  for  general  policies,  finances 
and  administration  should  rest  preponder- 
antly upon  the  lay  group ; for  professional 
standards  and  procedures,  upon  the  pro- 
fessional group;  for  mutual  consultation 
on  all  matters  of  joint  interest,  upon  both 
groups. 

7.  A national  health  insurance  plan,  as- 
suring free  choice  of  doctor,  professional 
freedom  for  the  doctor  and  de-centralized 
administration  through  the  maximum  utili- 
zation of  state  and  local  bodies  is  necessary 
in  order  to  bring  the  benefits  of  health  in- 
surance to  all  who  need  it. 

8.  Voluntary  insurance  plans  which  pro- 
vide services  and  which  meet  acceptable 
standards  should  continue  under  a National 
health  insurance  plan. 
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It  is  no  coincidence  that  Dr.  Harley  W.  Qualls  now  occupies  three  of 
the  most  important  offices  in  the  field  of  medicine  in  the  state  of  Tennessee. 

For  a doctor  to  hold  one  prominent  position  is  not  unusual,  for  personal 
worth  and  popularity  often  gain  him  this  honor,  but  when  he  is  President 
of  the  Tennessee  State  Medical  Association,  President  of  the  Memphis  and 
Shelby  County  Medical  Society  and  Secretary  of  the  Tennessee  State  P>oard 
of  Medical  Examiners  simultaneously  it  can  only  be  the  result  of  the  rec- 
ognition by  his  fellow  doctors  of  his  outstanding  leadership  and  an  ex- 
pression of  their  confidence  and  esteem. 

Dr.  Qualls  was  born  in  the  neighborhood  of  Springfield,  Tennessee  on 
January  5,  1884.  After  completing  his  earlier  education  at  Springfield, 
he  took  his  pre-medical  work  at  the  University  of  Nashville  and  later 
began  his  medical  studies  at  Vanderbilt  University  where  he  graduated 
in  1912.  Internships  and  postgraduate  work  were  completed  in  Chicago 
prior  to  his  taking  up  general  practice  in  Union  City,  where  on  January 
5,  1914  he  married  Miss  Ada  Moffett. 

After  ten  years  of  medical  practice  he  again  took  a period  of  post- 
graduate training  in  the  hospitals  and  clinics  of  New  York  and  Vienna. 
These  studies  were  his  training  for  his  specialty  of  ophthalmology  and 
otolaryngology  which  he  has  practiced  in  the  city  of  Memphis  since  1924. 
He  is  a member  of  the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology and  has  been  certified  by  that  specialty  board.  He  became  a Fellow 
of  the  American  College  of  Surgeons  in  1928. 

In  addition  to  the  building  up  of  a large  practice  in  his  field,  Dr. 
Qualls  has  acted  as  Secretary  of  the  Tennessee  State  Board  of  Medical 
Examiners  since  1935.  In  this  capacity  he  has  rendered  an  invaluable 
service  to  the  medical  profession  and  to  the  public  at  large  by  promoting 
and  doggedly  insisting  upon  the  passage  of  legislation  in  this  state  to 
curb  the  practice  of  off-brand  types  of  so-called  medical  practice.  He  has 
taken  the  lead  in  having  a real  Basic  Science  Law  passed.  He  has  been 
untiring  in  prosecuting  quacks  and  all  kinds  of  illegal  medical  fakirs. 
By  no  means  the  least  of  his  successful  endeavors  to  clean  up  medicine 
in  Tennessee  was  his  attack  on  the  one  thousand  or  more  Naturopaths 
who  recently  practiced  at  will  in  this  State.  He  is  a leader  and  a crusader 
for  the  right. 

The  medical  profession  is  safe  in  Harley  Qualls’  hands.  They  are 
strong  and  competent. 


J.  J.  H. 
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Harley  W.  Qualls,  m.d. 

President,  Tennessee  State  Medical  Association 
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Selective  Service  Act  of  1948 
“Notwithstanding  any  other  provi- 
sions of  this  Act,  the  President  is  au- 
thorized, pursuant  to  requisitions  sub- 
mitted by  the  armed  forces,  to  require 
special  registration  of  and  to  make 
special  calls  for  members  of  the  med- 
ical, dental,  and  veterinary  professions, 
who  have  not  yet  reached  the  age  of 
forty-five  at  the  time  of  such  call  in 
such  professional  categories  as  he  shall 
determine,  and  persons  called  here- 
under shall  be  liable  for  induction  for 
not  to  exceed  twenty-four  months  of 
service  in  the  armed  forces.”  (Sec- 
tion 4,  (c)  H.R.  6274,  April  20,  1948.) 
Before  the  introduction  of  this  Bill,  the 
President,  the  Secretary,  and  the  Chairman 
of  the  Legislative  Committee  wired  the 
twelve  members  of  the  Tennessee  Delega- 
tion and  the  Chairman  of  both  the  Senate 
and  House  Committees  on  Armed  Services. 
In  these  telegrams,  attention  was  called  to 
the  following  facts : 

(1)  Such  a law  is  class  legislation  in 
that  other  scientific  and  skilled  personnel 
were  not  subject  to  induction  in  the  same 
age  brackets. 

(2)  The  draft  of  doctors  up  to  age  45 
is  a reflection  on  the  patriotism  of  the 
profession  which  has  never  failed  to  re- 
spond to  every  call  whenever  and  wherever 
needed. 


(3)  In  the  completed  bill,  civilian  needs 
are  not  to  be  considered  in  this  raid  to  in- 
crease the  medical  corps.  The  “armed 
forces”  requisition  doctors  under  45  years 
of  age  and  the  President  fills  the  order, 
providing  three  doctors  per  thousand  net 
inductees,  regardless  of  all  other  considera- 
tions. 

The  week  following  the  sending  of  these 
fourteen  telegrams,  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  As- 
sociation met.  The  House  instructed  the 
Secretary  to  wire  the  same  members  of 
Congress.  The  House  approved  unanimous- 
ly the  action  of  the  President,  Secretary, 
and  Chairman  of  the  Legislative  Committee 
in  sending  the  protest  in  the  name  of  the 
Association. 

The  members  of  the  Tennessee  Delega- 
tion have  answered  these  wires.  We  were 
assured  that  our  protest  against  the  threat- 
ened discrimination  against  the  profession 
would  be  carefully  considered  if  the  bill, 
when  introduced,  contained  the  objection- 
able provisions. 

The  next  week  the  House  Committee  on 
Armed  Services  introduced  its  draft  bill. 
We  have  quoted  the  objectionable  section 
at  the  head  of  this  editorial.  The  other 
State  Medical  Associations  have  added  their 
protests.  The  bill  will  probably  be  given 
priority  and  may  pass  the  House  of  Rep- 
resentatives before  this  issue  of  the  Journal 
is  received.  If  the  bill  has  not  been  passed 
by  the  House,  a wire  to  your  Congressman 
may  help  defeat  it. 

The  Senate  Committee  has  not  introduced 
a companion  bill.  So  a protest  from  mem- 
bers of  this  Association  to  the  Senators  will 
have  an  effect  in  preventing  a law  which 
not  only  discriminates  against  the  doctor 
but  also  impugns  the  doctor’s  patriotism, 
and  disregards  the  needs  of  the  civilian 
population. 


The  113th  Annual  Meeting 
As  a matter  of  record,  we  should  report 
some  of  the  high  points  of  the  session  which 
was  held  in  Nashville,  April  13,  14,  and  15, 
1948.  Of  course,  the  proceedings  of  the 
House  of  Delegates  will  be  published  in  due 
time.  The  scientific  papers  will  fill  most  of 
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The  Journal  during  the  coming  year. 
There  are  a few  facts  which  should  be  men- 
tioned in  this  issue. 

The  House  of  Delegates  voted  favoring 
Voluntary  Prepayment  Medical  Care  Plans 
to  be  offered  by  commercial  carriers  sim- 
ilar to  the  Rhode  Island  plan.  Data  are 
being  secured  to  guide  the  committee  in 
carrying  out  the  decision. 

The  attendance  at  the  meeting  was  good. 
The  figures  of  the  registration  desk  show 
that  501  doctors  were  present.  Seventy- 
four  exhibitors  displayed  scientific  and  com- 
mercial material  of  interest  to  the  members. 

The  host  society  served  luncheons  on 
Tuesday  and  Thursday.  Dr.  Don  Clawson, 
Dean,  Meharry  Medical  School,  spoke  at  the 
first  of  these  luncheons,  discussing  the  Near 
East  situation.  Dr.  E.  R.  Zemp  enter- 
tained those  present  at  the  Thursday  lunch- 
eon with  typical  “Zemp  stories”  told  as 
only  he  can  tell  them. 

The  House  of  Delegates  voted  to  recog- 
nize all  the  doctors  who  have  practiced 
medicine  for  fifty  years.  This  will  be  part 
of  next  year’s  program.  Each  50-year  man 
will  be  presented  with  a lapel  button  in 
recognition  of  his  service.  Then  it  was  dis- 
covered that  about  a dozen  past-presidents 
served  the  Association  before  the  retiring 
president  was  presented  a gavel.  So  next 
year’s  meeting  will  have  the  pleasure  of 
acknowledging  the  services  of  these  past- 
presidents. 

For  the  Election  of  Officers  and  Appoint- 
ment of  Committees,  you  are  referred  to 
the  last  page  of  the  reading  matter  of  this 
issue.  It  might  be  added  that  a number 
of  committees  were  discontinued,  so  if  a 
committee  is  not  listed,  it  has,  very  prob- 
ably, been  abolished.  On  the  other  hand, 
some  new  committees  have  been  created. 
All  committeemen  have  been  notified  and 
most  of  them  have  accepted  the  appoint- 
ments. 


The  National  Health  Conference 
We  produce  in  this  issue  a lengthy  report 
of  the  National  Health  Conference.  Every 
member  of  the  Association  should  study 
this  report  very  carefully.  By  special  ar- 
rangement, the  services  of  Mr.  Edward  F. 


Stegen,  formerly  with  the  National  Phy- 
sicians’ Committee,  were  secured  to  report 
this  conference. 

Before  the  meeting  it  was  feared  that 
Mr.  Ewing,  Director  of  Social  Security, 
might  be  planning  a large  conference  of 
those  favoring  certain  government  policies 
of  a controversial  nature.  A limited  num- 
ber of  opponents  of  these  policies  were  to 
be  invited  just  to  voice  their  objections  and 
then  to  be  outvoted  in  the  “findings”  of  the 
conference.  This  feeling  was  so  strong  that 
some  of  those  invited  declined  to  be  present. 

But  this  is  not  written  to  discuss  the  con- 
ference. It  is  written  to  stimulate  a wider 
reading  and  study  of  Mr.  Stegen’s  report. 


AND  WE  QUOTE 


“My  Patient” 

One  of  the  most  frequent  remarks  one 
hears  in  the  shop  talk  of  doctors  is  “my 
patient.”  They  talk  in  the  most  possessive 
manner.  Too  often  they  regard  the  patient 
as  personal  property.  Some  doctors  actu- 
ally become  perturbed  when  they  see  a pre- 
vious patient  admitted  to  a hospital  on 
another  doctor’s  service.  They  go  so  far 
as  to  remark  that  doctor  so-and-so  “stole” 
their  patient. 

The  patient  chooses  the  doctor.  The  doc- 
tor does  not  choose  the  patient.  Don’t  flat- 
ter yourself  because  a patient  consults  you 
in  your  office  or  calls  you  to  his  home.  Don’t 
become  too  possessive.  Remember  that  the 
patient  is  here  just  so  long  as  you  render 
him  service  that  is  satisfactory  to  him  at 
a price  he  is  willing  to  pay.  You  must  play 
fair  with  that  patient. 

A busy  doctor  may  send  a young  doctor 
to  call  on  one  of  his  patients.  The  patient 
may  be  pleased  with  that  service  and  calL 
that  doctor  when  he  desires  his  services.. 
The  patient  has  every  right  to  do  this,  and 
the  young  doctor  has  ever  right  to  render 
this  service. 

In  order  to  maintain  the  patient  as  “your 
patient,”  it  is  necessary  for  you  to  render 
satisfactory  service. — Pennsylvania  Medical 
Journal,  October,  1947. 
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DEATHS 


Alvah  Clark  Dickson,  M.D.,  Donelson; 
University  of  Nashville  School  of  Medicine, 
1899;  aged  70;  died  April  25,  1948. 


James  S.  Covey,  M.D.,  Culleoka;  Vander- 
bilt University  School  of  Medicine,  Nash- 
ville, 1893;  aged  79;  died  April  27,  1948. 


Charles  Harold  Avent,  M.D.,  Memphis; 
University  of  Tennessee  College  of  Medi- 
cine, Memphis,  1932;  aged  40;  died  Feb- 
ruary 15,  1948. 


Robert  Tate  Nowlin,  M.D.,  Memphis; 
Memphis  Hospital  Medical  College,  1913; 
aged  69;  died  February  28,  1948. 


NEWS  NOTES  AND  COMMENTS 


Postgraduate  Study 

The  course  in  Cancer  by  Dr.  Lyndon  Lee 
of  Ann  Arbor,  Michigan,  has  just  closed 
in  the  teaching  centers  of  Lawrenceburg, 
Fayetteville,  Pulaski,  Columbia,  Franklin, 
and  a group  for  colored  doctors  at  Meharry 
Medical  College.  A total  of  87  physicians 
participated  in  the  program  for  this  cir- 
cuit district.  Doctor  Lee  reports  a total 
of  209  consultations  among  the  doctors  for 
the  ten  weeks  period. 

Many  state  they  have  had  their  interest 
in  the  subject  of  cancer  quickened  after 
hearing  Doctor  Lee,  and  declare  that  his 
material  in  this  subject  the  best  organized 
and  delivered  of  anything  to  which  they 
have  listened  for  some  years. 

Indications  of  the  practical  phase  of  his 
program  is  that  Doctor  Lee  is  called  at 
night  often  after  his  lectures, to  see  cases, 
something  he  is  always  willing  to  do,  no 
matter  how  far  he  may  have  to  drive  that 
night  to  his  next  point  of  duty.  He  has. 
also  been  called  back  in  many  instances  to 
see  patients  in  consultations  in  other  cir- 
cuits after  his  teaching  ended  for  that  cir- 
cuit, but  which  he  does  if  he  has  time.  He 


has  assisted  many  surgeons  with  operative 
cases,  and  sometimes  several  of  a group  are 
invited  in  to  see  the  operation,  giving  prac- 
tical demonstration  of  opinions  advanced  in 
and  during  the  lectures.  Some  of  these 
patients  the  groups  have  had  the  oppor- 
tunity to  watch  the  results  of  treatments 
during  the  ensuing  weeks  as  part  of  their 
study. 

The  week  of  May  3,  the  course  opened 
in  the  following  centers  with  enrollment 
indicated  for  each:  Murfreesboro,  19;  Gal- 
latin, 18;  Lebanon,  13;  Winchester,  8; 
Shelbyville,  14.  Total,  72. 

Indications  are  several  more  will  register 
for  the  above  centers  during  the  next  week 
or  two.  Doctor  Lee,  following  this  circuit, 
will  open  with  instruction  in  July  in  Knox- 
ville, Newport,  Morristown,  Oak  Ridge  and 
La  Follette. 

Any  physician  or  friend  of  the  profes- 
sion who  has  a furnished  cabin  with  two 
bed  rooms  in  the  Smoky  Mountain  area 
within  reach  of  the  above  centers  who 
would  be  willing  to  lease  the  same  to  Dr. 
Lee  and  his  family  for  ten  weeks  following 
July  12th  will  furnish  a real  service  to 
this  postgraduate  program  and  can  com- 
municate direct  with  Dr.  Lyndon  Lee,  1612 
Stokes  Lane,  Nashville,  or  better  still,  tele- 
phone him  or  Mrs.  Lee,  Phone  8-1583 
(Nashville). 


Officers  for  the  Tennessee  Academy  of 
General  Practice  are:  Dr.  D.  J.  Johns,  Nash- 
ville, President;  Dr.  L.  C.  Jackson,  Dickson, 
Secretary-Treasurer.  Vice-Presidents:  for 
East  Tennessee,  Dr.  J.  M.  Cox,  Lake  City ; 
Middle  Tennessee,  Dr.  C.  B.  Roberts,  Spar- 
ta; for  West  Tennessee,  Dr.  H.  B.  Everett, 
Memphis. 


The  newly  elected  officers  for  the  Tennes- 
see State  Academy  of  Ophthalmology  and 
Otolaryngology  for  1948-49  are  Dr.  Henry 
Carroll  Smith,  Nashville,  President;  Dr. 
William  A.  Garrott,  Cleveland,  Vice-Presi- 
dent; Dr.  Roland  H.  Myers,  Memphis,  Sec- 
i etary-Treasurer. 


Officers  for  the  Tennessee  Pediatric  So- 
ciety are  Dr.  W.  0.  Vaughan,  Nashville, 
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President;  Dr.  0.  L.  Von  Canon,  Chatta- 
nooga, Vice-President;  Dr.  Barton  Etter, 
Memphis,  Secretary-Treasurer. 


Postgraduate  Course  in  the  Modern 
Treatment  of  Fractures  and  Other  Trau- 
matic Conditions  will  be  given  in  Massa- 
chusetts General  Hospital,  September  20-29. 

The  course  is  under  the  auspices  of  the 
Harvard  Medical  School  and  lectures  are 
given  by  eighty  outstanding  men.  For 
further  information,  write  Assistant  Dean, 
Courses  for  Graduates,  Harvard  Medical 
School,  25  Shattuck  Street,  Boston,  Massa- 
chusetts. 


At  the  meeting  of  the  Tennessee  State 
Medical  Association  held  in  Nashville  April 
13,  14,  and  15,  1948,  the  following  officers 
were  elected : 

President-elect,  Dr.  N.  S.  Shofner,  Nash- 
ville. 

Vice-Presidents,  Drs.  D.  J.  Zimmerman, 
Morristown;  C.  D.  Giles,  Gallatin;  John  C. 
Pearce,  Jackson. 

Secretary,  Dr.  Wm.  M.  Hardy,  Nashville. 

Trustees,  Drs.  A.  M.  Patterson,  Chatta- 
nooga, and  E.  G.  Kelly,  Memphis. 

Speaker  of  the  House  of  Delegates,  Dr. 
E.  R.  Zemp,  Knoxville. 

Delegates  to  the  American  Medical  As- 
sociation, Dr.  R.  B.  Wood,  Knoxville;  Dr. 
Edward  T.  Newell,  Sr.,  Chattanooga,  Alter- 
nate. 


The  Chicago  Medical  Society  is  offering 
physicians  of  the  country  two  postgraduate 
courses  in  September.  A course  in  Hema- 
tology and  Neurology  will  be  given  Sep- 
tember 13-18,  and  another  in  Cardiovascu- 
lar and  Respiratory  Diseases  will  be  given 
September  20-25,  1948. 

The  sessions  will  be  held  in  Thorne  Hall 
on  Northwestern  University  Medical  School 
campus. 

An  outstanding  group  of  teachers  from 
all  sections  of  the  United  States  will  make 
up  the  faculty. 

Information  may  be  secured  by  writing 


the  Chairman,  Committee  on  Postgraduate 
Medical  Education,  Chicago  Medical  Soci- 
ety, 30  North  Michigan  Avenue,  Chicago  2, 
Illinois. 


To  help  the  business  community  keep  in 
step  with  the  scores  of  innovations  now 
being  marketed,  over  a thousand  new  prod- 
ucts and  services  gathered  in  a nation-wide 
survey  of  manufacturers  have  just  been 
compiled  into  a compact  80-page  “New 
Products”  booklet  by  the  N.  Y.  Journal  of 
Commerce.  More  than  750  different  con- 
cerns are  listed  in  this  compilation,  along 
with  a detailed  description  of  the  new  prod- 
ucts they  are  about  to  introduce.  Copies 
of  this  1948  edition  of  “New  Products”  may 
be  had  at  50  cents  each  from  the  N.  Y.  Jour- 
nal of  Commerce,  63  Park  Row,  New  York. 

Highlighted  in  this  comprehensive  mar- 
keting study  are  such  innovations  as  cock- 
tail-proof dress  fabrics  . . . flame-resisting 
and  photo-printed  textiles  . . . “rejuve- 
nated” rubber  . . . new  automobile  repair 
techniques  . . . collapsible  aluminum  trail- 
ers . . . multi-purpose  vending  machines  . . . 
infra-red  heating  units  . . . wrinkle  meters 
. . . noiseless  rubber  tire  chains  . . . mag- 
negic  whiskbrooms  . . . pre-cooked  food 
products  . . . and  a whole  host  of  new 
plastic  items  ranging  from  rotproof  rope 
and  football  helmets  to  piano  keys  and  gun- 
stocks.  Names  and  addresses  of  all  manu- 
facturers are  provided  in  an  accompanying 
product  index. 


University  of  Pennsylvania  Medical 
Alumni  will  hold  a dinner  at  the  Convention 
of  the  American  Medical  Association  in 
Chicago,  Wednesday,  June  23,  1948,  at  the 
Lake  Shore  Club,  850  Lake  Shore  Drive. 
On  arrival  in  Chicago,  alumni  should  con- 
tact Miss  Frances  R.  Houston,  Executive 
Secretary  of  the  Medical  Alumni  Society,  at 
the  University  of  Pennsylvania  registration 
booth. 


Twenty  international  medical  and  scien- 
tific authorities  will  present  papers  on  polio- 
myelitis at  the  First  International  Polio- 
myelitis Conference  in  New  York  City, 
June  12-17. 
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$20,000  Research  Grant  Made  to  N.  Y.  U 
College  of  Medicine  for 
Alcoholism  Study 

An  announcement  has  been  made  today  by 
Joseph  Hirsh,  Acting  Director  of  the  Re- 
search Council  on  Problems  of  Alcohol  of 
a grant  in  the  amount  of  $20,000  to  New 
York  University  College  of  Medicine  for 
a study  on  biochemical  and  endocrinolog- 
ical factors  in  alcoholism.  This  study  is  to 
be  undertaken  in  the  Department  of  Medi- 
cine under  the  direction  of  Dr.  James  J. 
Smith. 

This  grant  to  N.  Y.  U.  College  of  Medi- 
cine is  the  second  made  this  spring  by  The 
Research  Council  on  Problems  of  Alcohol 
to  special  investigations  in  the  field  of  alco- 
holism. “This  week,”  Mr.  Hirsch  an- 
nounced, “a  grant  of  $30,000  to  Cornell 
University  Medical  College  was  made.” 


WOMAN'S  AUXILIARY 


Mrs.  Oscar  G.  Nelson,  Nashville,  was 
elected  President  of  the  Woman’s  Auxiliary 
to  the  Tennessee  State  Medical  Association 
at  the  meeting  held  April  14,  1948. 

Widely  known  as  a leader  in  church  and 
civic  affairs  in  Nashville,  Mrs.  Nelson 
served  with  her  husband,  Dr.  Nelson,  as  a 
medical  missionary  in  China  from  1915  to 
1926.  While  there,  under  the  auspices  of 
the  Presbyterian  Board  of  Missions,  Mrs. 
Nelson  took  active  part  in  the  affairs  of 
Huchow  General  Hospital,  where  Dr.  Nel- 
son was  surgeon-in-chief. 

She  is  a member  of  the  Vanderbilt  Wom- 
an’s Club  and  Scarritt  Woman’s  Club,  and 
has  served  as  secretary  of  the  Woman’s 
Civic  Forum.  During  the  war  she  was 
engaged  in  canteen  work.  For  the  past 
year  she  has  been  chairman  of  the  Wom- 
an’s Division  of  United  China  Relief. 

Mrs.  Nelson  is  a member  of  the  Second 
Presbyterian  Church  and  is  Secretary  of 
the  Board  of  the  Neighborhood  House,  run 
by  the  Presbyterian  Churches  of  Nashville. 
She  has  also  served  as  president  of  the  Da- 
vidson County  Medical  Auxiliary. 


Program  of  the  25th  Annual  Meeting  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  June  21-25,  1948, 

Hotel  LaSalle,  Chicago,  Illinois. 

Sunday,  June  20 — Preconvention  Meetings. 
Monday,  June  21 — 

9 :30-12 :30 — Business  meetings. 

12:30  p.m. — Luncheon,  Board  of  Direc- 
tors. 

4:00  p.m. — Tea  in  honor  of  Mrs.  Eustace 
Allen,  President  and  Mrs.  Luther  Kice, 
President-elect. 

Tuesday,  June  22 — 

9:00  a.m. — Formal  opening  of  the  con- 
vention. 

General  business  session. 

12:00  p.m.— Luncheon  honoring  past  presi- 
dents of  Auxiliary  to  American  Medi- 
cal Association. 

2 :00  p.m. — Reports  of  Board  of  Directors 
and  Chairmen  of  Committees 

4:00  p.m. — Round  table  discussion. 

8:00  p.m. — Opening  of  A.M. A.  meeting. 
Wednesday,  June  23 — 

9 :00  a.m. — Business  session. 
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12:30  p.m. — Luncheon  honoring  Mrs. 
Eustace  Allen  and  Mrs.  Luther  Kice. 

2:00  p.m. — Joint  meeting  of  Advisory 
Council  of  the  A.M.A.  and  Board  of 
Directors  of  the  Woman’s  Auxiliary. 

2:30  p.m. — Unfinished  business.  Elec- 
tion of  officers  and  installation  cere- 
mony. 

Thursday,  June  24 — 

9 :30  a.m. — Meeting  of  the  Board  of  Di- 
rectors. 

6:30  p.m. — Annual  Dinner  of  the  Wom- 
an’s Auxiliary  for  members,  husbands 
and  guests. 

9:00  p.m. — Reception  and  ball  in  honor 
of  the  President  of  the  American  Medi- 
cal Association. 


MEDICAL  SOCIETIES 


Davidson  County: 

April  27 : Symposium — “Jaundice.”  Dr. 
Jack  Witherspoon,  moderator.  Drs.  C.  C. 
Trabue,  Robert  Finks  and  Edgar  Jones, 
discussers. 

May  4 : A memorial  service  was  held  for 
the  four  members  who  have  died  during  the 
past  year,  namely,  Alvah  C.  Dickson,  Wal- 
ter M.  Lott,  Jefferson  C.  Pennington,  and 
Milton  Tharp. 

Portraits  are  being  painted  of  the  seven 
Academy  members  who  have  been  Presi- 
dents of  the  American  Medical  Association. 
The  first  of  these  portraits,  that  of  Dr. 
W.  T.  Briggs,  was  unveiled  at  this  meeting. 
Dr.  Owen  H.  Wilson  read  a portion  of  the 
tribute  to  Dr.  Briggs  written  by  Dr.  John  H. 
Callender.  Dr.  Wilson  added  personal  remi- 
niscences of  Dr.  Briggs.  The  portrait, 
which  was  painted  by  Mrs.  Max  Moulder, 
was  then  unveiled  by  Miss  Binnie  Briggs 
Barr,  “a  great-great-granddaughter  of  Dr. 
Briggs  and  the  granddaughter  of  a great, 
great  physician,  Dr.  Richard  A.  Barr.” 
May  11:  “Modern  Methods  in  the  Treat- 
ment of  Pulmonary  Tuberculosis,”  by  Dr. 
Hollis  E.  Johnson.  Discussed  by  Drs.  Earl 
P.  Bowerman,  Robert  McCracken,  Rollin  A. 
Daniel,  Jr.,  and  W.  Huston  Tanksley. 


OTHER  MEDICAL  SOCIETIES 


Middle  Tennessee  Medical  Society 
The  one  hundred  seventh  semi-annual 
meeting  of  the  Middle  Tennessee  Medical 
Society  will  be  held  at  Fayetteville  on  May 
20th. 


American  Urological  S.  E.  Section 
The  Southeastern  Section  of  the  Ameri- 
can Urological  Association  announces  re- 
ceipt of  a $1,000  donation  from  Mr.  and 
Mrs.  William  R.  McEwen,  Ft.  Lauderdale, 
Florida.  The  fund  is  to  be  used  to  stimu- 
late research  on  the  problem  of  “Urinary 
Bladder  Dysfunction.”  An  award  of  $250 
will  be  made  for  the  best  essay  presented 
before  the  annual  meeting  of  the  South- 
eastern Section.  Competition  is  open  to 
men  who  have  graduated  from  medical 
school  within  the  past  ten  years.  Further 
information  may  be  obtained  by  writing  to 
Dr.  Russell  B.  Carson,  408  Sweet  Building, 
Ft.  Lauderdale,  Florida,  Secretary-Treas- 
urer of  the  Southeastern  Section  of  the 
A.  U.  A. 
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ANESTHESIA 

By  H.  M.  Aushqrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Use  of  Adrenalin  to  Prolong  Spinal  Analgesia. 

Shane,  Tess  M„  and  Ruiz,  E.  T.  Am.  J.  Surg., 

74:  189-91  (Aug.),  1947. 

A third  method  of  prolonging  spinal  analgesia 
is  presented  in  which  relatively  small  amounts  of 
anesthetic  mixed  with  adrenalin  prolongs  the  ef- 
fect. (The  two  methods  in  use  are  (1)  concen- 
tration of  the  anesthetic  drug  and  (2)  the  con- 
tinuous spinal  technique.)  It  was  found  in  two 
hundred  patients  who  were  anesthetized  with  heavy 
pontocaine  dextrose  solutions  containing  varying 
amounts  of  1:1,000  adrenalin  that  analgesia  was 
prolonged  to  almost  double  the  time  produced  by 
pontocaine  dextrose  alone.  The  prolongation  of 
motor  relaxation,  though  somewhat  increased,  was 
unpredictable.  Because  of  the  unpredictable  dura- 
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tion  of  relaxation,  continuous  spinal  analgesia  was 
used  in  operations  requiring  more  than  two  hours. 
The  intervals  between  subsequent  injections  were 
more  widely  spaced  when  adrenalin  was  added  to 
the  anesthetic  solution. 

For  any  single  spinal  injection,  regardless  of 
whether  6,  8,  10  or  12  mgm.  of  pontocaine  was 
used,  only  0.2  cc.  of  1:1,000  adrenalin  was  added 
to  the  pontocaine  dextrose  mixture. 

There  was  no  vasopressor  effect  as  indicated  by 
the  rise  in  blood  pressure  in  the  patients  in  which 
adrenalin  was  added  to  the  anesthesia  mixture. 
The  incidence  of  post-operative  complications  such 
as  post-spinal  headache  or  other  neurological  se- 
quelae were  no  greater  after  the  use  of  adrenalin 
than  when  it  was  not  used.  Adrenalin  was  the 
most  effective  of  the  vaso-constrictors  which  were 
used  in  these  experiments. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Hereditary  Disturbance  of  Cholesterol  Metabolism: 

A Factor  in  the  Genesis  of  Atherosclerosis. 

Ernest  P.  Koas,  M.D.,  Albert  D.  Parets,  M.D., 

and  David  Adlersberg,  M.D.,  New  York.  N.  Y. 

American  Heart  Journal,  35,  No.  4,  611-622 

(April),  1948. 

The  high  instance  of  coronary  atherosclerosis 
and  myocardial  infarction  among  patients  with 
hereditary  disturbance  of  cholesterol  metabolism, 
such  as  xanthomatosis,  is  well  known.  Families 
with  this  disease  are  by  no  means  as  rare  as  was 
once  believed.  The  only  manifestation  of  the  dis- 
ease is  a high  level  of  serum  cholesterol. 

Several  studies  have  shown  that  patients  with 
coronary  artery  disease  have  higher  average  serum 
cholesterol  values  than  normal  individuals. 

The  present  study  concerned  122  patients  with 
proved  coronary  artery  disease  whose  symptoms 
began  below  the  age  of  50.  Most  of  the  siblings 
of  these  families  were  studied.  The  average  serum 
cholesterol  determinations  of  the  patients  were 
316  mg./lOO  cc.  The  average  serum  cholesterol 
value  for  normal  humans  using  this  method  is  be- 
tween 180  and  220  mg. 

Over  half  of  the  122  patients  had  serum  choles- 
terol values  higher  than  300  mg./lOO  cc. 

Of  the  families  of  these  patients  about  30  per 
cent  of  the  siblings  had  an  elevation  of  serum 
cholesterol  above  normal. 

This  study  lends  support  to  previous  clinical 
investigations  indicating  a disturbance  in  choles- 
terol metabolism  is  probably  concerned  with  the. 
genesis  of  some  patients  with  coronary  athero- 
sclerosis. 

The  authors  point  out  that  therapeutic  measures 
for  correcting  abnormal  cholesterol  metabolism 
may  reasonably  be  anticipated  and  they  mention 


that  the  iodide  compounds  prevent  the  development 
of  experimental  atheroma. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


The  Treatment  of  Pelvic  Endometriosis.  Herbert 

E.  Schmitz,  M.I).,  and  Janet  E.  Towne,  M.I)., 

Chicago,  Illinois.  Am.  .1.  Obst.  and  Gynec.,  55: 

4,  p.  583,  587,  April,  1948. 

Pelvic  endometriosis  occurs  most  frequently  in 
the  childbearing  period  and  is  a major  cause  of 
sterility.  Conservative  treatment,  which  will  in- 
crease the  possibility  of  conception  is,  therefore, 
the  most  desirable  form  of  therapy.  A review  of 
130  cases  treated  with  this  intent  shows  that  57, 
or  43.9  per  cent,  were  treated  by  surgical  pro- 
cedure. Ten,  or  17.6  per  cent,  required  radical 
surgery  (removal  of  both  ovaries  with  or  without 
the  uterus).  Forty-seven,  or  82.4  per  cent,  had 
one  or  both  ovaries  preserved,  and  eleven  later 
conceived,  giving  birth  to  thirteen  infants,  an  in- 
cidence of  23.6  per  cent  or  a corrected  incidence 
of  27.5  per  cent.  X-ray  therapy  was  employed  in 
twenty-nine  cases,  of  which  seventeen  were  given 
sufficient  dosage  to  cause  a permanent  menolysis. 
Twelve  were  treated  with  smaller  dosage,  causing 
a menolysis  of  from  three  to  eight  months.  In 
this  group  two  conceived  and  delivered  three  in- 
fants, an  incidence  of  conception  of  16.6  per  cent. 
X-ray  therapy  in  this  group  proved  satisfactory 
for  secondary  therapy  when  conservative  surgery 
had  failed.  X-ray  therapy  of  sufficient  intensity 
to  destroy  ovarian  function  is  indicated  in  cases 
where  endometrial  tissue  has  invaded  the  bowel 
or  bladder.  It  obviates  the  necessity  of  surgical 
resection  with  its  increased  risk.  Watchful  ex- 
pectancy or  male  hormone  therapy  is  of  value  in 
cases  with  minimal  disease  and  symptoms  in  young 
women.  It  enable  one  to  postpone  more  radical 
procedures  to  the  years  when  such  therapy  is  less 
costly. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Bagasse  Disease  of  the  Lungs.  Lemone,  D.  V., 

Scott,  W.  G.,  Moore,  S.,  and  Koven,  Capt.  A. 

Link.  Radiology,  49:  556  (Nov.)  1947. 

Bagasse  is  the  name  for  sugar  cane  after  it  has 
been  crushed  and  the  juice  has  been  extracted. 
Bagassosis,  a pulmonary  disorder,  results  from  in- 
halation of  dried  bagasse  dust  and  is  a rare  dis- 
ease with  only  30  or  40  cases  reported  in  the 
literature.  It  was  first  described  in  1941  and 
occurs  only  in  people  who  have  been  exposed  to 
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inhalation  of  this  specific  dust.  Industrial  use  is 
seen  in  the  manufacture  of  acoustical  and  thermal 
building  boards  and  material  and,  more  recently, 
in  production  of  refractory  brick.  The  disease  has 
been  localized  to  certain  communities  in  Louisiana 
and  has  not  been  widespread,  for  the  men  handling 
the  finished  products  have  not  been  exposed,  as 
the  heat  and  manufacturing  processes  destroy  the 
fungi  and  bacteria  as  well  as  possible  allergic  pro- 
tein. In  addition,  modern  factories  have  effected 
dust  elimination.  The  disease  has  occurred  in  Eng- 
land and  in  the  brick  industry  in  Missouri.  It  has 
been  seen  in  the  Cuban  sugar  industries. 

The  dust  contains  pitch  particles  with  some 
bundle  and  rind  fibers  and  the  bagasse  yields  3 to 
4 per  cent  ash,  and  50  per  cent  of  this  ash  is 
amorphous  silica.  It  has  been  estimated  that  one 
gram  of  the  air-borne  bagasse  dust  contains  240,- 
000,000  fungal  spores  and  some  twenty  different 
species  have  been  isolated  by  fulture  methods.  A 
review  of  the  case  reports  shows  that  two  months 
of  exposure  is  required  before  symptoms  appear 
and  the  disease  manifests  itself  as  an  acute  febrile 
illness  with  extreme  dyspnea,  a persistent  cough 
with  scanty  mucoid  sputum,  and  a profound  weak- 
ness. The  onset  is  gradual  but  the  dyspnea  is 
extreme.  In  one  series  there  was  a mortality  rate 
of  8.3  per  cent.  On  physical  examination  moist 
rales  are  heard  throughout  both  lungs.  There  has 
been  a moderate  leukocytosis  with  a definite  shift 
to  the  left.  In  addition,  an  eosinophilia  is  usually 
present. 

The  radiographs  have  shown  an  extensive,  fine, 
punctate  infiltration  throughout  both  lungs.  This 
infiltration  tends  toward  a nodular  appearance  as 
the  disease  begins  to  clear.  “There  can  be  no 
radiographic  diagnosis  of  bagasse  disease  of  the 
lungs  without  a history  of  exposure  to  bagasse 
dust.”  The  process  of  pulmonary  infiltration  is 
reversible,  and  this  distinguishes  the  condition  from 
other  pneumoconioses.  Two  months  are  required 
from  the  time  the  disease  is  maximal  with  greatest 
infiltration  before  appreciable  resolution  can  be 
detected  by  X-ray.  In  three  months  minimal 
changes  remain  and  at  five  to  six  months  the  lung 
fields  appear  normal,  radiographically. 

Pathologic  specimens,  which  have  been  rare, 
show  a fibroblasic  reaction  of  the  interstitial  tissue 
with  small  needle-like  spicules  of  an  irregular  for- 
eign material  imbedded  in  the  pulmonary  tissue. 
The  spicules  are  not  numerous  and  average  2x8 
microns.  The  alveolar  cells  are  more  numerous, 
large,  and  possess  a more  “foamy”  cytoplasm.  The 
mechanism  causing  the  lung  changes  is  not  known 
and  the  disease  has  not  been  reproduced  experi- 
mentally in  animals.  From  studies  that  have  been 
made,  the  possibility  that  the  disease  may  be  an 
allergic  pulmonary  reaction  per  se,  or  a contribut- 
ing factor,  cannot  be  ruled  out  but  evidence  in  this 
direction  is  not  strong. 

The  disease,  in  brief,  is  an  acute  bronchiolitis 
and  pneumonia  due  to  bagasse  dust.  Three  cases 
are  reported,  including  a discussion  of  the  symp- 


toms, pertinent  findings,  laboratory  reports,  and 
clinical  course.  Numerous  chest  films  are  repi'o- 
duced. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Methods  of  Treating  Massive  Obstetric  Hemor- 
rhage. John  Totterdale  Cole.  J.A.M.A.,  135: 

142-144,  1947. 

Preliminary  Typing  of  Blood.  For  over  three 
years  it  has  been  the  practice  of  the  Woman’s 
Clinic  of  the  New  York  Hospital  to  determine  the 
blood  group  and  the  Rh  type  of  all  patients  at 
their  first  antepartum  visit.  In  an  earlier  publica- 
tion of  the  value  of  this  procedure  was  indicated 
and  the  author  now  wishes  to  emphasize  it  again. 
In  massive  hemorrhage,  as  will  be  shown,  the  time 
factor  is  of  great  importance,  and  any  measure 
directed  toward  obviating  delay  in  transfusion 
should  not  be  overlooked. 

Precautionary  Measures.  It  has  been  the  policy 
in  this  hospital  to  crossmatch  the  blood  of  all  pa- 
tients prior  to  delivery  if  it  appears  that  a large 
loss  of  blood  may  occur.  Thus,  in  cases  of  twins, 
hydramnios,  myoma  uteri,  varicosities  of  the  vulva, 
excessive  size  of  the  infant,  manual  removal  of 
the  placenta,  or  when  a difficult  forceps  delivery 
is  anticipated,  the  blood  of  the  patient  will  have 
been  crossmatched  during  labor,  and  one  or  more 
pints  of  blood  will  be  held  on  call  for  immediate 
use  at  the  central  blood  bank.  In  the  case  of 
Cesarean  section,  it  has  long  been  a clinic  rule 
that  the  operation  is  not  to  commence  until  one 
pint  (473  cc.)  of  suitable  blood  is  present  in  the 
operating  room.  Recently  precaution  has  gone 
one  step  further.  The  intravenous  administration 
of  sixth-molar  sodium  lactate  solution  is  started 
at  the  time  of  operation,  using  a recipient  trans- 
fusion set  and  a needle  of  adequate  caliber.  Thus, 
if  a transfusion  is  needed  during  the  Cesarean  sec- 
tion, a search  for  veins  will  not  be  necessary. 

The  Time  Factor.  In  the  treatment  of  hemor- 
rhagic shock  delay  in  initiating  appropriate  ther- 
apy is  hazardous.  Many  times  it  is  a fatal  error. 
The  delay  may  usually  be  traced  to  ineffectual 
methods  of  transfusion,  optimistic  estimates  of 
the  amount  of  blood  lost  and  hopeful  waiting  for 
the  patient  herself  to  overcome  irreparable  blood 
loss.  Again,  the  surgeon  who  overlooks  a primary 
hemorrhage  resulting  in  hemorrhagic  hypotension 
may  suddenly  be  faced  with  a secondary  hemor- 
rhage and  irreversible  shock.  It  has  often  been 
observed  that  the  longer  a patient  is  in  a state  of 
shock  the  more  difficult  treatment  is  and  the  more 
unfavorable  the  prognosis. 

The  Obstetric  Blood  Bank.  It  seems  almost  un- 
necessary to  state  that  the  development  of  blood 
banks  has  done  much  to  reduce  the  number  of 
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hemorrhagic  fatalities.  The  New  York  Hospital 
has  been  fortunate  in  having  a large,  active,  gen- 
eral blood  bank.  In  spite  of  these  facilities,  it 
has  been  found  most  useful  to  have  a small  ob- 
stetric blood  bank  on  the  delivery  floor  itself.  This 
bank  contains  two  pints  (946  cc.)  of  type  O,  Rh 
negative,  citrated  whole  blood  which  has  been 
treated  with  Witebsky  blood  group  specific  sub- 
stance to  eliminate  anti-A  and  anti-B  factors.  Two 
pints  (946  cc.)  of  commercial  dried  plasma  are 
also  held  in  reserve.  This  blood  may  be  used  for 
any  patient  without  preliminary  typing  or  cross- 
matching and  is  replaced  from  time  to  time  as  it 
ages.  Any  unit  removed  from  this  bank  is  used 
only  in  an  emergency,  and  the  unit  must  be  imme- 
diately replaced. 

A Method  of  Rapid  Transfusion.  When  a pa- 
tient is  suffering  shock  from  massive  blood  loss, 
the  ordinary  drip  method  of  blood  transfusion  is 
wholly  unsuitable.  Studies  here  indicate  that  if 
recovery  is  to  occur,  at  least  40  per  cent  of  the 
total  blood  lost  should  be  replaced  during  the  first 
hour  following  the  initial  hemorrhage.  Rapid 
treatment  should  not  be  stopped  until  there  has 
been  a definite  response  in  the  blood  pressure,  and 
thereafter  blood  may  be  given  by  the  usual  meth- 
ods until  there  has  been  100  per  cent  or  more 
replacement.  When  an  exceedingly  large  volume 
of  blood  has  been  lost,  such  rapid  replacement  is 
not  possible  by  the  drip  method.  Consequently, 
during  the  past  three  years,  a simple  pressure 
mechanism  has  been  added  to  the  ordinary  trans- 
fusion apparatus. 

Using  this  apparatus  and  maintaining  a pres- 
sure of  120  mm.  of  mercury  in  the  bottle  of  citrated 
blood,  500  cc.  of  blood  may  be  given  quite  rapidly 
(in  7 to  10  minutes  using  an  18  gauge  needle, 
in  2 to  5 minutes  using  a 15  gauge  needle).  Veins 
of  the  arm  or  hand  are  usually  selected  as  the 
site  for  transfusion.  Saphenous  and  femoral  veins, 
although  of  better  caliber,  are  usually  not  readily 
available  during  obstetric  procedures. 

Alkali  Agents.  Dextrose  and  isotonic  solutions 
of  sodium  chloride  have  been  all  but  discarded  as 
therapeutic  measures;  instead,  sixth-molar  sodium 


lactate  solution  is  now  used.  It  has  long  been 
known  that  a straight  line  relationship  exists  be- 
tween the  fall  in  blood  pressure  and  the  alkali 
reserve.  Experimental  evidence  discloses  that  if 
the  acidosis  of  shock  is  not  combatted  it  may  be  a 
major  factor  in  so-called  irreversible  shock  by 
featuring  in  myocardial  and  capillary  damage. 
By  definition,  recovery  from  irreversible  shock  is 
impossible;  but  there  is  evidence  that  the  admin- 
istration of  alkali  agents  proves  useful  in  delaying 
the  onset  of  irreversible  shock  until  the  more  effec- 
tive agents,  such  as  blood  and  plasma,  are  available 
in  sufficient  quantity.  The  secondary  purpose  in 
giving  alkali  agents  is  to  combat  transfusion  re- 
actions which  might  presumably  occur  when  mul- 
tiple transfusions  are  administered. 

The  previously  described  methods  have  been  used 
on  both  the  obstetrics  and  gynecologic  services. 
Since  the  method  was  adopted  there  has  been  no 
deaths  from  hemorrhage  during  3,600  major  and 
3,900  minor  gynecologic  operations.  On  the  ob- 
stetric service,  one  death  due  to  hemorrhage  oc- 
cured  during  14,000  deliveries. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Clinical  and  Histological  Findings  in  the  Optic 

Nerve  in  Acute  Wood  Alcohol  Poisoning.  By  F. 

Wagner.  American  -Journal  of  Ophthalmology. 

April,  1948. 

Sudden  anaurosis  and  papilledema  occurred  in  a 
patient  with  methyl  alcohol  poisoning.  After  death, 
edema  of  the  brain  was  found.  The  eyes  showed 
an  extensive  non-inflammatory  edema  of  the  optic 
nerve  but  no  degeneration.  The  author  believes 
that  the  edema  is  the  cause  of  sudden  decrease  in 
sight  and  that  degeneration  of  the  optic  nerve  and 
ganglion  cells  in  the  retina  is  a later  result  of  the 
poison.  He  recommends  lumbar  puncture  for  early 
treatment. 
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PROGNOSIS  IN  CARCINOMA  OF  THE 

A.  N.  ARNESON,  M.D.f 

The  most  important  factor  in  prognosis 
of  cancer  is  the  clinical  stage  of  advance 
to  which  the  tumor  has  grown.  Spread  of 
cancer  from  its  point  of  origin  is  by  direct 
extension  and  by  dispersion.  Direct  ex- 
tensions of  the  local  growth  proceed  along 
lines  of  least  resistance  in  laminations  of 
tissue  and  beneath  fascial  planes.  Disper- 
sion to  more  distant  points  is  usually  ac- 
complished through  lymphatic  channels,  but 
may  occur  also  through  blood  vessels  or 
along  nerves.  Direct  extensions  produce 
induration.  It  cannot  be  assumed,  however, 
that  borders  of  infiltration  recognized  clin- 
ically represent  the  true  limits  of  invasion. 
For  that  reason,  excision  must  be  made  at 
a safe  margin  beyond  the  indurated  area, 
and  treatment  by  irradiation  must  include 
an  equally  large  volume  of  tissue.  The 
recognition  of  dispersions  is  even  more  dif- 
ficult. Knowledge  of  the  clinical  behavior 
of  a given  type  of  tumor  may  indicate 
points  most  commonly  involved,  but  there 
i-s  no  method  for  predicting  precisely  the 
location  of  all  metastases  that  may  have 
occurred.  That  fact  forms  the  basis  for 
the  radical  procedures  essential  in  the  treat- 
ment of  cancer. 

It  is  obvious  that  tumors  will  show  dif- 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13-15,  1948. 
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cology, and  the  Barnard  Free  Skin  and  Cancer 
Hospital,  Washington  University  School  of  Medi- 
cine, St.  Louis,  Missouri. 


UTERINE  CERVIX* 


ferences  in  clinical  behavior.  Some  will 
undergo  spread  more  promptly  and  more 
widely  than  others.  Advance  in  knowledge 
of  those  biologic  properties  of  tumor  growth 
will  improve  the  quality  of  clinical  prac- 
tice. Successful  surgical  treatment  depends 
upon  the  degree  of  involvement  and  the 
thoroughness  of  the  procedure.  Successful 
radiation  treatment  depends  upon  those 
same  factors  as  well  as  the  degree  of  radio- 
sensitivity of  the  tumor. 

Carcinoma  of  the  uterine  cervix  invades 
directly  tissues  accessible  to  palpation.  For 
that  reason  it  is  possible  to  divide  pa- 
tients into  different  groups  representing 
various  stages  of  advance  of  the  local  le- 
sion. Growth  outside  the  cervix  extends 
radially  in  all  directions  into  the  para- 
cervical tissues.  Alteration  of  a vaginal 
fornix  may  be  the  first  indication  of  inva- 
sion beyond  the  margins  of  the  cervix.  In 
both  the  anterior  and  posterior  directions 
a thin  fascial  plane  acts  as  an  effective 
barrier  to  direct  involvement  of  the  blad- 
der or  rectum.  In  lateral  directions  along 
the  cardinal  ligaments  of  the  uterus,  how- 
ever, infiltration  proceeds  easily  through 
laminations  in  tissue.  That  is  also  the  re- 
gion from  which  dispersions  are  most  apt 
to  occur. 

Lymphatics  of  the  uterus  form  a plexus 
that  converges  near  the  junction  of  the 
corpus  and  cervix.  From  that  point  the 
main  lymph  channels  pass  lateral-ward 
with  the  uterine  vessels.  Anastomoses  are 
made  with  the  iliac  group  of  nodes  that 
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form  the  so-called  primary  group.  Lesser 
lymphatic  connections  pass  out  along  the 
sacrouterine  ligaments  to  the  group  of  sa- 
cral nodes,  and  also  along  the  course  of 
the  ovarian  vessels  to  the  aortic  nodes. 
Those  two  groups  form  the  so-called  sec- 
ondary barrier  of  nodes.  Important  con- 
nections are  also  made  between  the  uterine 
and  vaginal  lymphatics. 

In  the  attempt  to  apply  radical  treatment 
one  must  include  with  the  pericervical  re- 
gion the  cellular  tissues  lateral  to  the  uterus, 
the  upper  vagina,  and  the  primary  and 
secondary  group  of  nodes.  The  iliac  glands 
can  be  brought  into  the  operative  field  for 
surgical  removal  as  well  as  a few  of  the 
secondary  group  along  the  iliac  vessels. 
Surgical  treatment  is  advocated  on  the 
basis  that  those  nodes  are  too  distant  for 
control  by  irradiation,  and  the  contention 
that  metastases  may  be  more  radioresistant 
than  the  primary  tumor.  Whatever  may 
be  the  effectiveness  of  irradiation,  it  is  ob- 
vious that  the  use  of  X-rays  and  radium 
will  deliver  some  radiation  to  the  secondary 
group  of  nodes  not  included  in  operative 
procedures. 

Since  dispersions  and  unrecognizable  ex- 
tensions form  an  important  basis  for  un- 
certainty in  prognosis,  it  is  important  to 
know  if  cervical  cancers  show  clinically 
any  difference  in  behavior  that  might  in- 
dicate a tendency  toward  tumor  spread.1’  2 
A review  of  symptoms  described  by  differ- 
ent patients  shows  that  some  present  early 
lesions  despite  bleeding  and  discharge  of 
long  duration.  That  indicates  for  those  in- 
dividuals prompt  development  of  ulcera- 
tions capable  of  producing  the  symptoms  in 
question.  Other  patients  may  present  ad- 
vanced lesions  despite  the  fact  that  they 
apply  for  examination  immediately  after 
the  appearance  of  the  first  suspicious  symp- 
tom. There  are  factors,  therefore,  that  af- 
fect the  promptness  with  which  the  usual 
warning  signals  of  cancer  may  appear.  It 
can  be  assumed  that  those  who  have  to  do 
chiefly  with  friability  and  susceptibility  to 
ulceration. 

Differences  can  be  noted  also  in  compar- 
ing size  of  the  cervical  tumor  with  stage 
of  clinical  advance.  With  only  slight  ex- 
pansion of  the  cervix  there  may  be  exten- 


sive invasion  of  the  paracervical  and  para- 
metrial  tissues.  Other  patients  may  present 
lesions  with  marked  cervical  enlargement 
that  appear  clinically  to  be  without  deeper 
invasion.  Those  differences  are  due  chiefly 
to  infiltrating  and  everting  qualities  of 
tumor  growth. 

Differences  in  clinical  behavior  can  also 
be  shown  on  the  basis  of  response  to  irra- 
diation. Well-differentiated  tumors  may 
show,  both  clinically  and  histologically, 
lesser  degrees  of  change  after  specified 
amounts  of  radiation  than  do  undifferen- 
tiated forms.  Such  distinctions  may  be  due 
in  part  to  the  more  adult  characteristics 
of  the  differentiated  types.  It  is  not  to  be 
implied,  however,  that  anaplasia  is  synony- 
mous with  curability.  Survival  rates  may 
be  lower  for  undifferentiated  lesions  due  to 
reappearance  from  various  points  of  tumor 
spread.  Variations  in  response  to  irradia- 
tion can  be  seen  also  in  different  clinical 
forms  of  cervical  cancer.  The  soft,  friable, 
everting,  cauliflower  types  present  a more 
favorable  degree  of  radiosensitivity  than 
do  the  hard,  nodular,  fibrotic,  expanded  cer- 
vices of  infiltrating  forms.  Many  cancers 
of  the  cervix  present  tissue  defects  due  to 
necrosis  with  slough  forming  a crater.  In- 
fection is  the  most  common  cause  of  tissue 
death.  Everting  forms  are  more  apt  to 
undergo  severe  degrees  of  infection.  Cra- 
tered lesions  usually  represent  advanced 
stages  of  everting  types,  and  tend  to  show 
favorable  radiosensitivity  despite  the  se- 
vere infections  always  present. 

With  recognizable  differences  in  clinical 
behavior  manifested  by  variations  in  the 
promptness  at  which  symptoms  appear, 
variations  in  size  of  the  primary  lesion  in 
relation  to  stage  of  advance,  and  varia- 
tions in  radiosensitivity  with  histologic  and 
gross  appearance,  it  should  be  possible  to 
correlate  those  biologic  properties  with  ten- 
dencies toward  tumor  spread.  Such  a cor- 
relation can  be  attempted  on  the  basis  of 
survival  rates.  It  should  again  be  noted 
that  the  most  important  factor  in  prog- 
nosis is  the  stage  of  advance.  The  degree 
of  involvement  is  the  only  property  of 
tumor  that  affects  surgical  results.  Radia- 
tion statistics  are  affected  by  stage  of  ad- 
vance as  well  as  radiosensitivity. 
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CANCER  OF  CERVIX  UTERI  1935  - 1942 
Primary  Cases  - Absolute  Statistics 
Relation  of  Histology  to  End  Results 


HISTOLOGY 

NUMBER  OF 

PER  CENT 

5-YEAR  SURVIVAL 

PATIENTS 

TOTAL 

NUMBER 

PER  CENT 

Adult 

114 

66 

43 

38 

Undiffer- 

entiated 

46 

26 

7 

15 

Unclassified 

5 

3 

3 

3 of  5 

Glandular 

8 

5 

2 

2 of  8 

TOTAL 

173 

100 

55 

31.8 

Fig.  I : Five-year  survival  rates  for  different  histologic  types  of  cervical  cancer. 


From  1935  through  1942,  a total  of  173 
patients  with  cervical  cancer  received  pri- 
mary treatment  on  the  gynecological  tumor 
service  of  the  Barnes  Hospital.  Radiation 
alone  was  used  in  the  treatment  of  all  but 
four  patients  in  whom  radical  hysterectomy 
was  combined  with  X-rays.  In  19  patients, 
treatment  was  applied  only  as  a palliative 
procedure.  Aboslute  five-year  survival 
rates  are  given  in  Fig.  I for  different  his- 
tologic types.  Adult  types  of  epidermoid 
carcinoma  represent  66  per  cent  of  the  se- 
ries and  show  a survival  rate  of  38  per 
cent.  Undifferentiated  forms  comprise  26 
per  cent  of  the  group,  but  show  a survival 
rate  of  only  15  per  cent.  It  can  be  assumed 
that  the  lesser  results  for  undifferentiated 
types  are  due  chiefly  to  extensions  and  dis- 
persions that  advance  the  clinical  stage  of 
involvement. 

In  Fig.  II  data  are  given  upon  end  re- 
sults of  different  histologic  types  in  various 
stages  of  clinical  advance,  determined  ac- 
cording to  the  League  of  Nations’  classi- 
fication of  cervical  cancer.  The  adult  forms 
are  two  and  a half  times  more  numerous 
than  the  undifferentiated  lesions.  The  ratio 
of  distribution  in  the  different  stages  of 


advance  is,  however,  quite  unequal.  Among 
the  adult  types  one-sixth  are  classified  in 
Stage  I,  but  that  group  contains  only  one- 
fifteenth  of  the  undifferentiated  lesions. 
The  Stage  IV  group  contains  approximately 
one-tenth  of  the  adult  forms  and  one-fourth 
of  the  undifferentiated  varities.  It  is, 
therefore,  evident  that  anaplasia  is  asso- 
ciated with  the  greater  tendency  toward 
direct  extension  of  cervical  cancer.  In 
Stage  II  patients,  the  average  survival  rate 
for  the  entire  group  is  52.5  per  cent.  For 
the  adult  forms  in  that  group  there  is  an 
even  greater  survival  (56  per  cent),  but 
among  the  undifferentiated  types  only  one- 
fourth  (27  per  cent)  were  alive  and  well 
at  the  end  of  a five-year  period.  That  dif- 
ference in  survival  indicates  a greater  tend- 
ency for  undifferentiated  cancer  to  undergo 
dispersion. 

Fig.  Ill  shows  the  distribution  of  dif- 
ferent gross  types  and  the  survival  rate 
for  each.  Everting  lesions  represent  40 
per  cent  of  the  series.  Of  that  group,  45 
per  cent  are  well  after  a period  of  five 
years.  Infiltrating  types  comprise  30  per 
cent  of  the  group  with  survival  of  only  19 
19  per  cent.  Cratered  lesions  were  found 
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CANCER  OF  CERVIX  UTERI  1935  - 1942 

Primary  Cases  - Absolute  Statistics 

Relation  of  Histology  to  End  Results  in 
Different  Clinical  Groups 


CLINICAL 

GROUP 

PATIENTS 

HISTOLOGIC  TYPE 

TOTAL 

PER  CENT 

ADULT 

UNDIFFER- 

ENTIATED 

UNCLASSIFIED 
AND  GLANDULAR 

I 

Number 

19 

3 

0 

22 

13 

5-year 

14 

2 

0 

16 

72.7 

Number 

43 

11 

5 

59 

34 

II 

5-year 

24 

3 

4 

31 

52.5 

Number 

40 

20 

4 

64 

37 

in 

5-year 

5 

2 

1 

8 

12.5 

Number 

12 

12 

4 

28 

16 

IV 

5-year 

0 

0 

0 

0 

0 

Number 

114 

46 

13 

173 

TOTAL 

5 -year 

43 

7 

5 

55 

31.8 

Fig.  II : Five-year  survival  rates  for  cervical  cancer  in  different  stages  of  clinical 
advance.  The  patients  are  divided  numerically  according  to  histologic  type. 


CANCER  OF  CERVIX  UTERI  1935  - 1942 


Primary  Cases  - Absolute  Statistics 
Relation  Gross  Appearance  to  End  Results 


GROSS 

APPEARANCE 

NUMBER  OF 
PATIENTS 

PER  CENT 
TOTAL 

5-YEAR  SI 

URVIVAL 

NUMBER 

PER  CENT 

Everting 

69 

40 

31 

45 

Infiltrating 

52 

30 

10 

19 

Cratered 

49 

28 

13 

26 

Unclassified 

3 

2 

1 

1 of  3 

TOTAL 

173 

100 

55 

31.8 

Fig.  Ill : Five-year  survival  rates  for  different  gross  types  of  cervical  cancer. 
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CANCER  OF  CERVIX  UTERI  19115-1942 
Primary  Cases  - Absolute  Statistics 


Relation  Gross  Appearance  to  End 
Results  in  Different  Clinical  Groups 


CLINICAL 

GROUP 

PATIENTS 

GROSS  APPEARANCE 

TOTAL 

PER  CENT 

EVERTING 

INFIL- 

CRATERED 

UNCLASS- 

TRATING 

IFIED 

I 

Number 

9 

10 

1 

2 

22 

13 

5-year 

7 

7 

1 

1 

16 

72.7 

Number 

29 

14 

16 

0 
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1 
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Fig.  IV : Five-year  survival  rates  for  cervical  cancer  in  different  stages  of  clinical 
advance.  The  patients  are  divided  numerically  according  to  gross  appearance  of  lesion. 


in  28  per  cent  of  the  patients.  That  group 
presents  a survival  rate  of  26  per  cent, 
which  is  between  the  two  extremes  given 
above. 

In  Fig.  IV  it  can  be  seen  that  the  cratered 
lesions  are  found  principally  in  the  more 
advanced  stages.  Everting  forms  tend  to 
fall  in  the  more  favorable  stages  of  clinical 
advance.  Infiltrating  types  are  distributed 
more  irregularly.  The  gross  distinctions  in 
question  were  not  in  use  during  the  period 
that  patients  of  the  series  here  reported 
were  irradiated.  Classification  into  differ- 
ent gross  types  has  been  made  on  the  basis 
of  the  originally  written  descriptions  of 
the  various  tumors.  It  is  not  as  precise 
as  in  more  recently  treated  patients.  The 
data  do  indicate,  however,  that  everting 
types  are  diagnosed  in  earlier  stages  of 
growth,  due  to  their  more  obvious  appear- 
ance and  to  the  more  prompt  development 
of  clinical  symptoms.  There  is  also  evi- 
dence of  the  better  prognosis  for  everting 
and  cratered  forms. 

In  Stage  II  there  are  29  patients  with 
everting  tumors.  Of  that  number  21,  or 
72  per  cent,  survived.  Among  the  16  pre- 
senting cratered  lesions  9,  or  56  per  cent, 


were  well  after  five  years.  The  average 
survival  for  Stage  II  is  52.5  per  cent,  but 
only  1,  or  7 per  cent,  of  the  14  patients 
with  infiltrating  tumors  survived  the  same 
period.  In  Stage  III  one  can  see  a similar 
result,  but  less  evident  due  to  the  low  aver- 
age survival  for  that  group.  Those  data 
indicate  that  the  cure  rate  for  radiation 
is  affected  adversely  by  infiltrating  tenden- 
cies of  tumor  growth.  The  adverse  effects 
may  be  due  to  greater  radioresistance  as 
well  as  to  a tendency  toward  dispersion. 
The  lesser  survival  rate  for  infiltrating 
tumors  is  not  due  to  a greater  incidence 
of  anaplastic  lesions.  For  the  entire  se- 
ries, the  ratio  of  undifferentiated  and  adult 
types  is  on  the  order  of  1 : 2.5.  No  con- 
sistent deviation  from  those  values  was 
found  in  the  different  gross  forms. 

From  the  data  that  have  been  presented, 
it  appears  that  the  most  important  factor 
in  prognosis  is  the  stage  of  tumor  advance 
that  can  be  recognized  clinically.  For  any 
particular  stage  of  involvement  the  prog- 
nosis varies  according  to  other  biologic 
properties  of  tumor  growth.  Survival 
rates  are  greater  among  patients  presenting 
well  differentiated  tumors,  and  in  those  pre- 
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senting  everting  types  of  growth  with  a 
minimum  of  infection.  With  anaplasia,  or 
with  infiltrating  tendencies,  it  is  reasonable 
to  believe  that  there  is  greater  risk  of 
tumor  dispersion  that  affects  adversely  the 
end  results  of  treatment.  Since  dispersion 
occurs  chiefly  through  lymphatics,  improve- 
ment in  management  of  lymph  node  metas- 
tases  should  result  in  advance  in  clinical 
results. 

Data  upon  lymph  node  metastases  for  cer- 
vical cancer  are  relatively  scant.  In  a pre- 
vious publication  data  were  presented  from 
publications  by  Bonney,  Taussig,  Morton, 
and  other  authors.3  There  is  evidence  that 
the  iliac  nodes  are  involved  in  almost  one- 
third  of  patients  in  whom  the  tumor  is  con- 
fined to  the  cervix  itself.  Almost  half  of 
those  with  parametrial  invasion  have 
lymphatic  dispersions  to  the  primary  group 
of  nodes  (Fig.  V).  Presumably,  the  sec- 
ondary group  of  nodes  undergoes  invasion 
prior  to  the  primary  group  in  only  a small 
percentage  of  patients  (probably  less  than 
5 to  10  per  cent).  There  is  very  little  data 
upon  the  incidence  of  involvement  of  the 
sacral,  lumbar,  and  aortic  nodes.  Neither 


are  data  given  upon  the  association  of 
lymphatic  dispersions  with  different  his- 
tological or  clinical  types  of  cervical  cancer. 

A close  relationship  can  be  demonstrated 
between  lymphatic  dispersion  and  end  re- 
sults. Those  data  are  also  limited  to  the 
primary  group  of  nodes  removed  at  radical 
hysterectomy  or  iliac  lymphadenectomy. 
As  shown  diagramatically  in  Fig  VI,  the 
prognosis  for  operable  patients  without 
demonstrable  metastases  is  more  than  twice 
that  for  those  with  proved  node  involve- 
ment. Among  500  patients  treated  surgi- 
cally, Bonney  found  positive  nodes  in  a total 
of  200.  The  survival  rate  for  that  group 
was  22  per  cent,  but  for  the  300  patients 
with  negatives  nodes,  the  result  was  53  per 
cent.  In  performing  iliac  lymphadenec- 
tomy, Taussig  found  positive  nodes  in  ap- 
proximately one-third  of  his  patients.  Sur- 
vival rates  were  21  per  cent  and  48  per 
cent,  respectively,  for  patients  with  and 
without  proved  metastases. 

The  marked  effect  of  node  involvement 
upon  prognosis  establishes  the  importance 
of  lymphatic  regions  in  the  treatment  of 
cervical  cancer.  The  cervix,  paracervical 


Fig.  V : Diagramatic  representation  of  the  incidence  of  metastases  to  the  primary 
group  of  lymph  nodes  in  operable  cases  of  cervical  cancer  with  and  without  evidence 
of  parametrial  invasion. 
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TREATMENT  OF  CERVICAL  CANCER 

METASTASES  TO  PRIMARY  NODES 
Effect  on  Prognosis  - Operable  Patients 


INCIDENCE 

000 

(Bonney  - Radical  Hysterectomy) 

U U 

(Taussig  - Iliac  Lymphadenectomy) 


SURVIVAL 
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Fig.  VI : Diagramatic  representation  of  lesser  prognosis  for  patients  with  metas- 
tases  to  the  primary  group  of  lymph  nodes  (shaded).  Percentages  are  not  here  con- 
sidered. With  negative  nodes  the  prognosis  is  twice  that  for  proved  metastases. 


tissues,  upper  vagina,  and  a substantial 
segment  of  the  parametrial  tissues  are 
more  available  for  adequate  treatment  by 
surgery  or  by  irradiation.  Surgical  re- 
moval of  the  iliac  group  of  nodes  can  be 
performed  with  a high  degree  of  complete- 
ness, but  the  poor  prognosis  for  patients 
with  proved  metastases  indicates  that  dis- 
persions are  rarely  confined  to  those  nodes 
alone.  All  of  the  lymphatic  regions  are 
admittedly  far  removed  for  control  by  ra- 
dium applied  within  the  uterus  and  in  the 
vagina.  The  quantity  of  radiation  reach- 
ing the  points  in  question  from  X-rays  ap- 
plied externally  or  transvaginally  is  not 
great,  and  is  always  limited  by  tolerance 
of  such  normal  structures  as  intestines.  Of 
considerable  significance,  however,  is  the 
fact  that  the  volume  of  tissue  treated  by 
radiological  methods  includes  the  secondary 
as  well  as  the  primary  group  of  nodes. 
Surgical  procedures  include  the  iliac  group, 
but  only  a few  scattered  nodes  of  the  sec- 
ondary chain  are  brought  into  the  operative 
field.  In  view  of  the  critical  importance 
of  the  lymphatic  regions,  selection  of  a suit- 


able method  of  treatment  depends  upon 
comparing  the  relative  effectiveness  of  sur- 
gery and  radiation. 

Experiences  of  Taussig4,  and  Morton5 
establish  a definite  effect  for  preoperative 
X-rays  upon  the  incidence  of  positive  nodes 
in  the  iliac  group.  As  shown  diagramati- 
eally  in  Fig.  VII,  Taussig  found  node  in- 
volvement in  only  23  per  cent  of  his  patients 
following  preoperative  irradiation  as  com- 
pared with  the  value  of  33  per  cent  for 
iliac  lymphadenectomy  performed  before 
radiation  treatment.  (The  post-radiation 
percentage  value  is  calculated  from  the  au- 
thor’s published  data  since  his  percentage 
values  are  given  for  the  entire  series). 
Morton  found  positive  nodes  in  39.3  per 
cent  of  his  patients,  but  following  irradia- 
tion the  incidence  fell  to  11.4  per  cent.  An 
even  greater  effect  upon  lymph  node  me- 
tastases is  to  be  expected  for  radium  used 
in  conjunction  with  X-rays. 

Clinical  reappearance  of  cancer  should 
be  considered  in  comparing  the  relative  ef- 
fectiveness of  radiation  and  surgery  in  the 
control  of  lymph  node  metastases.  In  Fig- 
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TREATMENT  OF  CERVICAL  CANCER 

METASTASES  TO  PRIMARY  NODES 
Incidence  - Operable  Patients 
Effect  of  External  Irradiation 
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Lymphadenectomy 
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Radical  Hysterectomy 
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Fig.  VII : Diagram  showing  the  effect  of  pre-operative  X-rays  upon  incidence  of 
recognized  metastases  to  the  primary  group  of  lymph  nodes. 


TREATMENT  OF  CERVICAL  CANCER 
REAPPEARANCE  AFTER  OPERATION 
Time  Interval 


Per  Cent 


I 1 Following  Irradiation* 

V//A  Following  Surgery  (Bonney) 

*20  patients  clinically  well  with  later  reappearance  1-9  years  after 
treatment  from  238  primary  cases  (173  ward  - 65  private)  treated 
1935  - 1942. 


Fig.  VIII:  Diagram  showing  percentage  of  total  recurrence  rate  at  specified  times 
following  surgical  or  radiological  treatment  of  cervical  cancer.  None  of  the  radio- 
logically  treated  patients  were  found  to  show  reappearance  after  being  clinically  well 
for  periods  greater  than  nine  years. 
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ure  VIII  is  shown  a diagram  giving  the 
time  interval  and  percentage  values  for  the 
recurrence  rate  after  surgical  and  radio- 
logical treatment.  Bonney0  found  that  65 
per  cent  of  his  total  recurrences  appeared 
within  two  years  after  radical  hysterec- 
tomy. At  the  end  of  five  years  he  experi- 
enced 90  per  cent  of  his  total  recurrence 
rate,  and  none  of  his  patients  was  found 
to  show  reappearing  cancer  if  they  re- 
mained clinically  well  for  a period  of  ten 
years. 

Those  values  are  compared  with  20  pa- 
tients (from  173  ward  and  65  private 
patients)  who  appeared  to  be  clinically  well 
after  radiation  treatment,  but  developed 
later  definite  evidence  of  reappearing  can- 
cer. For  the  radiological  series  the  re- 
spective values  for  the  specified  interval  in 
years  are  60  per  cent,  80  per  cent,  and  100 
per  cent.  The  comparison  may  not  be 
made  upon  the  basis  of  comparable  clinical 
material.  Neither  does  it  attempt  to  con- 
sider the  incidence  of  reappearance.  It 
does  show,  however,  that  factors  responsi- 
ble for  reappearance  act  with  the  same 
speed  for  both  methods  of  treatment.  Pa- 
tients in  the  radiological  series  have  been 


observed  for  periods  ranging  from  five  to 
twelve  years.  The  longest  interval  between 
treatment  and  reappearance  was  nine  years. 

In  Figure  IX  is  shown  a diagram  il- 
lustrating the  location  of  reappearing 
cancer.  The  comparison  with  Bonney’s 
material  is  made  with  the  20  patients  de- 
scribed above.  There  is  close  agreement 
for  the  two  series  in  question.  Reappear- 
ances in  the  lower  pelvis  including  the  va- 
gina, rectum,  and  bladder  may  quite  well 
be  derived  from  small  direct  extensions  not 
recognized  clinically.  It  is  reasonable  to 
believe  that  the  value  of  30  per  cent  shown 
for  radiation  can  be  materially  reduced 
since  many  of  the  patients  treated  early  in 
the  series  were  inadequately  irradiated 
within  the  vagina.  It  is  significant  that 
the  majority  of  reappearances  fall  within 
the  upper  pelvis.  Persistent  tumor  in  the 
more  lateral  portions  of  the  parametria  may 
be  an  important  factor,  but  uncontrolled 
dispersions  to  the  primary  group  of  nodes 
should  be  of  equal  importance.  Tumor  re- 
appearing in  regions  posterior  to  be  peri- 
toneum and  in  vertebra  might  very  well 
be  derived  from  dispersions  to  the  second- 
ary chain  of  nodes.  Metastases  to  distant 
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Fig.  IX:  Diagram  showing  the  distribution  and  location  of  reappearing  cancer  following 
surgical  and  radiological  treatment. 
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regions  represents  escape  of  tumor  cells 
from  any  point  within  the  tumor-bearing 
region. 

As  was  noted  before,  the  comparison  here 
made  may  not  be  based  upon  comparable 
clinical  material.  There  is,  nevertheless, 
evidence  that  factors  responsible  for  reap- 
pearance act  with  the  same  speed  and  in 
the  same  location  for  surgery  as  well  as 
for  radiation.  The  high  incidence  of  selec- 
tion for  the  upper  half  of  the  true  pelvis 
suggests  that  radical  surgical  removal  of 
the  uterus  with  excision  of  the  primary 
group  of  nodes  is  no  more  effective  for 
control  of  tumor  in  those  regions  than  is 
the  use  of  X-ray  and  radium.  An  attempt 
to  establish  statistical  evidence  of  that  fact 
was  made  in  a previous  publication3  by 
comparing  clinical  results  reported  for  sur- 
gery by  Bonney6  with  those  published  by 
Waterman,  DiLeone,  and  Tracy7  for  radia- 
tion treatment.  Bonney  states  that  his 
operability  rate  is  on  the  order  of  63  per 
cent.  Since  500  patients  were  treated  sur- 
gically, it  is  assumed  that  his  total  clinical 
material  was  on  the  order  of  800.  The 
five-year  survival  for  the  surgically  treated 
patients  is  40  per  cent.  A total  of  579 
patients  were  in  the  series  reported  by 
Waterman  et  al.  Schmitz  Stages  I,  II,  and 
III  represent  76  per  cent  of  the  total.  The 
survival  rate  for  that  group  is  43  per  cent. 
The  difference  in  five-year  results  is  on  the 
order  of  8 per  cent.  That  value  is  more 
significant,  however,  due  to  the  fact  a great- 
er percentage  of  the  total  clinical  material 
is  included  in  the  radiologieally  treated 
group.  Furthermore,  Schmitz  Stage  III 
cases  do  not  fall  into  the  generally  accepted 
limits  of  operability. 

Among  the  500  patients  treated  surgi- 
cally by  Bonney,  there  were  300,  or  37  per 
cent  of  the  total  clinical  material,  without 
lymph  node  metastases.  The  survival  rate 
for  that  group  is  53  per  cent.  Schmitz 
Stages  I and  II  of  Waterman’s  series  form 
34  per  cent  of  the  total  clinical  material 
with  a five-year  result  of  61  per  cent.  That 
comparison  is  also  made  unfavorable  to- 
radiation  since  it  is  apparent  that  some  of 
the  radiologieally . treated  patients  must 
have  had  positive  nodes. 

Bonney  found  200  patients,  or  25  per 


cent  of  his  total  material,  with  lymph  node 
metastases.  The  survival  rate  is  22  per 
cent.  Schmitz  Stage  III  patients  in  Wa- 
terman’s data  represent  42  per  cent  of  the 
total  series,  with  survival  of  28  per  cent. 
That  comparison  is  made  on  a basis  that  is 
unfavorable  to  surgery,  since  some  of  the 
radiologieally  treated  patients  may  have 
been  without  lymphatic  dispersions. 

From  those  data  there  is  not  shown  a 
statistical  superiority  for  radical  surgical 
treatment.  In  the  attempt  to  evaluate  sta- 
tisically  the  relative  effectiveness  of  dif- 
ferent methods  of  treatment  for  lymph  node 
metastases,  it  appears  that  radiation  is 
equal,  if  not  superior,  to  surgical  removal. 
It  should  be  noted,  however,  that  the  com- 
parison has  been  made  upon  clinical  re- 
sults that  are  among  the  best  that  have 
been  reported.  Poorly  applied  radiation 
will  not  equal  the  results  following  good 
surgery.  Inadequate  surgery  is  even  less 
effective  than  radiation  treatment  of  inter- 
mediate quality.  The  advances  that  have 
been  made  in  surgical  procedures  challenge 
the  standard  of  radiation  treatment. 

Mention  should  be  made  of  the  extraperi- 
toneal  approach  to  the  regional  nodes  de- 
scribed by  Nathanson.8  The  essential  po- 
sition of  surgery  in  the  treatment  of  cer- 
vical cancer  remains,  however,  as  an  ex- 
perimental procedure.  The  use  of  radical 
hysterectomy  and  iliac  lymphadenectomy  is 
to  be  encouraged  where  facilities  and  in- 
terest are  available  for  study  of  lymph  node 
metastases.  It  is  particularly  important 
that  data  be  obtained  upon  the  effect  of 
radiation  on  lymph  node  metastases.  From 
a clinical  standpoint,  however,  there  are 
risks  involved  in  the  attempt  to  perform 
hysterectomy  after  complete  radiation  treat- 
ment. Increased  technical  difficulties  of 
the  operation  can  be  overcome.  There  is, 
nevertheless,  risk  of  disturbing  the  bal- 
ance between  normal  and  abnormal  tissues. 
Inadequate  quantities  of  radiation  fail  to 
destroy  tumor  cells.  Excessive  amounts 
damage  normal  tissues,  including  the 
tumor-bed,  and  may  result  in  uncontrolled 
growth  of  cancer.  The  clinical  effective- 
ness of  more  practical  doses  of  radiation 
depends  in  part  upon  the  interactions  be- 
tween normal  and  abnormal  tissues.  There 
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is  little  doubt  but  that  residual  nests  of 
viable  tumor  cells  isolated  in  fibrosed  tis- 
sues are  compatible  with  clinical  control 
of  cancer.  Interference  of  that  balance 
between  normal  and  abnormal  tissue  by 
hysterectomy  may  result  in  reactivation  of 
tumor  growth.  The  risk  of  those  sequelae 
should  be  less  for  iliac  lymphadenectomy 
than  for  hysterectomy. 

With  advance  in  knowledge  of  radiation 
effects,  and  advance  in  knowledge  of  bio- 
logic properties  of  tumor  growth,  it  may 
be  possible  to  predict  more  accurately  the 
tendency  toward  dispersion,  as  well  as  the 
points  to  which  involvement  is  most  apt 
to  occur.  It  may  also  be  possible  to  pre- 
dict more  accurately  the  response  to  be 
expected  for  radiation  treatment.  It  is 
not  unlikely  that  certain  tumors  with  in- 
filtrating qualities  will  be  found  best  suited 
to  surgical  treatment.  The  selection  of  pa- 
tients would  then  be  made  upon  a biologic 
basis.  At  the  present  time,  selection  of 
patients  for  surgery  is  made  entirely  upon 
an  empyrical  basis  by  choosing  thin  in- 
dividuals of  relatively  young  age  who  are 
in  good  health  and  present  early  lesions. 
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PSYCHOSOMATIC  DISORDERS* 

CHARLES  W.  MILLER,  JR.,  M.D.,  Memphis 

The  frequency  with  which  psychosomatic 
disorders  are  encountered  in  general  medi- 
cal practice  and  in  practically  all  the  medi- 
cal specialties  is  a point  which  is  now  so 
generally  accepted  that  there  would  appear 
to  be  no  need  to  discuss  it  at  length.  The 
experiences  of  the  writer  as  a psychiatrist 
in  private  practice  and  as  psychiatric  con- 
sultant to  both  military  and  civilian  gen- 
eral hospitals  have  been  that  there  is  no 
field  of  clinical  medicine  in  which  psychi- 
atric techniques  and  methods  do  not  have 
at  least  occasional  application,  and  that  the 
great  majority  of  physicians  are  eager  to 
make  use  of  such  appropriate  psychiatric 
measures  as  will  enable  them  to  treat  more 
effectively  the  previously  forgotten  man  of 
medicine:  the  patient  whose  symptoms  are 
not  dependent  upon  organic  pathology. 

Without  dwelling  on  an  obvious  point 
unduly,  it  may  be  mentoned  that  the  patient 
with  a psychosomatic  disorder  does  not 
appear  in  the  physician’s  office  already 
tagged  with  a diagnosis.  His  symptoms 
may  stimulate  anything  from  peptic  ulcer 
to  heart  disease  to  brain  tumor,  and  there 
is  scarcely  anyone  in  medicine  who  is  im- 
mune from  being  consulted  by  such  a pa- 
tient, no  matter  how  much  a particular 
physician  may  wish  that  he  could  restrict 
his  practice  to  those  ailments  which  are 
more  tangible,  in  the  sense  that  they  yield 
findings  which  can  be  measured  in  the  lab- 
oratory, visualized  by  X-ray,  or  seen  under 
the  microscope.  The  physician  who  dislikes 
psychosomatic  medicine  and  who  states  that 
he  does  “not  see  neurotics”  is  deluding  only 
himself. 

In  view  of  this  prevalence  of  psychoso- 
matic illnesses,  it  is  cause  for  surprise  that 
some  of  the  medical  profession  has  been 
comparatively  slow  to  utilize  available 
knowledge  concerning  the  psychosomatic 
disorders  and  that  there  are  existent  two 
grave  misconceptions  about  these  illnesses. 
The  first  of  these  misconceptions  is  that 
the  diagnosis  can  only  be  made  on  the  basis 
of  exclusion  of  organic  possibilities.  If  the 
X-rays  are  normal,  the  clinical  findings 

*Read  before  the  Tennessee  State  Medical  Asso- 
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negative,  and  the  laboratory  work  unin- 
formative, then,  and  only  then,  can  psycho- 
genic possibilities  be  considered.  It  should 
go  without  saying  that  in  many  psychoso- 
matic illnesses  there  is  definite  need  for  the 
exclusion,  by  careful  tests,  of  possible  or- 
ganic pathology,  and  it  is  not  intended  to 
condemn  the  discerning  use  of  such  pro- 
cedures, but  all  too  often  the  positive  indi- 
cations of  psychogenic  illness  are  overlooked 
and  the  patient  is  subjected  to  an  exces- 
sive parade  of  diagnostic  procedures,  the 
rationale  of  which  can  only  be  compared 
to  that  of  establishing  a diagnosis  of  cho- 
lecystitis by  ruling  out  hallux  valgus.  Un- 
fortunately, the  neurotic  patient  frequently 
cooperates  entirely  too  well  for  such  diag- 
nostic methods.  One  of  the  neurotic’s  com- 
mon traits  is  that  he  thrives  on  attention, 
pleasant  or  unpleasant,  and  he  will  often 
cheerfully  go  from  doctor  to  doctor  and 
from  clinic  to  clinic  for  a repetition  of  the 
same  procedures,  where  a less  neurotic  per- 
son might  reasonably  give  up  in  disgust. 

The  second  great  misconception  is  that, 
having  made  a diagnosis  of  a psychosomatic 
illness  by  virtue  of  not  having  been  able 
to  discover  any  organic  pathology,  there 
is  little  or  nothing  to  be  done  about  it.  If 
the  patient  presents  outstanding  personal- 
ity oddities  along  with  his  somatic  com- 
plaints, he  may  possibly  be  referred  to  a 
psychiatrist  with  a sigh  of  relief,  but  usu- 
ally he  is  given  a pat  on  the  back,  is  in- 
sulted by  being  told  that  the  discomfort 
he  feels  is  just  in  his  imagination,  is  made 
to  feel  further  resentment  by  being  told  to 
forget  it,  and,  in  short,  is  put  in  an  admi- 
rable frame  of  mind  to  seek  out  another 
physician  or  to  fall  into  the  hands  of  a 
quack. 

It  is  not  intended  to  imply  that  these 
two  misconceptions  govern  the  behavior  of 
the  entire  medical  profession,  or  even  the 
majority  of  it,  for  the  physician  of  long 
experience,  particularly  the  one  engaged  in 
general  practice,  where  there  is  less  danger 
of  focusing  attention  on  a portion  of  the 
body  to  the  exclusion  of  the  patient  as  a 
whole,  is  bound  to  see  the  error  of  them 
and  will  inevitably  utilize  more  appropriate 
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measures.  Nonetheless,  the  misconceptions 
are  sufficiently  common  to  compel  the  con- 
clusion that  a definite  proportion  of  psy- 
chosomatic cases  is  being-  handled  inade- 
quately, and  it  is  believed  that  there  should 
be  wider  acquaintance  with  the  diagnostic 
and  treatment  methods  which  can  be  ef- 
fectively used  in  many  psychosomatic  cases. 

The  most  important  diagnostic  method  is 
an  absurdly  simple  one,  and  amounts  mere- 
ly to  letting  the  patient  tell  the  story  of 
his  illness  without  needless  interruption, 
belittling,  or  too  pointed  questioning. 
Among  psychiatrists  it  is  a not  infrequent 
experience  at  the  first  interview  to  have  a 
patient  spontaneously  give  a reasonably 
compete  account  of  the  emotional  back- 
ground of  an  illness  which  had  apparently 
defied  the  understanding  of  the  referring 
physician.  When  asked  why  he  had  not 
mentioned  these  facts  to  his  former  phy- 
sician, the  statement  is  often  made  that 
no  previous  physician  took  the  time  or  was 
willing  to  listen.  To  the  objection  that  the 
busy  general  physician  does  not  actually 
have  the  time  to  let  his  patients  ramble  on 
at  length  about  their  illnesses,  it  may  be 
answered  that  a half  hour  or  an  hour  spent 
with  the  patient  in  learning  his  story  may 
save  many  subsequent  hours  which  would 
otherwise  be  spent  in  needless  diagnostic 
methods  or  in  futile  therapeutic  endeavors. 

Another  important  measure  in  the  recog- 
nition of  psychosomatic  disorders  is  that  of 
taking  a history  which  pays  proper  atten- 
tion to  social  and  environmental  factors  as 
well  as  to  the  strictly  medical  features. 
For  example,  the  physician  who  merely  re- 
cords the  fact  that  the  patient’s  father  died 
at  age  forty-five  of  heart  disease  and  fails 
to  learn  that  the  death  was  witnessed  by 
the  patient  and  that  it  subsequently  be- 
came the  basis  for  repeated  warnings  from 
his  mother  that  he  might  meet  a similar 
fate  if  he  were  not  careful,  may  have 
missed  the  entire  nucleus  of  a cardiac  neu- 
rosis. Similarly,  the  fact  that  a patient 
has  indigestion  only  on  Sundays  may  be  a 
rather  meaningless  item  in  the  medical  his- 
tory unless  the  fact  is  also  elicited  that  that 
is  the  day  when  his  mother-in-law  invari- 
ably has  dinner  at  his  home.  Accurate 
dating  of  the  onset  of  symptoms  is  gen- 
erally recognized  as  a requisite  of  medical 


histories,  but  a lesson  which  is  not  suf- 
ficiently stressed  is  that  situational  dating 
is  as  important  as  calendar  dating,  and  that 
it  is  at  least  as  necessary  to  know  that  the 
patient’s  symptoms  made  their  appearance 
at  the  time  of  serious  business  reverses  as 
it  is  to  learn  that  they  came  on  in  August 
of  a certain  year.  In  short,  the  obvious 
and  simple  point  is  that  there  is  much  to 
be  learned  from  a conversation  with  the 
patient,  and  such  a conversation  probably 
involves  less  loss  of  time  than  the  proce- 
dure of  reaching  first  for  the  prescription 
pad  or  the  X-ray  slip  and  asking  questions 
afterward. 

It  should,  of  course,  be  evident  that  care 
must  be  exercised  not  to  ascribe  causality 
to  coincidence.  The  over-enthusiastic  psy- 
chiatrist must  not  assume  that  the  discov- 
ery of  a few  frustrating  situations  in  a 
patient’s  life  necessarily  provides  a com- 
plete explanation  of  his  illness,  for  an  un- 
critical psychiatric  examination  could  elicit 
personality  difficulties  and  conflicts  in  al- 
most anyone,  and  the  findings  in  a par- 
ticular case  must  be  appraised  with  some 
judgment  to  avoid  the  absurdity  of  viewing 
all  illness  in  terms  of  psychogenic  factors 
alone.  Nonetheless  the  likelihood  of  such 
an  error  is  infinitely  less  with  most  phy- 
sicians than  the  opposite  mistake  of  over- 
looking significant  emotional  factors  in  an 
illness. 

Another  step  in  the  recognition  of  psy- 
chosomatic disorders  is  careful  inquiry  and 
observation  for  the  presence  of  associated 
symptoms  or  reactions  which  would  point 
toward  the  existence  of  a neurotic  com- 
ponent in  the  illness.  Vague  headaches 
described  in  bizarre  or  exaggerated  terms, 
feelings  of  faintness  or  actual  fainting  at- 
tacks, palpitation  at  times  of  emotional 
stress,  choking  sensations,  insomnia,  and 
sexual  difficulties  are  some  of  the  many 
things  concerning  which  inquiry  should  be 
made. 

At  times  the  manner  in  which  the  pa- 
tient lists  his  complaints,  ranging  from 
the  extreme  of  vagueness  and  evasiveness 
on  the  one  hand  and  to  the  other  extreme 
of  a too  detailed  account  on  the  part  of  the 
patient  who  brings  notes  with  him  so  that 
he  will  not  forget  a single  one  of  his  symp- 
toms, may  provide  a clue  to  the  nature  of 
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the  trouble.  Extreme  circumstantiality  in 
giving  the  story  of  his  illness,  a history  of 
medical  shopping,  or  patronage  of  quacks 
and  cults  may  provide  additional  clues. 

One  of  the  things  which  may  be  observed 
during  the  course  of  the  examination  is 
marked  vasomotor  instability,  as  evidenced 
by  flushing  of  the  face  and  neck,  and  by  a 
labile  blood  pressure.  Excessive  muscular 
tension  may  be  seen  in  awkward  postures 
assumed  while  sitting  in  a chair  or  may  be 
evidenced  by  generally  increased  deep  re- 
flexes. Stuttering,  excessive  palmar  and 
axillary  sweating,  startle  reactions,  or 
undue  complacency  in  the  face  of  relatively 
disabling  symptoms  are  other  features 
which  may  be  noted. 

The  patient’s  general  attitude  toward 
treatment  is  often  highly  suggestive.  The 
patient  who  attempts  to  direct  and  limit 
examination  to  just  one  part  of  the  body, 
saying,  for  example,  “I  know  that  my  trou- 
ble is  just  in  my  stomach  and  I want  you 
to  make  tests  of  it,  and  I don’t  need  any 
other  examinations,”  often  proves  to  have 
a neurotic  make-up,  as  does  conversely  the 
patient  who  protests  too  much  and  too  fre- 
quently about  his  desire  to  cooperate,  and 
boasts  about  his  willingness  to  make  his 
life  an  open  book. 

None  of  these  things,  by  themselves,  of 
course,  make  the  diagnosis  of  a psychoso- 
matic disorder,  but  added  to  the  history 
previously  obtained,  a general  picture  be- 
gins to  shape  up  in  the  mind  of  the  phy- 
sician who  is  alert  to  the  possibility  of 
psychosomatic  disease.  The  physician  must 
then  be  prepared  to  organize  the  patient’s 
symptoms  in  emotional  constellations  as 
well  as  in  terms  of  organic  disease.  To 
do  this  he  must  be  as  well  acquainted  with 
the  common  neurotic  syndromes  as  he  is 
with  the  general  medical  and  surgical  syn- 
dromes. Just  as  the  word  “appendicitis” 
automatically  calls  to  his  mind  symptoms 
such  as  pain,  fever,  tenderness  and  rig- 
idity in  the  right  lower  abdominal  quad- 
rant, etc.,  anxiety,  for  example,  must  be 
remembered  as  being  manifested  by  tachy- 
cardia, tremor,  constriction  in  the  throat 
and  chest,  dryness  of  the  mouth,  excessive 
sweating,  pressure  in  the  head,  etc.,  and 
the  eliciting  of  a pair  or  so  of  these  symp- 
toms must  be  followed  by  questioning  to 


determine  the  presence  of  the  others,  so 
that  the  complete  syndrome  can  be  demon- 
strated and  confirmed. 

By  the  use  of  methods  such  as  these, 
plus  the  elimination,  of  course,  of  other 
diagnostic  possibilities  which  are  relevant, 
the  recognition  of  psychosomatic  disorders 
becomes  a positive  matter  which  can  be 
further  confirmed  by  such  therapeutic  trials 
as  observing  the  effect  on  the  symptoms  of 
release  of  tension  or  adjustment  of  the  en- 
vironmental situations  producing  conflict. 
The  physician  who  makes  use  of  such  diag- 
nostic measures  will  find  them  no  more 
vague  than  many  other  types  of  medical 
diagnosis  and  will  discover  they  bring,  in 
many  cases,  results  at  least  as  revealing 
as  the  methods  used  for  the  detection  of 
organic  disease. 

The  treatment  of  a psychosomatic  dis- 
order often  poses  a problem  which  is  not 
quite  so  evident  in  other  types  of  medical 
therapy.  Many  persons  seem  to  make  an 
occupational  choice  of  medicine  because  of 
a deep-seated  need  for  the  feeling  of  omnip- 
otence which  medical  work  often  affords 
them,  and  not  only  do  they  feel  frustrated 
and  helpless  when  they  have  to  meet  a pa- 
tient’s needs  on  a conversational  basis,  but 
their  own  latent  anxieties  are  apt  to  be 
mobilized  by  the  more  manifest  anxities  of 
the  patient.  When  this  occurs,  the  phy- 
sician is  likely  to  handle  his  own  anxiety 
by  developing  aggression  and  resentment 
toward  the  patient,  and  it  is  usually  from 
the  mouths  of  physicians  in  whom  these 
mechanisms  are  at  work  that  the  word  neu- 
rotic is  inseparably  coupled  with  more  or 
less  profane  adjectives,  and  that  the  util- 
ity of  psychotherapy  is  the  subject  of  ex- 
treme skepticism.  The  physician  who  is 
troubled  in  this  manner  can  help  himself 
considerably  if  he  will  try  to  reach  some 
degree  of  recognition  of  the  sources  of  his 
irritation  and  shed  any  tendency  to  delude 
himself  with  the  thought  that  it  is  either 
his  responsibility,  or  within  the  range  of 
his  ability  to  impose  a cure  on  another  hu- 
man being.  Instead  he  should  recognize 
the  facts  that  in  psychosomatic  illnesses, 
as  well  as  in  many  illnesses  based  upon 
organic  pathology  exclusively,  his  role  is 
limited  to  that  of  giving  advice,  that  there 
is  often  a marked  secondary  gain  through 
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illness  in  neurotic  disorders  which  may 
hinder  the  acceptance  of  his  advice,  and 
that  it  is  not  necessarily  a mark  of  his 
inadequacy  if  he  does  not  succeed  in  forcing 
a patient  to  get  well. 

The  first  step  in  the  treatment  of  a psy- 
chosomatic illness,  and  one  which  is  often 
mismanaged,  is  a proper  degree  of  assured- 
ness with  regards  to  the  correctness  of  the 
diagnosis.  If  there  have  been  organic  pos- 
sibilities to  be  ruled  out  in  a particular 
case,  the  necessary  examinations  should  be 
made  initially  and  never  repeated  unless 
there  are  startling  new  developments  which 
would  logically  indicate  that  the  original 
diagnosis  was  in  error.  To  repeat  the  diag- 
nostic procedures  over  and  over  again  each 
time  the  patient  returns  with  a slight  varia- 
tion of  his  original  symptoms  is  apt  to 
raise  reasonable  doubts  in  the  patient’s 
mind  concerning  the  correctness  of  the  phy- 
sician’s diagnosis  when  he  dismissed  the 
possibilities  of  organic  disease  and  talked 
of  symptoms  which  arose  from  emotional 
causes,  and  such  repetition  of  diagnostic 
tests  dilutes  the  effectiveness  of  any  psy- 
chotherapy which  he  may  subsequently  at- 
tempt. 

Having  made  the  diagnosis  in  a positive 
manner,  and  having  refused  to  be  fright- 
ened into  a repetition  of  the  diagnostic 
procedures  by  the  patient’s  inevitably  re- 
peated requests  for  reassurance,  many  pa- 
tients can  be  helped  by  a simple  educational 
process  whereby  they  are  acquainted  with 
the  mechanisms  underlying  the  production 
of  their  illnesses  so  that  they  can  relate 
their  symptoms  to  the  emotional  problems 
or  personality  difficulties  which  have  pro- 
duced them  instead  of  attributing  them  in- 
correctly to  some  feared  organic  disease. 
In  talking  to  the  patient,  special  emphasis 
must  be  placed  on  the  fact  that  the  phy- 
sician is  not  speaking  about  abnormal  re- 
actions but  about  emotional  states  and  their 
effects  as  they  are  experienced  universally, 
in  greater  or  lesser  degree. 

Examples  are  given  from  everyday  life 
of  bodily  reactions  to  emotional  states  of 
fright,  grief,  shame,  or  whatever  may  be 
appropriate,  and  the  patient  is  led  to  draw 
some  analogies  with  his  own  experiences 
and  symptoms.  In  mild  cases,  where  the 
physician  is  sure  of  his  ground,  he  should 


not  hesitate  to  use  forceful  suggestion, 
either  directly  or  indirectly,  and  where  the 
underlying  problem  is  clearcut,  the  phy- 
sician may  either  give  advice  concerning 
its  solution,  or  better  yet,  permit  the  patient 
to  talk  over  with  him  the  possible  methods 
of  dealing  with  it  and  thus  help  him  to 
work  out  his  own  solution. 

However  much  the  physician  may  be 
tempted  to  force  the  issue,  he  is  under  no 
obligation,  nor  is  it  usually  desirable,  to 
assume  responsibility  for  solving  all  the 
patient’s  problems,  and  he  will  usually  find 
that  when  he  attempts  to  do  so  he  has  not 
succeeded  in  being  helpful,  for  the  patient 
must  find  his  own  solutions  if  they  are  to 
be  lasting.  There  is,  of  course,  a vast  dif- 
ference between  giving  the  all  too  frequent 
and  too  easy  opinion  that  the  patient  is 
nervous  and  must  help  himself,  and  show- 
ing him  the  general  directions  in  which  he 
must  step  to  give  himself  that  help.  In  the 
first  instance  the  patient  feels  he  has  been 
cut  adrift  and  abandoned  by  his  physician; 
in  the  latter  he  can  still  acept  his  major 
responsibility  for  his  own  cure  but  has  the 
benefit  of  some  guidance. 

There  is  always  a tendency  to  underesti- 
mate what  nature  and  the  patient  can  do 
with  a little  assistance.  It  is  recognized 
that  in  many  organic  illnesses  medical 
treatment  consists  merely  of  placing  the 
diseased  organ  in  circumstances  in  which 
nature  can  effect  a cure,  as  by  immobilizing 
a fractured  bone,  but  it  is  sometimes  dif- 
ficult to  see  that  similar  measures  may  be 
equally  effective  in  emotional  illness.  Freed 
of  needless  anxiety,  for  example,  over  the 
possibility  of  heart  disease,  recognizing  his 
symptoms  as  anxiety  manifestations,  and 
having  been  helped  to  connect  them  with  the 
problems  provocative  of  them,  many  pa- 
tients may,  and  do,  achieve  spontaneously 
a workable  solution  of  their  difficulties  and 
their  symptoms  disappear. 

In  such  cases  the  simple  educational  pro- 
cedure which  has  been  described  may  be 
all  the  therapy  that  is  necessary,  if  cou- 
pled with  adequate  reassurance.  This  is 
not  to  be  taken  to  imply,  of  course,  that 
such  measures  are  effective  in  all  cases. 
Reassurance  as  the  sole  therapeutic  weapon 
in  a severe  neurosis  can  be  as  harmful  and 
useless  as  reassuring  a cancer  patient  while 
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neglecting  needed  operative  procedures, 
and  is  as  absurd  as  meeting  the  problem 
of  a drowning  man  by  telling  him  that 
water  is  nice  drinkable  stuff. 

Occasionally  a patient  is  so  passive  in 
the  face  of  his  emotional  problems  that  it 
seems  necessary  to  precipitate  him  force- 
fully into  a solution  of  the  difficulties  which 
he  hesitates  to  meet.  This  method  of  treat- 
ment, although  sometimes  necessary  and 
effective,  is  analogous  to  teaching  a person 
to  swim  by  throwing  him  off  the  dock,  and 
it  must  be  recognized  that  it  can  be  a double- 
edged  therapeutic  weapon,  for  while  many 
persons  learn  to  swim  in  that  manner,  many 
others  become  so  frightened  that  they 
never  venture  into  the  water  again.  Most 
neurotic  patients  are  emotionaly  immature, 
and  this  immaturity  may  be  as  great  a 
barrier  to  certain  types  of  activity  as  phy- 
sical immaturity  would  be  to  other  types 
of  activity. 

This  point  is  sometimes  not  grasped  by 
persons  who  would  have  no  difficulty  in 
understanding  the  lack  of  logic  in  attempt- 
ing to  make  a baby  climb  a rope  by  whip- 
ping him.  While  it  is  sometimes  desirable 
to  urge  a patient  into  a situation  which 
he  regards  with  apprehension  so  that  he 
may  realize  his  ability  to  handle  it  and 
thus  shed  his  anxiety  concerning  it,  use 
of  this  measure  of  treatment  calls  for  nice 
judgment  and  the  patient’s  emotional  ca- 
pacities must  be  carefully  assessed  before 
he  is  directed  to  place  himself  in  circum- 
stances which,  while  offering  the  possibil- 
ity of  triumphant  surmounting  of  a dif- 
ficulty, may  also  be  productive  of  panic 
and  increased  neurotic  responses. 

Often  it  will  be  necessary  for  the  phy- 
sician to  recommend  some  manipulation  of 
the  patient’s  environment.  He  may  sug- 
gest a change  of  occupation,  an  alteration 
of  hours  of  work,  the  introduction  of  more 
facilities  for  relaxation,  or  the  removal  of 
an  irritant,  be  it  person  or  object,  from 
the  patient’s  surroundings.  Once  more, 
however,  he  should  realize  the  limitations 
of  what  he  can  accomplish  legitimately, 
and  he  should  not,  in  his  efforts  to  be  help- 
ful, forget  that  such  things  as  marriage 
and  divorce  are  not  subjects  for  medical 
opinion,  although  he  may  often  helpfully 
act  as  a sounding  board  for  the  patient’s 


own  thoughts  pro  and  con  on  such  subjects 
and  in  an  indirect  manner  help  him  to 
reach  a decision  of  his  own.  Also,  he 
should  beware  of  giving  the  all  too  frequent 
advice  to  take  a trip.  A trip  can  be  of  use 
in  those  cases  where  time  can  be  expected 
to  effect  a solution,  but  for  more  difficult 
problems,  it  should  be  realized  that  the 
patient  does  not  check  his  neurotic  habits 
at  the  railroad  station  and  that  he  is  likely 
to  find  his  environmental  difficulties  await- 
ing him  upon  his  return. 

Another  method  of  treatment  which  can 
frequently  be  used  by  the  general  physi- 
cian is  that  of  permitting  release  of  emo- 
tional tension.  It  is  often  found  that  the 
sort  of  problems  which  produce  symptoms 
are  those  which  are  most  difficult  for  the 
patient  to  talk  about.  They  are  usually 
things  which  he  has  not  been  able  to  con- 
fide in  anyone,  if  indeed  he  has  had  any 
clear  recognition  of  them  at  all,  and  much 
tension  is  released  when  he  finds  that  he 
can  discuss  them  freely  with  the  physician, 
who  must  remember  that  he  is  neither  law- 
yer nor  clergyman,  and  that  he  is  dealing 
with  behavior  to  be  understood,  and  not 
conduct  to  be  judged. 

The  relationship  between  physician  and 
patient  becomes  in  itself  therapeutic,  and 
the  patient  in  his  dealings  with  the  physi- 
cian may  learn  new  attitudes  and  experi- 
ment with  new  and  more  workable  patterns 
of  behavior  which,  if  successful,  he  can 
then  transplant  from  the  physician’s  office 
to  the  world  outside.  This,  in  reasonably 
plain  English,  is  what  the  psychiatrists 
mean  by  the  word  “transference,”  and,  for- 
tunately, such  a therapeutic  mechanism  is 
by  no  means  the  exclusive  property  of  the 
psychiatrists,  but  occurs,  and  can  be  used 
to  some  extent  in  all  patient-physician  re- 
lationships. 

Sedatives  are  so  generally  prescribed  for 
neurotic  patients  and  for  those  with  psy- 
chosomatic disorders  that  some  comment 
should  be  made  on  their  place  in  a thera- 
peutic program.  In  many  cases  the  bar- 
biturates and  similiar  drugs  exert  a bene- 
ficial but  transient  symptomatic  effect,  and 
perhaps  the  easiest  and  quickest  way  to 
deal  with  a nervous  patient  is  with  such 
a prescription.  It  should  be  apparent,  how- 
ever, that  temporary  symptomatic  relief  is 
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not  an  adequate  therapeutic  goal.  Sedatives 
may  be  used  legitimately  to  afford  some 
measure  of  comfort  while  a solution  of  the 
basic  problems  is  being  attempted,  and  they 
have  a place  in  breaking  up  certain  neu- 
rotic habit  patterns  which  may  have  a 
tendency  to  continue  even  after  the  removal 
of  the  roots  of  the  neurosis,  but  the  dif- 
ference between  such  use  of  sedatives  and 
their  use  as  the  sole  measure  of  therapy  is 
the  same  as  that  between  the  preoperative 
use  of  morphine  in  a case  of  appendicitis 
and  the  use  of  morphine  in  such  an  illness 
to  the  exclusion  of  surgical  measures. 

It  will  be  noted  that  stress  has  been 
placed  on  treatment  measures  which  are 
reasonably  simple  and  which  can  be  used 
by  the  general  physician.  This  does  not 
mean,  of  course,  that  there  are  not  cases 
which  will  present  insurmountable  difficul- 
ties for  physicians  who  have  not  had  psy- 
chiatric training  and  experience.  Many 
patients  will  be  seen  whose  symptoms  are 
indicative  of  a psychosomatic  disorder  but 
in  whom  the  ordinary  examination  will  not 
reveal  the  sources  of  emotional  conflict.  In 
such  cases  uncovering  techniques,  such  as 
interviews  under  short-acting  barbiturates, 
or  extended  analytic  procedures,  may  be 
called  for,  and  where  these  procedures  are 
needed  it  is  well  for  the  physician  to  call 
for  psychiatric  help,  inasmuch  as  blunder- 
ing about  in  the  patient’s  subconscious  mind 
without  thorough  acquaintance  with  the 
landmarks  of  that  region  may  be  as  dis- 
astrous as  blundering  about  in  the  interior 
of  the  abdomen  without  adequate  anatom- 
ical and  surgical  knowledge.  Similarly 
patients  will  be  seen  whose  basic  problems 
are  of  such  a nature  that,  although  they 
may  be  readily  recognized,  they  call  for 
such  protracted  and  skillful  reeducation 
that  the  attempt  may  be  beyond  the  ability 
or  inclination  of  the  physician  outside  the 
field  of  psychiatry. 

Nonetheless  it  is  believed  that  the  chief 
lesson  to  be  learned  is  not  that  more  pa- 
tients should  be  seen  by  psychiatrists,  but 
that  more  physicians  are  in  need  of  mak- 
ing use  of  easily  acquired  psychiatric  meth- 
ods of  approach  if  they  are  to  meet  the 
needs  of  that  great  body  of  patients  who 
fall  into  the  groping  termed  psychosomatic. 
The  patient  with  a psychosomatic  illness 


can  be  most  readily  helped  if  his  problems 
are  dealt  with  when  they  are  recent  and 
acute  and  before  he  drifts  into  the  psy- 
chiatrist’s office  after  a weary  trudge 
through  clinic  after  clinic.  Furthermore, 
he  is  apt  to  be  more  receptive  toward  help 
from  his  physicians  than  toward  help  from 
the  psychiatrist,  who  is  likely  to  be  a strang- 
er to  him  and  who  must  often  spend  some 
time  gaining  the  patient’s  confidence.  Fi- 
nally, the  great  majority  of  these  patients 
will  respond  to  the  relatively  simple  meas- 
ures which  have  been  outlined,  and  this 
opinion  can  be  documented  by  the  writer’s 
observation  of  many  hundred  of  psychoso- 
matic cases  referred  for  psychiatric  opinion 
in  a general  hospital,  where  it  was  found 
that  not  more  than  one  in  twenty  referrals 
presented  problem  which  were  thought  to 
require  intensive  psychiatric  treatment. 

If  the  foregoing  statements  concerning 
diagnosis  and  treatment  seem  too  simple 
and  trite  to  justify  extended  comment,  it 
is  not  because  of  a desire  to  labor  an  ob- 
vious point.  The  main  object  in  the  pres- 
entation of  this  topic  is  to  call  attention  to 
the  fact  that  the  methods  which  are  useful 
in  the  diagnosis  and  treatment  of  many 
psychosomatic  illnesses  are  measures  which 
are  relatively  simple  and  which  do  not  re- 
quire extensive  psychiatric  training.  In- 
stead, they  require  chiefly  a willingness  to 
recognize  that  patients  are  more  than  a 
collection  of  anatomical  structures  and  that 
the  treatment  of  their  illnesses  often  de- 
mands a utilization  of  the  common  sense 
which  we  would  probably  use  spontaneously 
with  our  patients  if  our  medical  training 
did  not  tend  at  times  to  make  us  see  them 
as  an  accumulation  of  organs  rather  than 
as  the  people  they  are.  The  contribution 
of  psychiatry  to  the  field  of  psychosomatic 
disorders  is  an  attempt  at  scientific  organi- 
zation of  that  common  sense  approach. 

DISCUSSION 

H.  B.  BRACKIN,  M.D.  (Nashville)  : I feel  that 
Dr.  Miller  has  brought  us  a most  timely  paper 
on  psychosomatic  disorders.  I agree  with  him  en- 
tirely in  his  approach  to  this  subject.  It  is  a 
type  of  trouble  of  which  we  have  so  many  cases 
and  so  few  doctors  interested.  Many  of  the  milder 
cases  could  be  handled  successfully  by  the  general 
practitioner  if  he  would  follow  some  of  the  simple 
diagnostic  procedures  set  out  by  Dr.  Miller,  one 
of  the  most  important  being  to  take  time  to  get 
a history  and  to  let  the  patient  talk.  If  the  pa- 
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tient  is  allowed  to  talk,  he  will  give  you  the  symp- 
toms which  show  you  the  neurotic  component  and 
the  emotional  background.  The  physicians  must 
acquaint  themselves  with  the  common  neurotic 
syndromes  which  are  very  simple  as  given  in  Dr. 
Miller’s  paper.  I want  to  reemphasize  with  Dr. 
Miller  that  it  is  not  necessary  to  make  a diagnosis 
by  eliminating  all  organic  disease  through  various 
laboratory  and  X-ray  tests.  The  old  idea  of  it 
being  either  organic  or  functional  is  rapidly  be- 
coming outmoded.  What  we  want  to  know  is  how 
much  is  physical  and  how  much  is  functional. 
When  it  is  functional  and  a continual  effort  by 
numerous  physicians  to  find  something  organic 
makes  the  patient  believe,  it  is  bound  to  be  or- 
ganic, and  this  makes  it  more  difficult  to  cure  the 
functional. 

When  the  diagnosis  of  a functional  disorder  has 
been  made,  one  of  the  simplest  methods  of  helping 
the  patient  to  understand  his  symptoms  is  based 
upon  symbolism  of  symptoms.  The  patients  are 
told  if  they  cannot  find  an  outlet  for  tension  of 
emotional  origin  by  word  or  action,  the  body  will 
find  a means  of  expi’essing  this  tension  through  a 
kind  of  “organ  language” — a few  simple  clinical 
instances  will  be  cited. 

If  a patient  cannot  swallow  satisfactorily  and 
no  organic  cause  found,  it  may  mean  there  is 
something  in  the  life  situation  of  the  patient  that 
he  “cannot  swallow.”  Nausea,  in  absence  of  or- 
ganic disease,  sometimes  means  that  the  patient 
“cannot  stomach”  this  or  that-  environmental  fac- 
tor. Frequently  a feeling  of  oppression  in  the 
chest  accompanied  by  sighing  respirations,  in  ab- 
sence of  organic  findings,  indicates  a patient  has 


a load  on  his  chest  he  would  like  to  get  rid  of  by 
talking  about  his  problems.  The  common  symptom 
fatigue  is  often  due  to  emotional  conflict  which 
uses  up  so  much  energy  that  little  is  left  for 
other  purposes.  Again  emotional  tension  of  un- 
conscious origin  frequently  expresses  itself  as  mus- 
cle tension,  giving  rise  to  aches  and  pains  and 
sometimes  sharp  pains  as  a typical  neuralgia. 
Then  pain  in  the  arm  may  be  due  to  focal  con- 
flict as  well  as  focal  infection,  and  it  may  mean 
that  the  patient  would  like  to  strike  someone  that 
he  is  prevented  from  doing  so  by  the  affection  or 
respect  that  is  mingled  with  his  hostility.  Itching 
for  which  no  physical  cause  is  found  very  often 
represents  dissatisfaction  with  the  environment 
which  the  patient  takes  out  on  himself;  martyr- 
like, he  scratches  himself  instead  of  someone  else. 
“All  gone”  feelings  in  the  epigastrum,  “shaky  legs,” 
and  even  vertigo  are  sometimes  physical  expres- 
sions of  anxiety  along  with  the  common  ones,  such 
as  heart  attacks,  etc.  After  the  patient  has  come 
to  understand  his  trouble  possibly  through  simple 
examples  as  given  above,  then  he  must  be  helped 
to  solve  his  problem  and  not  just  told  he  will  have 
to  cure  himself.  Frequently  they  will  make  ad- 
justments after  they  have  been  relieved  of  their 
fears,  but  more  often  need  advice  and  help.  Pa- 
tients are  greatly  benefitted  by  being  allowed  to 
talk  and  ventilate  their  difficulties. 

I agree  with  Dr.  Miller  that  sedatives  are  helpful 
but  should  be  used  only  while  a solution  of  the 
case  is  being  worked  out. 

I want  to  congratulate  Dr.  Miller  on  his  excel- 
lent, timely  paper  and  the  clear,  concise  manner 
he  has  presented  it. 
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No  claim  is  made  in  this  paper  that  a 
cure  of  cancer  has  been  found,  but  it  is  my 
belief  that  with  the  use  of  testosterone  pro- 
potionate  I have  made  some  of  these  cases 
decidedly  more  comfortable,  and  that  1 have 
prolonged  the  life  span  of  some  of  them 
much  farther  than  I thought  it  was  possible 
to  do. 

Many  writers  have  arrived  at  the  point 
where  they  feel  that  it  is  worthwhile  to 
use  hormone  therapy  in  certain  types  of 
human  cancer.  Huggins  made  a very  im- 
portant contribution  when  he  was  able  to 
show  such  remarkable  improvement  in  pros- 
tatic cancer — a disease  that  has  always 
had  an  extremely  high  morbidity  and  mor- 
tality. His  study  of  the  hormone  influence 
of  this  disease  naturally  suggests  explora- 
tions into  other  fields,  such  as  breast  tis- 
sue, whose  cancer  many  feel  is  either  pro- 
duced or  greatly  influenced  by  sex  hormone 
Such  spectacular  results  have  been  pro- 
duced in  some  cases  by  the  use  of  sex  hor- 
mones that  it  does  lend  some  credence  to 
the  statement  that  “if  ever  a cure  of  cancer 
is  discovered,  it  will  be  found  in  the  field 
of  endocrinology.” 

No  discussion  of  this  subject  would  be 
complete  without  reference  to  an  article 
in  the  Journal  of  the  American  Medical 
Association,  August  30,  1947,  in  the  Edi- 
torial Section  with  the  title  of  Hormones 
and  Cancer,  and  I quote : “Recently  interest 
has  been  aroused  in  the  relation  of  endo- 
crines  to  cancer  with  the  discovery  that  tes- 
tosterone may  have  some  effect  on  mam- 
mary cancer.  While  testosterone  seems  to 
have  a palliative  effect  in  some  cases  of 
breast  cancer,  other  cases  may  be  made 
immeasurably  worse.  Until  a thorough  and 
extensive  study  of  this  problem  can  be 
made,  the  medical  profession  should  not  be 
encouraged  to  use  testosterone  or  any  other 
steroid  in  the  treatment  of  breast  cancer. 
The  problem  is  so  important  that  the  Thera- 
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peutic  Trials  Committee  of  the  Council  on 
Pharmacy  and  Chemistry  has  undertaken 
an  exhaustive  investigation  of  the  use  of 
testosterone  and  other  steroids  in  mammary 
"and  other  cancers.  A report  will  be  issued 
in  the  near  future  by  a special  sub-com- 
mittee. Until  then,  it  would  seem  wise  to 
regard  this  new  treatment  only  with  in- 
terest, leaving  the  enthusiasm,  if  any,  for 
those  who  are  qualified  by  experience  to 
express  an  authoritative  opinion.”  End 
quote. 

You  will  doubtless  feel  now  that  I am 
presumptuous  in  presenting  a discussion  of 
this  subject  in  the  teeth  of  the  editorial 
that  I have  just  read.  Had  I read  this  com- 
ment three  or  four  years  ago  when  I first 
started  using  this  drug,  I might  have 
dropped  the  treatment,  but  since  I have 
gone  this  far  with  it  I felt  that  it  was  only 
fair  to  present  my  results  and  let  you  eval- 
uate its  worthwhileness. 

I want  to  say  that  I have  been  very  hon- 
est with  all  of  these  unfortunate  people; 
that  I told  all  of  them  that  it  was  an  experi- 
mental procedure;  that  I did  not  promise 
any  of  them  a cure ; and  that  I have  not 
charged  any  of  them  a fee — they  paid  for 
the  drug  and  I gave  it  to  them  without 
charge. 

These  treatments  were  in  the  main  em- 
pirical. Laboratory  work,  such  as  blood 
calcium  and  alkaline  phosphatase,  was  not 
done  in  some  of  these  cases  for  financial 
reasons.  In  advanced  cases  of  bone  me- 
tastasis the  blood  chemistry  is  fairly  con- 
sistent, according  to  Adair.  He  says, 
“These  patients,  as  a rule,  have  a blood  cal- 
cium well  above  the  normal  of  10  to  12 
milligrams  per  cubic  centimeter.  The  blood 
calcium  at  this  time  goes  up  as  high  as  17 
milligrams.  Under  testosterone  therapy 
the  blood  calcium  slowly  comes  back  into 
normal  limits,  theoretically  being  rede- 
posited into  the  areas  of  bone  destruction. 
The  alkaline  phosphatase  is  an  enzyme 
necessary  for  bone  repair.  The  normal 
limits  are  from  three  to  five  milligrams. 
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During  bone  repair  under  testosterone,  this 
figure  at  times  reaches  as  high  as  15  mil- 
ligrams, indicating  that  bone  repair  is  tak- 
ing place.” 

Mode  of  Action 

The  beneficial  action  of  testosterone,  if 
any,  is  at  this  time  not  clearly  understood. 
Many  theories  and  attempted  proofs  have 
been  advanced  by  many  writers. 

In  1932  Lacassogne  produced  experi- 
mental cancer  of  the  mammae  in  rats  by 
injecting  estrogens.  Other  investigators, 
among  whom  are  Lewis,  Burrows,  and  Ges- 
chickter,  have  confirmed  this  observation. 

In  1926  Steinach  and  Kun  presented  some 
evidence  of  antagonism  between  estrogens 
and  testosterone,  and  Lacassogne  used  tes- 
tosterone in  animals  to  prevent  the  pro- 
duction of  cancer  when  given  simultane- 
ously with  the  administration  of  estrogen. 
Several  other  investigators  have  confirmed 
this  antagonism.  In  1939  Ramos  demon- 
strated this  antagonism  and  arrived  at  the 
conclusion  that  1 milligram  of  testosterone 
is  capable  of  neutralizing  50  rat  units  of 
estrogen. 

Prudente  used  testosterone  as  a post- 
operative prophylaxis  of  mammary  cancer. 
He  reports  63  cases  and  his  conclusions  are 
that  gauged  by  the  survivals  after  three, 
four  and  five  years,  they  are  100  per  cent 
better  than  those  observed  after  operation 
only.  He  says,  and  I quote:  “If  the  oper- 
ation performed  is  entirely  radical — that 
is,  if  all  neoplastic  elements  are  removed — 
a recurrence  can  occur  only  by  the  forma- 
tion of  a new  tumor  on  the  basis  of  a pre- 
existing cancerogenic  factor.  Therefore, 
the  biologic  neutralization  of  the  estrogenic 
element  by  testosterone  would  partially  re- 
move the  danger  of  recurrence.  In  cases 
in  which  the  neoplastic  elements  remain 
after  operation,  one  of  the  phenomena  ob- 
served after  the  administration  of  testo- 
sterone is  the  formation  of  dense  fibrous 
tissue  in  and  around  the  new  growth.”  End 
quote. 

Eric  Fels,  of  Argentina,  reports  a case 
of  right  mammary  carcinoma  with  axillary 
metastasis  on  whom  a radical  mastectomy 
was  performed  which  in  18  months  showed 
X-ray  evidence  of  having  metastasis  and 
had  nodules  in  the  supraclavicular  re- 


gion. Under  intensive  testosterone  ther- 
apy and  no  X-ray,  there  was  a definite  im- 
provement in  the  appearance  of  the  skeleton 
and  the  supraclavicular  gland  became  only 
a small  hard  nodule.  This  was  removed 
and  the  histological  examination  of  the 
gland,  as  compared  with  the  examination 
of  the  gland  removed  two  years  before  at 
operation,  revealed  that  although  some  ma- 
lignant cells  were  still  present  they  were 
surrounded  by  fibrous  tissue,  and  that  there 
were  fewer  cancer  cells  and  much  more 
fibrous  tissue  than  in  the  gland  removed 
at  the  first  operation. 

Adair,  who  doubtless  has  had  more  ex- 
perience than  anyone  with  this  method  of 
treatment,  says  that  when  cancer  involves 
the  soft  tissues,  improvement  will  be  seen 
in  only  a very  small  percentage.  On  the 
other  hand,  the  improvement  is  striking 
where  there  is  bone  metastasis.  He  feels 
that  the  cancer  cells  are  locked  in  by  the 
copious  calcium  precipitate  deposits.  Other 
writers  have  confirmed  these  observations. 

The  general  consensus  of  opinion  now 
is  that  under  the  influence  of  testosterone 
the  billions  of  cancer  cells  are  locked  in  by 
a prolification  of  fibrous  tissue,  or  are 
snowed  under  by  copious  deposits  of  cal- 
cium, making  cell  reproduction  difficult. 
Dosage 

The  exact  dose  of  this  drug  when  used 
in  the  treatment  of  malignancies  has  at 
this  time  not  been  determined.  All  writers 
freely  admit  that  no  one  has  arrived  at 
the  amount  that  should  be  given  at  each 
dose;  how  much  total  should  be  delivered; 
and  how  long  it  should  be  continued.  Some 
go  as  far  as  to  say  that  it  should  be  con- 
tinued four  to  five  years. 

Good  results  have  been  reported  from 
both  small  and  massive  doses. 

In  1942  Farrow  and  Woodward  reported 
treating  33  patients  with  bone  metastasis 
who  responded  favorably  to  relatively  small 
doses — 5 to  10  milligrams  once  or  twice  a 
week  for  a total  of  10  to  12  injections. 
On  the  other  hand,  Frank  Adair  gave  100 
milligrams  daily,  but  later  arrived  at  a 
dose  of  100  milligrams  three  times  a week 
for  8 to  10  weeks,  or  a total  dosage  of  2400 
to  3000  milligrams.  He  later  adopted  a 
plan  of  giving  200  milligrams  daily  for  one 
week,  and  then  25  mg.  three  times  a week 
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for  10  weeks.  These  massive  doses  used 
by  Adair  were  made  possible  for  him  by 
the  Schering  Corporation. 

In  my  earlier  cases  I started  using  small 
doses,  5 to  10  milligrams,  once  or  twice  a 
week,  but  not  getting  the  expected  results 
I soon  changed  to  25  milligrams  three  times 
a week  intramuscularly  for  six  to  ten  weeks, 
and  then  cut  it  down  to  25  milligrams  week- 
ly. Due  to  the  expense  of  the  drug,  I did 
not  use  the  massive  amounts  recommended 
by  Adair.  The  price  of  testosterone  has 
recently  been  reduced  some.  If  I had  fol- 
lowed the  massive  dose  schedule  a few 
months  ago,  one  course  of  treatment  would 
have  cost  around  $250.00  for  the  drug  alone. 
In  the  cases  where  I felt  I was  getting  some 
results,  not  knowing  the  dosage  and  the 
length  of  time  it  should  be  used,  I was 
afraid  to  stop  it.  One  of  these  its  still  tak- 
ing it,  as  I will  show  in  the  case  reports. 

Why  Testosterone  Was  Used 

Since  one  has  had  so  little  to  offer  a 
woman  with  a recurrent  malignancy,  I felt 
that  any  method  of  treatment  which  seemed 
to  promise  relief  from  pain  and  prolonga- 
tion of  life  was  justifiable;  and  in  my  small 
series,  with  one  exception,  there  was  at 
least  a temporary  gain  in  weight,  a feeling 
of  well  being  and  a loss  of  pain,  and  dis- 
continuance of  the  use  of  narcotics — if  this 
had  been  resorted  to. 

In  most  of  these  cases  testosterone  was 
used  in  conjunction  with  X-ray  therapy  be- 
cause I was  afraid  not  to  do  so.  Now,  one 
can  say  that  these  improvements  are  the 
results  of  the  X-ray  and  not  the  drug.  I 
would  not  attempt  to  argue  with  anyone 
on  this  point.  In  one  of  these  cases  the 
lesions  in  the  skeleton  healed  and  no  X-ray 
treatments  were  used. 

Adair  says  that  testosterone  is  more  ef- 
ficacious, longer  lasting,  and  more  practical 
than  X-ray  therapy  when  applied  to  the 
treatment  of  widespread  bone  metastasis; 
that  he  believes  irradiation  to  be  less  sat- 
isfactory because  (1)  difficulty  in  regulat- 
ing the  dosage  over  so  many  areas;  (2) 
difficulty  in  transporting  a suffering  pa- 
tient to  the  laboratory  or  hospital;  (3)  pos- 
sibility that  irradiation  will  produce 
anemia,  which  will  render  the  therapy  in- 
effective; (4)  possibility  that  irradiation 


damage  to  the  skin  will  prevent  further 
irradiation  therapy. 

One  of  our  leading  roentgenologists,  who 
has  X-rayed  and  treated  some  of  these  cases 
for  me,  feels  as  I do  that  a combination  of 
testosterone  treatments  and  X-ray  has  pro- 
duced results  that  are  striking  in  some 
cases,  and  that  these  two  methods  of  treat- 
ment are  not  incompatible. 

In  some  cases  where  the  skin  of  the  pa- 
tient has  been  so  damaged  by  X-ray  therapy 
that  it  is  not  practical  to  give  further  X-ray 
treatments,  it  is  possible  with  testosterone 
therapy  to  still  obtain  some  degree  of  clin- 
ical improvement.  I have  one  of  such  cases. 

Virilism 

The  unpleasant  side  effects,  such  as  voice 
changes,  increased  facial  hair  growth,  en- 
largement of  the  clitoris,  and  increased 
sex  desires  are  of  secondary  importance  if 
the  pain  of  the  lesions  can  be  lessened ; the 
general  well-being  of  the  patient  improved ; 
and  the  life  span  lengthened  comfortably. 
This  would  definitely  have  to  be  considered, 
I am  sure,  in  a young  woman,  but  all  of 
my  patients  were  past  thirty.  In  two  of 
these  there  was  a slight  change  toward  the 
masculine  tone  in  their  voice,  and  two  de- 
veloped mild  hirsutism.  Aside  from  these, 
no  other  unpleasant  effects  developed. 

I have  purposely  left  out  a review  of 
the  cases  treated  in  this  manner  at  the 
Tumor  Clinic  of  the  Nashville  General  Hos- 
pital, and  also  reports  of  other  cases  gen- 
erously offered  to  me  by  my  friends,  as  I 
felt  that  these  few  cases  of  mine  would 
give  a very  good  cross  section  of  what  one 
could  expect  from  the  use  of  this  drug. 

Case  Reports 
Number  1 

Mrs.  E.  S.,  age  42,  had  a simple  mas- 
tectomy out  of  Nashville  in  1942.  Patho- 
logical examination  showed  malignancy. 
Deep  X-ray  therapy  given  here  in  Nash- 
ville. In  October,  1946,  local  recurrence  for 
which  X-ray  was  given. 

In  June,  1947,  was  seen  by  me  in  con- 
sultation. There  was  a hard  tumor  near 
the  mastectomy  scar  the  size  of  a walnut 
with  an  axillary  gland  about  the  same  size. 
Both  gland  and  tumor  were  very  painful. 
The  roentgenologist  felt  it  was  unwise  to 
give  more  X-ray  due  to  the  condition  of 
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her  skin.  She  was  put  on  testosterone,  25 
mg.  three  times  a week.  Her  doctor  wrote 
me  after  three  months  that  she  was  feeling 
well,  had  gained  weight,  that  both  the  tumor 
and  the  axillary  metastasis  had  decreased 
in  size,  and  that  they  were  no  longer  pain- 
ful. She  died  two  months  later. 

This  is  the  type  of  case  where,  after  one 
has  exhausted  all  other  methods  of  treat- 
ment, with  testosterone  you  can  give  the 
patient  some  measure  of  comfort  and  at 
least  the  consolation  of  knowing  that  some- 
thing is  being  done  for  her. 

Number  2 

Mrs.  K.  W.,  age  37,  operated  on  by  me 
December,  1943;  radical  mastectomy.  Path- 
ological report  was  gland  cell  carcinoma, 
grade  III,  with  no  axillary  metastasis. 
Deep  X-ray  therapy  was  given  postoper- 
atively.  She  returned  in  July,  1944,  nine- 
teen months  later,  with  a metastatic  in- 
volvement of  the  skin  of  the  chest  wall — 
lenticular  carcinoma,  or  carcinoma  en  cui- 
rasse.  Radiation  therapy  was  given  on  the 
chest  wall,  radiation  castration,  and  patient 
instructed  to  have  her  home-town  physician 
give  her  25  mg.  testosterone  three  times  a 
week — which  she  was  unenthusiastic  about 
and  would  not  take  regularly.  She  showed 
no  improvement,  but  became  progressively 
worse  and  died  in  March,  1945,  eight  months 
after  her  skin  recurrence.  The  general 
opinion  now  is  that  testosterone  is  not  so 
effective  when  the  metastasis  involves  the 
soft  tissues  as  it  is  in  skeletal  involvement, 
and  Geschickter  in  discussing  lenticular  car- 
cinoma says  that  all  varieties  of  therapy 
are  equally  unsuccessful. 

Number  3 

Mrs.  A.  G.,  white,  age  55,  was  operated 
on  by  me  October  30,  1945.  A radical  mas- 
tectomy was  done.  The  pathological  report 
was  scirrhous  carcinoma  with  axillary  me- 
tastasis. Deep  X-ray  therapy  was  given 
postoperatively.  She  returned  to  my  office 
September  27,  1947,  25  months  after  her 
operation,  with  a hard,  walnut-sized,  pain- 
ful tumor  situated  between  her  scar  and 
the  midline  of  her  sternum.  The  X-ray  of 
her  chest  did  not  show  any  bony  metastasis, 
and  her  lungs  were  clear.  She  was  given 
X-ray  over  the  tumor  and  25  milligrams  of 
testosterone  three  times  a week.  At  the 


end  of  three  weeks  and  nine  doses  of  tes- 
tosterone she  was  sent  home  for  her  local 
doctor  to  continue  with  the  testosterone. 
She  returned  to  my  office  March,  1948,  or 
51/2  months  later.  The  tumor  had  disap- 
peared, and  she  said  that  she  felt  better 
than  she  had  in  years.  This,  according  to 
most  writers,  is  universally  true.  These 
patients  get  a sense  of  well  being  from  the 
use  of  testosterone  that  is  so  pronounced 
and  sustained  so  long  that  it  can’t  all  be 
psychic. 

Number  U 

Miss  S.  B.,  white,  age  42,  operated  on 
by  me  August,  1942;  radical  mastectomy. 
Preoperative  X-ray  of  her  lungs  did  not 
show  any  evidence  of  pulmonary  metastasis. 
Pathological  report  was  gland  cell  carci- 
noma, grade  III,  with  axillary  involvement. 
Postoperative  radiation  therapy  and  X-ray 
castration  was  used.  (X-ray  plate.1)  On 
December  30,  1942,  or  four  months  after 
her  operation,  a small  area  of  metastasis 
was  found  in  her  lung  at  a routine  X-ray 
checkup.  She  was  given  more  irradiation 
therapy  and  25  mg.  testosterone  every  other 
day  for  eight  weeks,  and  after  that,  10  mg. 
daily  by  mouth  almost  continuously  from 
then  on.  She  was  given  X-ray  therapy 
from  time  to  time,  as  much  as  she  could 
stand.  At  times  she  was  troubled  with  an 
annoying  cough ; her  chest  would  fill  with 
fluid  and  have  to  be  aspirated ; and  cancer 
cells  were  found  in  the  aspirated  fluid  by 
cell  block  method.  She  never  developed  any 
skeletal  or  other  metastasis,  and  died  No- 
vember, 1947,  or  four  years  and  eleven 
months  from  the  time  that  her  first  pul- 
monary metastasis  was  discovered.  She 
lived  a fairly  comfortable,  although  appre- 
hensive, life  up  until  six  weeks  before  her 
death  when  her  aspirations  had  to  be  great- 
ly increased  in  number,  and  she  did  not  show 
the  marked  cachexia  that  is  so  character- 
istic of  cancer  cases. 

One  of  our  roentgenologists  tells  me  that 
most  pulmonary  metastasis  cases  die  within 
a year.  I feel  since  she  lived  four  years  and 
eleven  months  from  the  time  her  pulmonary 
metastasis  was  first  discovered  that  the  tes- 
tosterone with  X-ray  curtailed  the  rapidity 
of  the  growth  of  her  cancer  cells  and  in- 
creased her  life  span  and  comfort. 
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N umber  5 

Mrs.  J.  A.  H.,  white,  age  50,  operated  on 
at  Vanderbilt  Hospital  for  malignancy  in 
1941.  Right  radical  mastectomy  was  done. 
She  was  seen  by  me  in  July,  1947.  (X-ray 
plate.-)  X-ray  diagnosis  was  metastasis  in 
right  pulmonic  field  and  metastasis  to  right 
scapula.  She  refused  all  treatment  until 
October,  1947,  when  her  pain  became  so 
severe  that  narcotics  had  to  be  resorted  to. 
Deep  X-ray  therapy  was  started  in  Oc- 
tober, 1947,  and  testosterone,  25  mg.  three 
times  a week.  After  three  weeks  of  deep 
therapy  and  36  doses  of  testosterone, 
improvement  has  been  noticed.  (X-ray 
plate.3)  She  admits  that  she  is  better  and 
says  she  feels  better — which  is  quite  a tri- 
umph, as  she  is  a most  difficult  and  com- 
plaining person.  Her  narcotics  have  been 
discontinued.  Her  blood  calcium  is  10  mg., 
which  is  normal,  and  her  alkaline  phos- 
phatase is  21,  which  is  very  high  as  we  can 
expect  with  the  use  of  testosterone. 

I show  this  case,  early  though  it  is  in  her 
treatment,  to  show  the  improvement  which 
has  taken  place  in  four  and  a half  months. 

Number  6 

Mrs.  M.  B.,  white,  age  38,  operated  on  by 
me  in  July,  1944,  for  a radical  mastectomy. 
Pathological  report  was  carcinoma,  grade 
III,  with  axillary  metastasis.  Postoper- 
ative irradiation  therapy  was  given.  At  a 
checkup  X-ray  examination  November,  1944 
(X-ray  plate4),  areas  of  metastasis  were 
found  in  second  right  rib  and  right  ischium. 
X-ray  therapy  and  X-ray  castration  were 
used,  and  testosterone,  10  mg.,  was  given 
three  times  a week.  She  had  very  little 
discomfort  with  the  metastasic  lesions,  and 
after  six  weeks  of  testosterone  looked  and 
felt  fine.  On  X-ray  checkup  (X-ray  plate5) 
December,  1945,  or  13  months  following 
discovery  of  the  metastasis,  her  lesions  were 
completely  healed.  Testosterone  was  given 
for  10  months  and  then  discontinued,  which 
I believe  now  to  have  been  a mistake.  In 
April,  1946,  or  four  months  later,  she  com- 
plained of  back  pain  (X-ray  plate),  and 
the  examination  showed  a destructive  le- 
sion of  the  second  lumbar  vertebra.  Tes- 
tosterone, 25  mg.  three  times  a week,  was 
started  and  more  X-ray  was  used.  In  July, 
1946,  or  four  months  later  (X-ray  plate) 


examination  showed  the  destructive  process 
in  the  lumbar  vertebrae  to  be  filling  in  with 
new  bone.  Testosterone  was  discontinued 
for  three  months  and  started  again  for  two 
months,  using  it  not  regularly.  In  July, 
1947,  or  18  months  later,  she  had  a path- 
ological fracture  of  the  right  femur  and 
died  that  same  month,  or  three  years  and 
eight  months  from  her  first  demonstrable 
metastasis.  Her  post  mortem  showed  met- 
astatic growths  in  almost  every  organ  of 
her  body.  Narcotics  were  not  used  except 
in  the  last  ten  days  of  her  life.  Due  to 
financial  reasons  and  inexperience  on  my 
part,  large  doses  of  testosterone  was  not 
used.  If  I could  go  over  this  case  again, 

I would  use  25  instead  of  10  mg.  and  would 
give  it  continuously. 

Number  7 

Mrs.  N.  V.,  white,  age  42,  was  operated 
on  by  me  June  6,  1945,  for  a radical  mas- 
tectomy. The  pathological  report  was  grade 
IV  carcinoma  with  axillary  gland  involve- 
ment. Deep  X-ray  therapy  was  given  post- 
operatively.  Her  X-ray  checkup,  April  2, 
1946,  ten  months  from  her  operation, 
showed  no  evidences  of  metastasis  in  the 
chest,  lumbar  spine,  pelvis,  or  hips.  In 
the  late  fall  of  that  year  she  began  to  com- 
plain of  pain  in  her  back  and  legs  and  de- 
veloped difficulty  in  walking.  She  also  com- 
plained of  disturbance  of  vision,  headache, 
and  redness  of  the  conjunctiva  of  one  eye. 
Her  pain  was  so  severe  that  narcotics  had 
to  be  used  to  control  it.  The  X-ray  exam- 
ination on  December  5,  1946,  or  nine  months 
after  her  negative  plates  (X-ray  plate0) 
showed  evidence  of  marked  metastasis  in 
the  sacrum,  pelvis,  upper  ends  of  the  fe- 
murs, ribs,  and  lumbar  vertebrae,  as  well 
as  three  well-defined  metastatic  areas  in  the 
cranial  bones  and  destruction  of  the  pos- 
terior clinoid  process  of  the  sella  turcica. 
In  other  words,  generalized  bony  metastasis. 

She  was  given  irradiation  therapy  over 
her  spine  and  pelvis,  and  testosterone,  25 
mg.,  three  times  a week.  No  X-ray  was 
given  over  her  skull. 

After  eight  weeks,  improvement  was  no- 
ticed, and  it  has  been  progressive  and  dra- 
matic. (X-ray  plate.7)  The  areas  of  de- 
struction show  sclerosis  and  regeneration 
of  new  bone.  Her  vision  has  returned  to 
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normal ; her  headache  and  pains  in  her 
back  and  legs  have  left,  and  she  walks  well 
and  says  she  feels  fine.  Her  blood  calcium 
is  11.5,  which  is  normal,  and  her  alkaline 
phosphatase  is  18,  which  is  above  normal 
as  is  to  be  expected.  I am  still  giving  her 
25  mg.,  of  testosterone  once  a week,  and  am 
afraid  to  stop  it. 

Conclusions 

1.  Testosterone  is  of  benefit  in  cases 
where  no  further  X-ray  therapy  can  be 
used. 

2.  None  of  these  cases  were  apparently 
made  worse  by  the  use  of  this  drug. 

3.  It  is  well  worth  a try  in  soft  tissue 
involvement,  as  is  shown  by  the  lung  me- 
tastasis case  that  lived  four  years  and 
eleven  months. 

4.  It  is  of  definite  benefit  in  skeletal  me- 
tastasis. 

5.  All  of  these  cases,  with  one  exception, 
had  a feeling  of  well  being  and  relief  from 
pain  which  could  not  have  been  all  psychic. 

6.  Much  work  still  remains  to  be  done  on 
the  use  of  this  drug.  It  seems  to  me  that, 
along  with  deep  therapy,  X-ray  or  sur- 
gical castration,  testosterone  is  another 
weapon  that  we  can  use  against  one  of 
women’s  most  relentless  enemies. 

• DR.  BARTON  McSWAIN  (Nashville)  : 

I agree  with  Dr.  Davis  that  testosterone  does  not 
make  such  patients  worse  and  that,  in  some  women 
with  osseous  metastases  from  carcinoma  of  the 
breast,  it  may  alleviate  pain  and  it  may  possibly 
prolong  their  lives.  However,  testosterone  does  not 
relieve  pain  in  all  such  instances  and  its  efficacy 


in  soft  tissue  metastases  from  breast  carcinoma, 
although  apparent  in  one  of  his  patients,  is  open 
to  question.  I agree  with  Dr.  Davis  that  if  testo- 
sterone is  administered  to  individuals  with  meta- 
static breast  carcinoma  that  its  administration 
should  be  continued  until  the  side  effects  become 
intolerable.  I believe  that  the  dosage  should  not 
be  less  than  200  milligrams  per  week.  This  amount 
costs  $12.00  per  week  or  about  $50.00  per  month. 
Thus  it  seems  justifiable  to  administer  it  to  wealthy 
patients  or,  for  the  purpose  of  clinical  investiga- 
tion, through  grants  from  the  pharmaceutical 
houses  or  the  Therapeutic  Trials  Committee  of  the 
American  Medical  Association  or  others,  to  clinic 
patients.  In  patients  upon  whose  families  the 
expenditure  of  $50.00  per  month  is  a hardship,  I 
believe  the  use  of  testosterone  is  not  justifiable. 

RESULTS  AND  COMMENTS 

Case  1.  This  woman  showed  moderate  hypertri- 
chosis, developed  pulmonary  metastases  fourteen 
months  after  operation  and  died  one  month  later. 
She  did  not  have  osseous  metastases. 

Case  2.  The  skin  metastases  increased  in  size 
and  number,  metastases  to  the  lumbar  vertebrae 
occurred  and  she  died  seven  months  after  opera- 
tion. There  was  no  benefit  from  the  testosterone 
but  the  period  of  its  administration  was  too  short 
for  any  definite  conclusions  as  to  its  worth. 

Case  3.  Metastases  to  the  ilium  and  sacrum  oc- 
curred during  administration  of  testosterone.  The 
patient  had  severe  pain  which  continued  until 
roentgen-ray  therapy  was  given.  At  the  time  of 
the  writing  of  this  report,  she  is  alive  but  in  poor 
condition,  eight  months  after  roentgenographic 
demonstration  of  osseous  metastases.  She  has  de- 
veloped no  hypertrichosis. 

Case  U-  The  soft  tissue  masses  showed  the  usual 
regression  which  is  seen  following  roentgen-ray 
therapy.  She  has  no  bony  metastases  yet  and  has 
not  developed  hypertrichosis. 

Case  5.  The  tumor  in  the  thigh  decreased  in  size 
and  the  woman  has  had  no  pain. 
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EDITORIAL 


The  Veteran’s  Contract 

With  this  issue  of  the  Journal  we  are 
sending  the  new  contract  between  the  Vet- 
erans Administration  and  the  Tennessee 
State  Medical  Association  and  the  Schedule 
of  Fees  paid  by  the  Administration  for  ex- 
amining and  treating  cases  authorized  by 
the  Administration. 

This  contract  is  the  outgrowth  of  the 
desire  of  the  Veterans  Administration  to 
secure  medical  service  in  the  home  town  of 
the  veteran  who  needs  such  service.  For 
two  years  Tennessee  doctors  have  been  ren- 
dering this  service  under  former  contracts 
negotiated  by  our  Veterans’  Committee  and 
approved  by  the  Board  of  Trustees.  These 
former  contracts  were  not  complete  in  that 
Part  II  of  the  Schedule  had  not  been  ac- 
cepted by  both  contracting  parties. 

The  contract  now  sent  each  member  of 
the  Association  will  become  effective  July 
1.  It  will  expire  in  one  year.  It  may  be 
renewed  annually  if  agreeable  to  both  par- 
ties. 

We  are  informed  that  786  members  of 
the  Medical  Association  are  now  on  the  roll 
of  fee-designated  physicians  (782  physi- 
cians, two  consultants,  and  two  attending 
physicians).  During  the  twelve  months  be- 
ginning April,  1947,  these  fee-designated 
physicians  received  from  the  Veterans  Ad- 
ministration the  sum  of  $194,094.75  for 
services  authorized  by  the  Veterans  Admin- 


istration ($137,148.10  for  examinations  and 
$56,946.65  for  treatments). 

Certain  portions  of  the  contract  deserve 
special  attention.  Paragraph  one  provides 
that  the  Medical  Association  must  request 
each  of  its  members  to  participate  in  the 
state-wide  program.  As  stated  above,  786 
doctors  have  been  approved  under  the  con- 
tract. Any  member  of  the  Association 
may  be  approved  by  requesting  the  Secre- 
tary to  certify  his  state  membership  to  the 
Veterans  Administration.  Over  one  thou- 
sand of  our  members  are  at  present  not 
participating  in  this  program. 

Members  of  the  Veterans’  Committee 
that  made  the  original  contract  have  been 
named  by  the  Trustees  as  Boards  of  Re- 
view. These  three  Boards  are  as  follows: 

East  Tennessee — Herbert  Acuff,  M.D., 
Knoxville;  W.  J.  Sheridan,  M.D.,  Chatta- 
nooga ; D.  J.  Zimmermann,  M.D.,  Morris- 
town. 

Middle  Tennessee — John  C.  Burch,  M.D., 
Nashville,  Chairman;  Travis  H.  Martin, 
M.D.,  Nashville;  William  M.  Dedman,  M.D., 
Gallatin. 

West  Tennessee — J.  Paul  Baird,  M.D., 
Dyersburg;  C.  V.  Croswell,  M.D.,  Memphis; 
John  W.  Morris,  M.D.,  Somerville. 

Any  differences  of  opinion  between  the 
physicians  and  the  Veterans  Administra- 
tion will  be  considered  by  these  Boards  of 
Review. 

We  urge  every  member  of  the  Associa- 
tion to  carefully  read  this  contract.  If  a 
member  has  not  already  qualified,  we  urge 
him  to  do  so. 

The  contract  is  inserted  in  the  JOURNAL 
so  that  it  may  be  removed  without  damage 
to  the  remainder  of  the  magazine.  Remove 
the  contract  from  the  Journal  and  keep  it 
on  your  desk  for  easy  reference. 


Prepaid  Medical  Care  Plan 

As  our  readers  may  know,  the  House  of 
Delegates  voted  to  sponsor  prepaid  medical 
care  plan  similar  to  the  Rhode  Island  Plan 
written  by  commercial  carriers. 

The  House  of  Delegates  named  nine  men 
to  incorporate  the  Tennessee  Medical  Serv- 
ice Plan.  This  Board  of  Incorporators  was 
never  authorized  to  complete  the  incorpo- 
ration of  the  plan.  The  House  of  Delegates 


220 


SECRETARY'S  LETTER— AND  WE  QUOTE 


June,  1948 


requested  these  incorporators  to  act  as  an 
Insurance  Committee  in  formulating  the 
plan  for  commercial  carriers. 

We  have  succeeded  in  getting  some  of  the 
details  of  the  Rhode  Island  Plan  and  the 
incorporators  have  been  asked  to  become  a 
committee  to  consider  this  plan.  Upon  the 
acceptance  of  this  assignment  the  commit- 
tee will  write  to  all  the  companies  doing 
business  in  Tennessee  who  desire  a part  in 
this  work.  In  a few  months  we  believe  that 
each  doctor  in  the  state  will  have  the  privi- 
lege of  indicating  whether  he  desires  to 
work  with  the  commercially  carried  Ten- 
nessee Plan. 

Location  Wanted 
Dear  Dr.  Hardy: 

I am  planning  to  become  a general  prac- 
titioner and  I am  looking  for  a suitable 
location.  I would  prefer  to  establish  a 
practice  in  a town  of  5,000  to  25,000  popu- 
lation. 

I am  a graduate  of  the  George  Washing- 
ton University  School  of  Medicine  and  will 
soon  be  a Diplomate  of  the  National 
Boards.  My  internship  will  be  completed 
at  Gallingber  Municipal  Hospital,  Wash- 
ington, D.  C.,  on  June  30,  1948. 

Could  you  furnish  me  any  information 
about  possible  location,  or  others  to  whom 
I could  write  within  the  state?  For  any 
information  I will  be  greatly  indebted. 

Sincerely  yours, 

H.  T.  B.,  M.D. 

The  name  and  address  of  the  above  author  will  be  fur- 
nished on  request  to  Tennessee  State  Medical  Associa- 
tion, 510  Doctors  Building,  Nashville. 


SECRETARY'S  LETTER 

American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 
George  F.  Lull,  M.D.,  Secretary  and  General  Manager 

Recently  the  American  Medical  Associa- 
tion Motion  Picture  Library  received  a 
print  of  a 16mm.,  black  and  white,  silent 
film  entitled,  “High-Speed  Motion  Pictures 
of  the  Human  Vocal  Cords.” 

This  motion  picture  shows  an  apparatus 
developed  by  the  Bell  Telephone  Laborato- 
ries for  high-speed  photography  (400 
frames  per  second)  of  the  human  vocal 
cords.  Mirror  views  taken  during  the  pro- 
duction of  various  vowel  sounds  are  used 
to  demonstrate  the  normal  larynx.  Action 


of  the  cords  in  the  trained  and  untrained 
voice  are  shown.  In  addition  to  the  phys- 
iological studies,  the  cords  are  shown  dur- 
ing whispering,  phonation  on  inspiration, 
and  during  cough.  Animation  briefly  de- 
scribes the  position  and  action  of  the  vocal 
cords. 

The  production  is  suitable  for  showing 
to  physiologists,  otolaryngologists,  medical 
students,  and  to  a lay  audience  studying 
voice  and  speech  problems.  Procurable  on 
loan  from  Committee  on  Medical  Motion 
Pictures,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10, 
Illinois. 


AND  WE  QUOTE 


The  Veterans  Administration  has  in  its 
custody  the  majority  of  syphilis  records  of 
those  Army  personnel  who  were  treated 
for  this  disease  while  in  active  service,  and 
in  many  instances  can  procure  informative 
data  from  the  syphilis  records  of  other  than 
Army  personnel.  It  is  thought  that  man> 
physicians  treating  veterans  for  syphilis  as 
private  patients  would  find  a resume  of  the 
syphilis  record  useful  since  the  details  of 
treatment,  results  of  spinal  fluid  examina- 
tions, and  blood  serologies  are  incorporated 
in  the  records. 

Resumes  of  these  records  are  available 
to  physicians  who  are  treating  such  veter- 
ans provided  authorization  for  the  release 
of  the  data  is  given  by  the  veteran.  Re- 
quests for  the  resumes  accompanied  by  an 
authorization  for  the  release  of  the  data, 
dated  and  signed  by  the  veteran,  should  be 
addressed  to  the  Dermatology  and  Syphilol- 
ogy  Section,  Veterans  Administration,  Mu- 
nitions Building,  Washington  25,  D.  C.  It 
is  most  important  that  the  veteran’s  Serv- 
ice Serial  Number,  and  other  identifying 
information,  such  as  the  date  of  enlistment, 
the  date  of  discharge,  rank,  and  organiza- 
tion be  included. 

Ordinarily  the  resumes  can  be  furnished 
in  approximately  two  weeks  from  the  date 
of  the  receipt  of  the  request  and  signed 
authorization. 

Paul  B.  Magnuson, 
Chief  Medical  Director. 
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Praise  Indeed 

When  the  Neiv  York  Daily  Mirror  writes 
editorials  for  us,  that  is  news.  Witness  now 
something  else  again.  For  many  years  Mr. 
W.  R.  Hearst  has  snarled  at  the  medical 
profession  over  the  bone  of  animal  experi- 
mentation in  his  various  publications. 

In  an  editorial,  “Progress  of  Health,”* 
we  read : 

The  health  of  the  country  goes  right  on  improv- 
ing. There  is  at  birth  an  average  life  expectancy 
of  better  than  sixty-five  years.  . . . The  public  is 
forewarned  about  these  (heart  disease  and  can- 
cer) as  never  before,  the  amount  of  combative 
research  is  unprecedented.  ...  So  much  is  known 
about  the  arrest  and  prevention  of  tuberculosis 
today  that  some  public  health  prophets  predict 
“the  great  white  plague”  eventually  will  be  wiped 
out.  Smallpox,  once  a common  death  dealer,  has 
been  eliminated  to  the  extent  that  doctors  are 
unfamiliar  with  its  symptoms.  (Except  when 
cases  recently  were  recognized  and  New  York  City 
subjected  to  mass  vaccination.) 

Most  of  our  strides  in  medicine  and  research 
have  been  made  under  the  free  practice  of  the 
profession,  free  pursuit  of  research,  with  funds 
provided  by  private  fortunes,  great  charitable 
foundations  and  contributions  of  the  public.  . . . 
There  is  no  ^indication  that  our  medical  progress 
is  faltering  in  any  way,  but  the  bureaucrats  in 
Washington,  recognizing  a good  thing  when  they 
see  it,  think  they  could  do  a better  job.  . . . Mr. 
Truman’s  master  plan  to  socialize  or  nationalize 
the  medical  profession  at  a cost  of  $5,000,000  a 
year — taxes  to  come  from  the  people — represents 
the  latest  plan  to  “take  over,”  . . . thus  aping  the 
cradle-to-grave  “security”  scheme  being  tried  out 
in  Britain. 

As  it  is  working  out  in  Britain,  the  doctor  is 
subject  to  350  pages  of  rules  and  regulations  (re- 
member the  O.  P.  A.?),  and,  through  its  licensing 
powers,  the  government  can,  in  effect,  squeeze  him 
out  of  his  current  practice  and  reassign  him. 

Of  course  sordid  politics  are  never  supposed  to 
interfere  in  these  high-minded  schemes,  but  some- 
how they  always  do — particularly  when  politicians 
are  intrusted  with  administering  billions  of  dollars. 

Sure — our  free  system  has  defects.  But,  in 
medicine  as  in  other  endeavors,  it  is  the  main- 
spring of  a going  concern.  It  is  successful.  It 
progresses.  It  is  a living  fact,  in  contravention  of 
the  hopeful  visions  and  unfulfillable  promises  of 
the  socialist  planners. 

As  we  finish  these  quotations  we  feel  as 
if  our  perspiring  brow  had  been  fanned  by 
a fresh  breeze  of  spring.  They  contain,  to 
be  sure,  nothing  but  what  this  and  every 

‘Daily  Mirror,  New  York,  March  6,  1948. 


other  medical  journal  in  the  country  have 
been  saying  for  a long  time.  But  what  this 
and  other  medical  journals  say  on  the  sub- 
ject of  medical  care,  apparently,  has  but 
little  direct  influence  on  the  public.  We 
submit  that  at  the  present  time  the  medical 
profession  should  have  more  weight  and 
influence,  not  less. 

We  would  not,  of  course,  have  doctors 
invade  the  sickroom  with  a stethoscope  in 
one  hand  and  a copy  of  this  editorial  in  the 
other,  but  we  are  of  the  opinion  that  doc- 
tors should  be  more  lively  than  they  are  in 
everyday  presentation  of  the  case  of  their 
profession.  Undoubtedly  we  shall  have  to 
wait  for  a long  time  for  such  a desired 
change  to  come  about.  But  in  the  mean- 
time we  are  much  refreshed  by  the  Daily 
Mirror  coming  in  on  the  side  of  medicine. 

If  Mr.  Hearst  can  for  a moment  sub- 
merge his  horror  over  the  use  of  dogs  for 
the  benefit  of  humans  in  his  admiration  for 
the  medical  profession  in  its  achievements 
for  world  health,  who  knows  what  may  be 
the  next  miracle?  The  Russians  backing 
up  the  Marshall  Plan?  Who  knows? — Re- 
printed from  the  New  York  State  Journal 
of  Medicine. 


Living  Costs  Rise  Faster  Than 
Physicians’  Fees 

The  cost  of  living  has  risen  more  rapidly 
than  the  fees  charged  by  physicians  for 
medical  services,  according  to  Frank  G. 
Dickinson,  Ph.D.,  director  of  the  Bureau  of 
Medical  Economic  Research  of  the  Ameri- 
can Medical  Association. 

In  his  new  study  entitled  “Comparative 
Increases  in  the  Costs  of  Medical  Care  and 
the  Costs  of  Living,”  Dr.  Dickinson  stated 
that  the  quantity  of  medical  care  received 
by  the  American  people  was  at  least  two- 
thirds  more  in  1946  than  in  1939. 

“When  the  various  indexes  and  ratios 
are  studied,”  Dr.  Dickinson  said,  “it  can 
be  seen  that  the  quantity  of  medical  care 
received  by  the  American  people  has  prob- 
ably increased  much  faster  than  the  in- 
crease in  the  number  of  physicians.  This 
apparent  “output”  per  physician  doubtless 
reflects  the  increasing  use  of  technical  as- 
sistants. 

“Whether  one  examines  the  record  of 
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total  expenditures  of  the  American  people 
for  medical  care  or  the  prices  of  significant 
items  during  recent  years,  he  comes  to  the 
general  conclusion  that  the  American  peo- 
ple have  been  fortunate  in  that  the  costs  of 
keeping  well  have  not  risen  as  rapidly  as 
the  cost  of  living.” 

In  his  new  study,  just  off  the  press,  Dr. 
Dickinson  made  extensive  use  of  the  price 
indexes  compiled  by  the  U.  S.  Bureau  of 
Labor  Statistics.  A four-page  bulletin 
contains  figures  and  charts  supporting  his 
conclusions. 

The  Bureau  of  Labor  Statistics  index, 
covering  cost  of  living  in  thirty-four  cities, 
was  fifty-nine  per  cent  higher  in  1947  than 
in  the  base  period  of  1935-39. 

The  Bureau’s  1947  index  for  all  medical 
care,  including  drugs,  was  only  thirty-two 
per  cent  above  the  1935-39  period.  Ex- 
cluding drugs,  the  increase  was  thirty-five 
per  cent,  and  for  drugs  only  the  increase 
was  fifteen  per  cent. 

“This  doesn’t  reflect  the  quantity  of  med- 
ical care,”  Dr.  Dickinson  said,  explaining 
that  the  1946  index  of  personal  consumer 
expenditures  for  medical  care  was  211  per 
cent,  or  111  per  cent  above  the  1935-39 
base  period. 

“A  statistician,”  he  explained,  “arrives 
at  the  index  of  quantity  of  medical  care  by 
dividing  the  index  of  expenditures  by  the 
index  of  prices  of  medical  care.”  Thus  he 
established  that  the  index  of  expenditures 
for  1946,  211  per  cent,  was  more  than  two- 
thirds  higher  than  the  index  of  prices  of 
medical  care,  122  per  cent. 

He  used  the  index  of  personal  consumer 
expenditures  for  all  medical  care  items  as 
provided  by  the  U.  S.  Department  of  Com- 
merce. 

Dr.  Dickinson  estimated  that  the  quan- 
tity of  physicians’  services — one  of  the 
medical  care  items — was  approximately 
one-half  greater  in  1946  than  in  the  base 
period  1935-39,  but  the  number  of  physi- 
cians was  only  one-seventh  greater. 

Dr.  Dickinson’s  newest  study  is  the  sec- 
ond made  within  a year.  In  1947,  he  pub-  - 
lished  a study  entitled,  “Is  Medical  Care 
Expensive?”  In  this  twelve-page  pam- 
phlet, Dr.  Dickinson  said  that  medical  care 
items  as  a whole  cost  the  American  people 
$5,600,000,000  in  1946,  but  that  onlv  3.9 


per  cent  of  the  total  personal  consumer 
expenditures  of  the  American  people  were 
spent  for  these  medical  care  items.  This 
compared  with  4.3  per  cent  in  1940. 

He  also  found  in  his  first  study  that  in 
1946  physicians  received  only  twenty-six 
per  cent  of  all  the  dollars  spent  for  medical 
care  as  compared  with  thirty-one  per  cent 
in  the  base  period  1935-39,  and  thirty-two 
per  cent  in  1929,  the  first  year  for  which 
the  data  were  gathered  and  published  by 
the  U.  S.  Department  of  Commerce.  On 
the  other  hand,  he  found  that  the  amount 
spent  for  drugs  in  1946  had  risen  to  twenty- 
four  per  cent  of  all  dollars  spent  for  medi- 
cal care  as  compared  with  only  twenty-one 
per  cent  in  the  base  period  1935-39,  and 
twenty  per  cent  in  1929. 


The  Job  of  the  County  Medical  Society 
“The  county  medical  society  in  many 
areas  has  become  just  another  society.” 
This  statement  by  Dr.  Louis  Bauer  (A.  M. 
A.  Trustee  and  President  of  the  Medical 
Society  of  the  State  of  New  York)  is  an 
alarming  truth.  Medicine  has  become  over- 
organized. Surgical  societies,  obstetrical 
societies,  pediatric  societies,  general  prac- 
tice societies,  and  others  have  sprung  up 
everywhere.  In  many  places  this  move- 
ment has  reduced  the  interest  in  county 
society  activities,  has  lowered  attendance 
at  society  meetings,  and  has  diminished  the 
influence  of  the  county  medical  society  in 
the  community. 

Today  the  influence  of  the  county  medi- 
cal society  is  needed  more  than  ever  before. 
The  individual  physician  must  be  kept 
united  and  informed ; the  public  must  be 
educated  as  to  the  problems  of  medicine, 
both  scientific  and  economic;  and  liaison 
must  be  maintained  with  lay  groups  and 
organizations  in  the  community.  These 
are  functions  of  the  county  medical  society. 

What  are  the  responsibilities  of  a county 
society?  The  county  medical  society  has  a 
responsibility  to  the  public,  a responsibility 
to  its  membership,  and  a responsibility  to 
medical  organization.  There  is  no  order 
of  preference ; all  are  equally  important. 
One  cannot  survive  without  the  other  two. 

The  first  step  toward  understanding 
within  the  membership  is  to  succeed  in  an 
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understanding  among  the  county  medical 
society  officers. 

The  Third  National  Conference  of  Coun- 
ty Medical  Society  Officers,  scheduled  for 
June,  is  designed  to  assist  in  this  step  as 
well  as  to  arrive  at  a measure  of  agreement 
in  regard  to  the  meaning  and  extent  of 
such  responsibilities.  Every  county  med- 
ical society  has  been  issued  an  invitation 
to  send  its  officers  to  the  conference.  Each 
officer  attending  will  be  free  to  enter  into 
the  discussion  and  to  express  his  thoughts 
and  ideas  on  the  job  of  the  county  medical 
society. 

The  thoughts  and  ideas  expressed  will  be 
correlated  and  forwarded  to  the  president 
or  secretary  of  each  county  society,  and 
from  there  on  it  will  be  up  to  them,  and  to 
every  committee  member,  and  to  every  so- 
ciety member,  to  give  attention  to  the  prob- 
lem. 

The  county  medical  society  is  as  effective 
or  as  ineffective  as  its  success  in  carrying 
on  its  responsibilities.  Such  success  de- 
pends on  the  individual  physicians  who 
make  up  each  society. 

The  strength  of  a chain  is  the  strength 
of  its  weakest  link.  Don’t  have  any  weak 
links  in  your  society. 


Socialized  Medicine  Would  Hurt 
Patient,  Doctor  Claims 

Enactment  of  a compulsory  sickness  in- 
surance law  will  in  no  way  heal  the  medical 
economic  problems  in  this  country,  Dr. 
Lowell  S.  Goin  of  Los  Angeles  says  in  the 
current  issue  of  Radiology,  a journal  pub- 
lished primarily  for  physicians  who  spe- 
cialize in  X-rays. 

“We  are  almost  the  last  great  country  in 
the  world  where  medicine  still  remains  a 
free  enterprise  and  where  it  is  not  domi- 
nated by  government-controlled  agencies,” 
Doctor  Goin  writes,  adding: 

“The  health  of  the  nation  is  not  as  bad 
as  proponents  of  socialized  medicine  claim. 

“The  United  States  Public  Health  Serv- 
ice issued  a report  sometime  ago  on  the 
incidence  of  tuberculosis  in  the  world.  The 
United  States  has  not  had  the  benefit  of 
compulsory  sickness  insurance ; we  are  a 
benighted  country  where  free  enterprise 
still  exists,  but  the  incidence  of  tuberculo- 


sis in  the  United  States  is  less  than  twenty- 
five  per  100,000  of  population.  Great 
Britain  has  had  compusory  sickness  in- 
surance since  1911,  and,  by  strange  co- 
incidence, that  country’s  incidence  of  tu- 
berculosis is  between  fifty  and  seventy-five 
per  100,000,  while  in  Germany,  which  has 
enjoyed  these  benefits  since  1884,  the  inci- 
dence is  given  as  between  seventy-five  and 
one  hundred  per  100,000. 

“Diphtheria  is  a good  indicator,  because 
it  is  a specific  disease  for  which  we  have  a 
specific  treatment  and,  as  a matter  of  fact, 
a disease  from  which  no  one  needs  to  die. 
There  are  no  secrets  involved.  German 
and  English  doctors  know  just  about  as 
much  concerning  diphtheria  as  we  do,  yet 
in  the  last  year  in  which  there  are  any 
comparable  figures  the  death  rate  from 
diphtheria  in  the  United  States  was  some- 
what less  than  four  per  100,000  of  popu- 
lation, while  in  Germany  it  was  11.6  per 
100,000,  and  in  Great  Britain  it  was  11.7 
per  100,000  of  population. 

“In  this  instance,  then,  the  panacea  of 
compulsory  health  insurance  seems  to  have 
failed  slightly  in  its  stated  objective! 

“The  plain  fact  is  that  if  you  look  at  the 
experience  in  the  world  today,  you  will  find 
that  there  is  no  place  where  the  public 
health  is  as  good  as  it  is  in  this  country; 
that  in  no  other  country  has  medical  science 
advanced  as  much  as  it  has  in  this  country; 
that  the  European  countries  have  lost  their 
pre-eminence  as  educational  centers ; that 
the  day  when  the  American  doctor  strove 
vigorously  to  get  to  Germany  or  Vienna  to 
advance  his  education  has  gone,  and,  as  a 
matter  of  fact,  everyone  abroad  wants  to 
come  here  to  advance  his  education. 

“The  level  of  public  health  is  lower  in 
other  countries  than  it  is  here;  in  most  of 
them  it  is  much  lower.  Compulsory  sick- 
ness insurance  in  the  United  States  is  an 
extraordinarily  poor  way  to  give  medical 
care.” 


The  death  rate  from  all  causes  among 
U.  S.  life  insurance  policyholders  reached 
a new  low  in  1947  at  737.9  per  100,000, 
with  declines  shown  for  practically  all 
causes  of  death,  including  heart  disease  and 
cancer,  the  Life  Insurance  Association  of 
America  reports.  The  737.9  rate  compares 
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with  773.1  in  1946  and  763.9  in  1942,  the 
previous  lowest  rate.  These  results  are 
indicated  by  the  experience  of  companies 
representing  seventy-three  per  cent  of  the 
ordinary  and  industrial  life  insurance  pol- 
icies in  force  in  all  U.  S.  companies. 

Heart  diseases  of  all  kinds  constituted 
the  leading  cause  of  death  among  policy- 
holders last  year.  Nearly  half  of  all  the 
deaths  included  in  the  survey  were  attrib- 
uted to  heart  diseases,  cerebral  hemorrhage, 
and  nephritis,  which  together  make  up  the 
principal  diseases  in  the  group  called  car- 
diovascular-renal diseases.  The  combined 
death  rate  from  these  causes  in  1947  was 
361.5  per  100,000  policyholders.  This  was 
about  one  per  cent  lower  than  the  corre- 
sponding rate  in  the  previous  year,  due 
chiefly  to  improvement  among  industrial 
policyholders.  If  the  1947  rate  is  taken  as 
indicative  of  experience  among  all  policy- 
holders, it  may  be  estimated  that  approxi- 
mately 600,000  policies  became  claims  from 
the  principal  cardiovascular-renal  diseases 
last  year. 

Cancer,  the  second  leading  cause  of  poli- 
cyholder deaths,  also  declined  during  1947, 
the  first  drop  in  several  years.  The  1947 
death  rate  of  114.8  compares  with  116.9  in 
the  previous  year  and  106.8  in  1942.  Can- 
cer deaths  terminated  an  estimated  200,000 
life  policies  last  year. 

Practically  all  of  the  other  important 
death  causes  showed  a lower  rate  in  1947. 
The  accident  death  rate  among  policyhold- 
ers last  year  was  45.8  per  100,000  com- 
pared with  49.3  in  1946  and  53.3  in  1942. 
The  death  rate  from  tuberculosis  declined 
to  a new  low  of  26.1,  nearly  one-quarter 
lower  than  that  for  1942. 

The  death  rates  differ  between  ordinary 
and  industrial  life  insurance  policyholders. 
In  almost  all  cases,  the  death  rate  is  higher 
for  the  industrial  life  insurance  policyhold- 
ers than  for  ordinary  insurance  policyhold- 
ers. In  the  cases  of  tuberculosis  and  dia- 
betes, the  industrial  rate  is  strikingly  high- 
er.— Institute  of  Life  Insurance. 


Exploitation 

More  doctors  smoke  . . . cigarettes  than 
any  other  brand.  . . . 

The  soap  preferred  by  leading  dermatol- 
ogists is  . . . 


And  in  such  vein  the  radio  commercials 
day  after  day  carry  on  their  hullabaloo. 
J.  T.  W.,  writing  in  The  Saturday  Review 
of  Literature,  blasts  editorially  against 
what  he  terms  “The  calculated  exploitation 
of  an  entire  profession.”*  His  point  is  well 
taken  as  the  excerpt  below  indicates: 

“Most  doctors,”  the  radio  blares,  trying  to  sell 
something  or  other  (and  the  radio  isn’t  peddling 
stethoscopes) ; “seven  out  of  ten  Hollywood  stars” 
drink  or  smoke  or  wash  their  faces  with  such-and- 
such;  “your  dentist  uses  whatnot”  (we  asked  ours, 
and  he  didn’t).  When  is  most?  Seven  out  of  ten 
is  a clear-cut  ratio,  but  how  many  tens  were  con- 
sulted, and  who  determines  what  a Hollywood  star 
is?  Don’t  doctors  ever  raise  a voice  in  protest 
against  the  calculated  exploitation  of  an  entire 
profession?  Are  they  always  going  to  take  it,  like 
their  patients,  lying  down? 

The  editorial  was  written  sometime  ago. 
But  protest  as  far  as  we  know  has  been 
lacking  or  is  at  best  extremely  faint.  The 
“calculated  exploitation”  continues,  as  any- 
one can  verify  by  listening.  We  urge  our 
membership  to  inform  themselves  of  the 
extent  to  which  this  is  being  done  by  listen- 
ing to  the  various  programs. 

The  medical  profession  has  something — 
the  confidence  of  the  people.  This  has  been 
acquired  over  long  years  by  the  mainte- 
nance of  high  standards  of  education  and 
practice,  based  on  sound  scientific  research. 
Subtly  that  confidence  is  being  commercial- 
ly exploited  and  probably  always  will  be  to 
some  degree.  The  extent  to  which  it  is 
exploited  is  possibly  a rough  measure  of  the 
esteem  in  which  the  medical  profession  is 
held  by  the  public,  or  the  radio  sponsor’s 
estimate  of  that  esteem,  and  in  a sense  com- 
plimentary. Maybe  this  would  account  for 
the  lack  of  protest. 

J.  T.  W.  also  excoriates  the  loose  use  of 
vague  authorities:  “people  say,”  “Washing- 
ton seems  to  believe,”  “It  is  considered  sig- 
nificant” ; also  the  person  who,  when  inter- 
viewed, many  times  “yielded  to  the  glorious 
opportunity  to  become  a spokesman,  an  in- 
terpreter, a know-it-all,  and  had  the  com- 
plete, pat  answer.  . . . Invariably,  of  course, 
he  simply  told  what  he  thought.”  He 
warns  further  against  the  speaker  who  has 
the  effrontery  “to  think  for  his  audiences — 
‘I  know  that  most  of  my  listeners  will  agree 
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with  me,’  or  ‘The  American  businessman 
appreciates  too  well,’  ” for  examples. 

There  may  be  nothing  particularly  insidious  in 
all  this.  And  again  there  may  be.  The  average 
intelligent  listener  or  reader,  one  hopes  (or  do  we 
statistically  presume?),  is  capable  of  discounting, 
and  does  discount;  at  least  the  more  flagrant  nu- 
merical attributions  and  generalizations  are  the 
product  of  sheer  laziness,  as  much  physical  as  in- 
tellectual. It  is  so  much  easier  to  write  a think- 
piece,  so  much  simpler  to  interpret  “local  opinion,” 
or  to  lean  back  on  “dat  ole  debbil”  Consensus,  with- 
out putting  oneself  to  all  the  hard  work  of  round- 
ing up  substantial  and  provable  facts.  The  hand- 
out is  partly  (proportion  undetermined)  to  blame. 
Time  was  when  a reporter  had  to  use  his  feet  as 
well  as  his  head;  too  often  today  the  mimeograph 
machine  makes  it  unnecessary  for  him  to  overexert 
either  end. 

Everyone  has  a right  to  his  own  opinions — and 
a right  to  no  one  else’s.  . . . 

— Reprinted  from  New  York  State  Jour- 
nal of  Medicine. 


Gripes  and  Complaints 
For  those  who  criticize  the  activities  of 
your  county  society  by  saying,  “What  am 
I getting  out  of  the  society?  What  has  the 
medical  society  done  for  me?  I pay  my 
dues  each  year  and  get  nothing  in  return,’’ 
may  we  suggest  the  following  antidote: 

“A  horse  can’t  pull  while  kicking, 

This  fact  I merely  mention; 

And  he  can’t  kick  while  pulling, 

Which  is  my  chief  contention.” 

Get  out  the  harness  and  hitch  them  up! 
Convert  their  kicking  into  pulling  and  the 
county  society  will  have  an  active  and  ener- 
getic worker. 


Brookings  Report 

A copy  of  the  Brookings  Institute  report 
on  “The  Issues  of  Compulsory  Health  In- 
surance,” prepared  at  the  request  of  Sen- 
ator H.  Alexander  Smith,  Chairman  of  the 
Subcommittee  on  Health  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare,  is  be- 
ing mailed  to  all  county  medical  societies. 
This  is  an  excellent  source  of  information 
if  a member  of  your  society  is  asked  to 
speak  on  the  subject  of  socialized  medicine. 
— Reprinted  from  Newsletter,  The  Medical 
Society  of  the  State  of  Pennsylvania. 


Boys  incur  fifteen  per  cent  more  surgical 
operations  than  girls,  with  sixty  per  cent 


of  all  children’s  operations  being  tonsillec- 
tomies and  twenty  per  cent  appendectomies 
or  fractures,  according  to  an  analysis  of 
100,000  surgical  benefit  claims  of  all  ages 
made  by  a committee  of  the  Actuarial  So- 
ciety of  America  and  presented  at  the  an- 
nual meeting  of  the  Society  recently  in  New 
York. 

This  was  one  of  a long  list  of  findings 
from  the  study  which  covered  group  surgi- 
cal insurance  claims  reported  by  companies 
doing  seventy  per  cent  of  this  type  of  in- 
surance and  covering  a period  of  eight 
months  of  last  year. 

Group  surgical  insurance,  first  written 
in  1938,  has  become  an  important  segment 
of  the  insurance  business,  covering  10,000,- 
000  persons,  the  report  stated.  This  insur- 
ance, added  to  protection  on  an  additional 
10,000,000  covered  by  Blue  Cross,  individ- 
ual contracts,  or  other  plans,  gives  a total 
of  over  20,000,000  persons  now  protected 
by  surgical  benefit  insurance. 

Eight  types  of  operations  were  found  to 
account  for  the  greater  part  of  all  surgical 
benefit  claims : tonsillectomy,  appendecto- 
my, benign  tumor  or  cyst,  hemorrhoidec- 
tomy, fracture,  hysterectomy,  herniotomy, 
and  dilation  or  curettage.  These  accounted 
for  sixty  per  cent  of  all  claims,  fifty-seven 
per  cent  of  the  male  cases,  and  sixty-seven 
per  cent  of  the  female  cases. 

Multiple  operations  take  place  in  a large 
number  of  cases,  taking  advantage  of  the 
urgency  of  the  major  cause.  In  seventeen 
per  cent  of  all  cases,  more  than  one  opera- 
tion was  performed  under  the  one  proce- 
dure ; in  the  case  of  claims  for  wives,  thirty- 
one  per  cent  were  multiple ; for  female  em- 
ployees, twenty-four  per  cent ; for  male 
employees,  fifteen  per  cent;  and  for  chil- 
dren, five  per  cent.  In  gynecological  sur- 
gery, a maximum  of  fifty-one  per  cent  was 
shown.  On  the  average,  multiple  operation 
claims  were  for  amounts  almost  double 
those  for  single  operations. 

More  complicated  surgery  was  incurred 
at  ages  over  fifty  in  the  case  of  men.  For 
women,  the  operations  were  generally  more 
serious  than  for  men  at  all  ages,  but  the 
severity  changed  little  with  age,  except  for 
a slight  peak  in  late  childbearing  or  post- 
childbearing years. 

Not  all  surgery  is  performed  in  hospitals, 
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the  report  shows,  though  most  of  it  is.  Men 
show  a higher  out-of-hospital  surgery  inci- 
dence than  women.  In  the  case  of  men, 
twenty-three  of  the  operations  were  per- 
formed out  of  hospitals ; for  children,  six- 
teen per  cent;  and  for  women,  eleven  per 
cent.  The  average  amount  paid  for  out-of- 
hospital claims  was  less  than  one-third  that 
for  hospital  surgery. 

Taking  appendectomy  as  an  example,  it 
was  found  that  thirty  per  cent  of  the  doc- 
tors charged  not  over  $100;  fifty  per  cent, 
not  over  $125 ; eighty  per  cent,  not  over 
$150;  and  ninety  per  cent,  not  over  $165. 

The  analysis  was  said  by  the  committee 
to  indicate  that  charges  were  usually  higher 
for  male  employees  than  for  women,  reflect- 
ing the  general  practice  of  suiting  fees  to 
the  ability  to  pay. 

Analysis  of  surgical  fees  in  the  cases 
covered  showed  that  charges  were  highest 
on  the  west  coast,  with  California  showing 
the  highest  cost  of  any  state.  In  California 
the  charges  were  thirty-nine  per  cent  great- 
er than  the  U.  S.  Average  in  nonobstetrical 
cases  and  sixty-one  per  cent  over  average 
in  obstetrical ; in  the  . Middle  Atlantic 
States,  next  highest,  the  charges  were  three 
per  cent  and  five  per  cent  higher  than  aver- 
age, respectively.  The  South  Atlantic 
States  showed  the  lowest  cost,  twelve  per 
cent  and  nine  per  cent,  respectively,  below 
average. 

The  average  surgical  claim  for  male  em- 
ployees was  $48 ; for  female  employees,  $63  ; 
for  wives,  $71;  for  male  children,  $34;  and 
for  female  children,  $37. 


DEATHS 


James  Scott  Covey,  M.D. 

James  Scott  Covey,  M.D.,  Culleoka;  Van- 
derbilt University  School  of  Medicine, 
1893;  aged  seventy-nine;  died  April  27. 
1948. 


George  Summers  Johnson,  M.D. 

George  Summers  Johnson,  M.D.,  Nash-  • 
ville;  Washington  University  School  of 
Medicine,  St.  Louis,  1925;  aged  forty-nine; 
died  May  20,  1948,  from  injuries  received 
in  a fall. 


William  A.  Brewer,  M.D. 

William  A.  Brewer,  M.D.,  Cowan;  Mem- 
phis Hospital  Medical  College,  1911;  aged 
sixty-five;  died  May,  1948. 


RESOLUTIONS 


At  the  Memorial  Meeting  of  the  Nash- 
ville Academy  of  Medicine  and  the  David- 
son County  Medical  Society,  the  following 
tributes  were  read  by  those  who  signed 
each  article.  A resolution  was  passed  mak- 
ing these  tributes  a part  of  the  minutes  of 
the  meeting.  A copy  was  ordered  sent  to 
the  respective  families  and  to  the  JOURNAL 
for  publication. 


A.  C.  Dickson,  M.D. 

“We’ve  lost  a friend!” 

That  phrase  was  commonplace  when  the 
news  of  the  death  of  Dr.  A.  C.  Dickson  one 
Sunday  was  circulated  about  the  commu- 
nity. 

Yes,  we’ve  all  lost  a friend.  Dr.  Dickson 
treated  all,  rich  or  poor,  in  the  same  man- 
ner and  never  refused  a call,  day  or  night, 
as  long  as  his  health  permitted.  His  serv- 
ices, valuable  as  they  were,  were  free  to 
those  who  could  not  pay,  yet  he  never  put 
it  that  way — he  “just  never  got  around  to 
mailing  a statement.” 

We’ve  lost  more  than  a friend.  Dr.  Dick- 
son’s passing  marks  the  end  of  an  era.  He 
was  the  perfect  epitome  of  the  country  doc- 
tor, the  general  practitioner  who  overcame 
seemingly  impossible  obstacles  to  reach  his 
patients.  Beginning  his  practice  in  1889 
in  the  backwoods  of  Houston  County,  he 
made  his  calls  in  a buggy  or,  perhaps  more 
often,  on  horseback.  He  often  reminisced 
about  going  asleep  in  the  saddle  and  hav- 
ing his  trusty  horse  carry  him  home  or  on 
to  the  next  patient.  “His”  babies  number 
in  the  thousands,  and  only  recently  he  de- 
livered five  in  one  day. 

A strong  interest  in  civic  affairs  and 
church  work  rounded  out  what  was  an 
already  ample  career. 

To  those  who  knew  him  well,  Dr.  Dick- 
son often  enlivened  the  dull  routine  of  daily 
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life  with  a dry  humor.  Of  late  he  was  con- 
siderably put  out  about  having  to  take  a 
medical  examination  after  his  forty-odd 
years  of  practice. 

Dr.  Dickson  often  said  he  never  wanted 
to  retire,  and  we’re  mighty  glad  things 
ended  that  way — in  the  saddle,  so  to  speak 
— for  he  merely  lost  consciousness  and 
slipped  away. 

Dr.  Alvah  Clark  Dickson  was  born  in 
Houston  County,  December  31,  1877.  He 
attended  the  public  schools  of  that  county, 
following  which  he  attended  Edgewood  Col- 
lege at  the  University  of  Nashville.  Fin- 
ishing there,  he  received  his  medical  degree 
from  the  Vanderbilt  University  Medical 
School  in  1899.  A few  years  later  he  went 
to  New  York  City  for  some  postgraduate 
instruction.  Then  he  returned  to  Houston 
County  and  practiced  there  until  moving  to 
Donelson  in  1931.  It  was  at  that  time  that 
he  returned  to  Vanderbilt  for  another  post- 
graduate period  of  instruction. 

Dr.  Dickson  was  always  a student  of 
medicine.  Rarely  a day  passed  that  he 
didn’t  spend  some  time  in  reading  the  latest 
textbooks  and  journals  on  some  condition 
that  had  recently  been  brought  to  his  atten- 
tion. He  was  a thorough  student,  and  his 
wisdom  and  ability  was  held  in  high  esteem 
by  those  with  whom  he  came  in  contact. 
His  death  marked  the  passing  of  the  “fam- 
ily physician.” 

Dr.  Dickson  never  turned  down  a call, 
day  or  night,  his  health  permitting,  and 
practiced  medicine  for  the  unselfish  devo- 
tion to  his  profession  and  love  for  those 
needing  medical  attention  without  regard 
to  color  or  economic  status. 

Dr.  Dickson  was  deeply  religious  and  for 
years  had  been  a member  of  the  Board  of 
Trustees  of  the  Methodist  Church.  His 
judgment  and  sincere  advice  were  earnestly 
sought  after  in  regard  to  church  matters. 
Someone  once  said  that  the  highest  com- 
pliment that  could  possibly  be  paid  a man, 
and  the  one  that  included  everything  that 
was  good,  was  to  say  of  him  that  he  was  a 
Christian  gentleman.  This  can  truthfully 
be  said  of  Dr.  Dickson. 

Dr.  Dickson  had  been  in  failing  health 
for  several  years  but  through  it  all  was 
patient  and  submissive  to  the  will  of  his 
Eternal  God. 


His  death  came  a few  hours  after  the 
onset  of  his  last  illness  on  Sunday,  April 
25,  1948. 

Now,  whereas  death  has  removed  from 
our  midst  a loving  husband,  father,  and  a 
beloved  member  of  this  Society: 

Be  it  resolved  by  the  Academy  of  Medi- 
cine in  Nashville  that  this  token  of  regret 
be  spread  upon  the  minutes  of  this  Society, 
and  that  a copy  be  furnished  the  Tennes- 
see State  Medical  Journal,  and  a copy 
be  sent  to  his  bereaved  family. 

J.  D.  Anderson,  M.D. 


Walter  Mathews  Lott,  M.D. 

Dr.  Walter  M.  Lott,  a native  of  Way- 
cross,  Georgia,  was  called  to  his  eternal 
home  February  15,  1948.  Dr.  Lott  was 
born  April  13,  1894.  He  attended  Ruskin 
Cave  College  and  received  his  medical  de- 
gree from  Emory  University  in  1917  and 
served  eighteen  months  in  the  Navy  during 
World  War  I.  After  serving  his  internship 
at  St.  Thomas  Hospital,  Dr.  Lott  practiced 
in  Georgia  five  years  and  another  five  years 
in  Florida  before  moving  to  Nashville, 
Tennessee,  in  1929,  where  he  established  a 
large  practice. 

In  1929,  Dr.  Lott  was  married  to  Miss 
Ruth  Moore  of  Nashville,  and  from  this 
union  five  children  were  born,  three  daugh- 
ters and  two  sons. 

Although  Obstetrics  was  the  field  of  his 
greatest  interest  professionally,  Dr.  Lott 
devoted  most  of  his  time  in  making  home 
calls  rather  than  doing  strictly  an  office 
practice,  and  he  was  never  too  tired  or  busy 
to  answer  the  call  of  some  friend  or  patient 
in  distress.  He  loved  his  profession  and 
was  loved  and  respected  most  highly  by  a 
large  host  of  patients  and  friends. 

Dr.  Lott  was  active  in  church  work,  be- 
ing a member  of  the  first  Nazarene  Church 
of  this  city.  He  was  an  aviation  enthusi- 
ast, having  obtained  a pilot’s  license  and 
owning  a plane  with  a friend. 

And  now,  whereas  death  has  removed 
from  our  midst  a loving  husband  and  fa- 
ther and  a most  conscientious  member  of 
our  profession : 

Be  it  resolved  by  our  membership  that 
this  token  of  regret  be  spread  upon  the 
minutes  of  the  Nashville  Academy  of  Med- 
icine and  Davidson  County  Medical  Society 
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and  a copy  be  mailed  to  his  bereaved  fam- 
ily. 

J.  Mansfield  Bailey,  M.D. 


Jefferson  C.  Pennington,  M.D. 

The  Nashville  Academy  of  Medicine  and 
the  Davidson  County  Medical  Society  are 
assembled  in  special  session  this  May  4, 
1948,  to  pay  tribute  to  the  character  and 
achievements  of  one  of  our  beloved  mem- 
bers, Dr.  Jefferson  C.  Pennington,  who  on 
December  12,  1947,  preceded  those  of  us 
present  to  our  future  home.  I am  sure  that 
our  future  home  will  be  a better  place  for 
his  presence  there,  just  as  he  made  this 
world  better  by  his  living  here.  Dr.  Pen- 
nington at  all  times  was  most  interested 
in  alleviating  human  ills.  One’s  station  in 
life  made  no  difference  to  him  as  far  as  his 
professional  skill  was  concerned.  He  was 
as  much  at  home  with  the  poor  as  he  was 
with  the  rich.  He  himself  had  come  from 
what  might  be  called  peasant  stock,  and  as 
the  poet  has  said: 

■‘111  fares  the  land,  to  hast’ning  ills  a prey. 

Where  wealth  accumulates,  and  men  decay; 
Princes  and  lords  may  flourish,  or  may  fade — - 
A breath  can  make  them,  as  a breath  has  made — 
But  a bold  peasantry,  their  country’s  pride, 
When  once  destroy’d  can  never  be  supplied.” 

Dr.  Pennington  had  distinguished  him- 
self in  the  field  of  medicine  and  surgery  for 
twenty-five  years.  He  had  been  a guiding 
light  in  all  the  administrative  affairs  of  all 
organizations  of  which  he  was  a member. 
He  had  been  most  useful  in  securing  the 
services  of  able  and  upright  men  for  offi- 
cers in  these  organizations,  and  he  him- 
self has  filled  most  of  the  important  of- 
fices. He  leaves  to  his  three  sons  who  are 
now  entering  the  field  of  medicine  a proud 
name  and  a rich  heritage. 

Dr.  Pennington,  through  his  modest,  un- 
selfish, and  understanding  service,  has  him- 
self written  an  epitaph  which  cannot  be 
duplicated  by  any  mortal  hands.  He  still 
lives  and  will  be  waiting  for  us  when  we 
arrive  on  that  beautiful  shore.  As  the  poet 
has  said : 

“Life  is  real!  Life  is  earnest! 

And  the  grave  is  not  its  goal; 

Dust  thou  art,  to  dust  returnest, 

Was  not  spoken  of  the  soul.” 

We  extend  to  his  wife  and  three  sons 


our  sincerest  sympathy  in  the  loss  of  so 
distinguished  a husband  and  devoted  fa- 
ther. 

D.  C.  Seward,  M.D. 


Milton  Tharp,  Jr.,  M.D. 

The  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  records 
with  feeling  of  deepest  regret  the  passing 
of  one  of  its  most  beloved  and  respected 
members,  Dr.  Milton  Tharp,  Jr.  He  was 
born  in  Fayette  County,  West  Tennessee, 
January  25,  1889,  the  son  of  Mr.  Milton 
Tharp,  Sr.,  and  Clara  Hill  Tharp.  His 
early  education  was  in  the  public  school  at 
Mason,  Tennessee. 

Dr.  Tharp  came  to  Nashville  and  at- 
tended medical  lectures  at  the  University 
of  Tennessee  Medical  College  and  was  li- 
censed to  practice  in  1911.  He  then  en- 
tered Vanderbilt  University  Medical  De- 
partment and  was  graduated  with  the  de- 
gree of  M.D.  in  1913.  He  taught  anatomy 
for  a time  in  Vanderbilt  University.  He 
then  was  associated  with  the  late  Dr.  Fort 
in  General  Surgery  and  management  of  the 
Fort  Infirmary.  This  friendship  thus  made 
between  the  two  doctors  was  closer  than  a 
friendship;  it  was  akin  to  a worship.  One 
of  his  characteristics  was  his  unswerving 
friendship  for  his  friends.  Dr.  Tharp 
lived  for  weeks  in  Dr.  Fort’s  home  in  the 
latter’s  last  illness,  ministering  to  him  until 
death  separated  the  two.  He  was  very 
versatile  in  that  he  followed  several  spe- 
cialties, having  been  associated  for  a time 
in  the  office  with  Dr.  H.  S.  Shoulders  in 
X-ray,  specializing  for  a time  in  operations 
for  hernia.  He  entered  the  Army  when  his 
country  needed  him  early  in  World  War  I, 
with  the  rank  of  first  lieutenant,  and  was 
stationed  at  Fort  Oglethorpe,  teaching  and 
training  physicians  for  Military  Service 
until  the  end  of  the  war. 

He  returned  to  practice  at  the  close  of 
the  war  and  specialized  in  Urology,  doing 
Veterans  Bureau  work  in  Urology  under 
direction  of  Dr.  E.  E.  Brown.  After  a few 
years  of  this  work  and  the  fascination  of 
testifying  in  court  for  the  Government  Vet- 
erans Bureau,  he  aroused  the  admiration 
of  the  late  Judge  Gore,  who  encouraged 
him  to  drop  medical  practice  and  study  law 
at  the  Cumberland  Law  School.  He  made 
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many  associates  of  prominence  in  the  legal 
profession  and  tried  many  important  cases 
against  the  Government  for  Veterans  of 
Tennessee. 

Then  the  scarceness  of  doctors  came  with 
the  outbreak  of  World  War  II.  He  moved 
into  general  practice  with  association  in 
the  Haggard  Clinic  until  the  war  was  over, 
and  last  June  broke  his  ties  with  the  Clinic 
and  accepted  a position  with  the  Veterans 
Administration  Hospital  in  Topeka,  Kan- 
sas. 

He  quietly  moved  into  his  new  duties  and 
gave  it  his  very  best.  He  was  a great  lover 
of  sports,  frequently  attending  the  auto 
races  at  Indianapolis,  the  Derby  at  Louis- 
ville, or  going  daily  to  be  an  observer  of 
the  football  practice  and  games  at  Vander- 
bilt University.  He  truly  loved  people  and 
became  very  closely  attached  to  his  friends. 
He  was  always  loyal  to  a friend.  He  was 
one  of  the  first  members  of  the  Belmont 
Baptist  Church.  Dr.  Tharp  was  never 
married.  He  quietly  passed  away  in  his 
sleep  September  26,  1947,  at  Topeka,  Kan- 
sas, and  was  buried  at  his  boyhood  home 
town  of  Mason,  Tennessee. 

Because  we  realize  to  the  fullest  extent 
the  benefits  which  the  Academy  and  com- 
munity has  derived  from  the  work  of  this 
our  beloved  associate,  and  because  of  the 
warm  personal  feeling  inspired  in  our 
hearts  by  his  kindly  unselfish  life : 

Be  it  resolved:  That  we  inscribe  upon 
our  records  this  tribute  to  his  memory,  and 
that  a copy  of  these  resolutions  be  trans- 
mitted to  the  family,  the  Nashville  Academy 
of  Medicine,  and  The  Tennessee  Medical 
Journal  by  the  secretary. 

All  of  which  is  respectfully  submitted. 

Horace  C.  Gayden,  M.D. 


NEWS  NOTES  AND  COMMENTS 


Registration  Under  the  Harrison  Act 
During  the  past  month  every  physician 
in  Tennessee  should  have  received  the 
blanks  mailed  by  the  Narcotic  Division  of 
the  Department  of  Internal  Revenue.  June 
30  is  the  expiration  date  of  your  present 
certificate  to  dispense  and  prescribe  nar- 
cotics under  the  Harrison  Act.  If  you  fail 
to  reregister  before  July  1,  you  cannot 
legally  use  this  class  of  drugs.  If  you  fail 


to  register,  you  are  subject  to  a penalty  of 
twenty-five  per  cent  of  the  tax  payable  and 
in  addition  subjects  the  physician  to  the 
possibility  of  a fine  not  to  exceed  $2,000  or 
to  imprisonment  for  not  exceeding  five 
years  or  to  both. 

Remember  the  deadline  and  reregister. 

Samuel  Bradley  Prevo,  M.D.,  announces 
the  opening  of  offices  in  the  Bennie-Dillon 
Building,  Nashville.  Practice  limited  to 
Orthopaedic  Surgery.  Office  hours  by  ap- 
pointment. 

American  College  of  Radiology 

The  Twenty-Fifth  Anniversary  Meeting 
of  the  American  College  of  Radiology  and 
Past  Presidents  will  be  held  at  the  Shera- 
ton Hotel  June  20.  1948.  The  fiftieth  an- 
niversary of  the  discovery  of  radium  will  be 
commemorated.  At  2 :30  P.M.  on  the  same 
day  the  Annual  Meeting  of  the  College  will 
be  held. 

The  Seminar  Committee  of  the  Tennes- 
see State  Dental  Association  cordially  ex- 
tends to  all  members  of  the  Tennessee  State 
Medical  Association  an  invitation  to  attend 
this  year’s  Seminar  as  guests  of  the  Asso- 
ciation. The  Seminar  subject  this  year  will 
be,  “Periodontal  Diseases.”  It  is  felt  that 
there  may  be  members  of  the  medical  pro- 
fession who  can  and  would  like  to  attend 
this  Seminar. 

Seminar  Schedule 
June  28-29 — Johnson  City 
June  30-July  2 — Knoxville 
July  5-7 — Chattanooga 
July  8-9 — Columbia 
July  12-14 — Nashville 
July  16-17 — Lake  Ovoca 
July  19-20 — Jackson 
July  21-23 — Memphis 

Dr.  James  A.  Crabtree  has  joined  the 
staff  of  the  National  Security  Resources 
Board  as  the  Director  of  its  Medical  Divi- 
sion, Arthur  M.  Hill,  Chairman  of  the 
Board,  announced  recently.  Dr.  Crabtree 
will  serve  on  loan  from  his  regular  position 
as  Deputy  Surgeon  General  of  the  U.  S. 
Public  Health  Service. 

A native  of  Greenfield,  Tennessee,  Dr. 
Crabtree  is  a graduate  of  the  University  of 
Tennessee,  with  both  B.S.  and  M.D.  de- 
grees. He  is  also  a graduate  of  the  School 
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of  Hygiene  and  Public  Health  of  Johns 
Hopkins  University,  with  a Dr.P.H.  degree. 

Dr.  Crabtree  has  been  engaged  in  public 
health  work  since  1926,  with  the  exception 
of  two  years  spent  at  Johns  Hopkins.  Un- 
til 1934  he  was  associated  with  the  Tennes- 
see State  Health  Organization,  after  which 
for  four  years  he  was  Associate  Director  of 
Health  and  Safety  of  the  Tennessee  Valley 
Authority. 

He  entered  the  commissioned  corps  of 
the  U.  S.  Public  Health  Service  in  1938, 
where  his  first  assignment  was  in  the 
National  Cancer  Institute.  He  served  as 
Executive  Secretary  of  the  Health  and 
Medical  Committee,  an  organization  es- 
tablished by  the  National  Defense  Coun- 
cil in  the  early  days  of  World  War  II  to 
mobilize  the  health  and  medical  resources 
of  the  nation.  Later  he  served  as  medical 
consultant  to  the  War  Production  Board 
and  the  Lend  Lease  Administration. 

Dr.  Crabtree,  while  serving  as  Medical 
Director  for  the  Office  of  Foreign  Relief 
and  Rehabilitation  Operations,  developed 
the  preliminary  plans  and  agenda  for  the 
health  organization  which  was  created  un- 
der UNRRA,  the  successor  organization. 

He  was  appointed  Deputy  Surgeon  Gen- 
eral in  September,  1946. 


The  Atomic  Energy  Commission  has 
selected  Meharry  Medical  College,  Nash- 
ville, Tennessee,  as  a nongovernmental  in- 
stitution to  conduct  biological  and  medical 
research  projects,  the  Eighth  Naval  Dis- 
trict headquarters  here  announced  recently. 

Under  the  joint  program  with  the  Office 
of  Naval  Research,  the  Atomic  Energy 
Commission  will  finance  $1,300,000  for  one 
year  on  thirty-eight  research  projects  in 
twenty-nine  nongovernmental  institutions. 

Subject  of  research  at  Meharry  Medical 
College  will  be  “Treatment  of  Neoplasms 
by  the  Direct  Infiltration  of  Radioactive 
Colloids,”  the  Navy  said. 


OTHER  MEDICAL  SOCIETIES 


The  semiannual  meeting  of  the  Middle 
Tennessee  Medical  Society  was  held  May 
20  at  Fayetteville. 


Dr.  Albert  Weinstein  of  Nashville  was 
elected  President;  Dr.  W.  K.  Owen,  Pulas- 
ki, elected  Vice-President;  and  Dr.  C.  N. 
Gessler,  Nashville,  was  re-elected  Secre- 
tary-Treasurer. 

The  next  meeting  will  be  held  at  Sparta 
on  November  18,  1948. 


You  are  cordially  invited  to  attend  the 
Thirteenth  Assembly  and  Convocation  of 
the  United  States  Chapter,  International 
College  of  Surgeons,  at  the  Kiel  Auditorium 
in  St.  Louis,  Missouri,  Monday  through 
Saturday,  November  15-20. 

An  outstanding  program  — a copy  of 
which  will  be  sent  to  you  on  request  to  this 
office,  4952  Maryland  office — will  feature 
surgical  clinics  on  Monday  and  Saturday 
and  national  and  international  lectures  on 
Tuesday,  Wednesday,  Thursday,  and  Fri- 
day. 

Fraternally  yours, 

R.  M.  Klemme,  M.D. 


ABSTRACTS  OF  CURRENT  LITERATURE 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Experience  with  the  Schemm  Regimen  in  the 
Treatment  of  Congestive  Heart  Failure.  Abbott 
A.  Newman,  M.D.,  and  Harold  J.  Stewart,  M.D., 
F.A.C.P.,  New  York,  New  York.  Annals  of  In- 
ternal Medicine,  Vol.  28,  No.  5,  May,  1948,  pp. 
916-939. 

The  introduction  of  mercurial  diuretics  coupled 
with  the  demonstration  of  safe  rapid  therapeutic 
digitalization  have  been  among  the  great  advances 
in  the  treatment  of  heart  failure  in  recent  years. 

For  many  years  restriction  of  salt  and  fluid 
intake  has  been  accepted  as  a beneficial  practice 
in  the  treatment  of  heart  failure.  The  impor- 
tance of  limitation  of  salt  in  controlling  edema 
was  again  emphasized  in  1941  and  1942,  and  it 
was  concluded  that  harmful  effects  of  increased 
salt  intake  were  due  to  retention  of  sodium. 

Application  of  this  principle  was  made  by 
Schemm  in  the  treatment  of  congestive  heart  fail- 
ure by  a regime  which  stressed  very  high  daily 
fluid  intake  with  a diet  low  in  sodium  and  yielding 
a neutral  or  acid  ash  residue. 

The  present  paper  is  a report  of  nine  carefully 
studied  patients  with  congestive  heart  failure  who 
were  followed  through  a preliminary  control  period 
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and  then  placed  on  the  Schemm  regime.  Mercurial 
diuretics  were  not  used  except  rarely  and  for  spe- 
cial purposes. 

Detailed  observations  with  charts  showing  fluid 
intake  and  output,  weight,  dyspnea,  rales,  ascites, 
liver  enlargement,  edema,  and  mercurial  diuretics, 
as  well  as  the  duration  of  each  type  of  regime, 
were  made.  A careful  clinical  summary  giving 
history,  physical  examination,  laboratory  data, 
X-rays,  etc.,  are  recorded  for  each  patient. 

In  the  opinion  of  the  authors  the  Schemm  re- 
gime was  not  successful  as  a diuretic  procedure  in 
the  treatment  of  heart  failure.  When  heart  fail- 
ure was  present  it  did  not  induce  diuresis  beyond 
the  amount  of  the  fluid  intake  so  that  there  was  no 
loss  in  the  accumulation  of  fluid.  The  urine  out- 
put increased  in  proportion  to  the  fluid  intake. 

The  authors  analyzed  the  charts  reproduced  in 
the  Schemm  papers  and  also  the  observations 
published  by  Bridges,  Wheeler,  and  White,  and 
conclude  that  the  data  is  unconvincing  that  the 
Schemm  regime  is  effective  in  the  treatment  of 
heart  failure. 

The  authors  further  point  out  that  fluid  loss 
was  experienced  with  rare  exceptions  only  when 
mercurial  diuretics  were  used. 

Grollman  has  shown  that  drinking  water  in- 
creased the  cardiac  output  as  much  as  twenty-six 
per  cent  in  some  subjects  and  around  ten  per  cent 
in  most  subjects.  Therefore,  if  fluids  are  forced 
as  recommended  by  the  Schemm  regime,  there 
results  an  increased  load  on  the  heart. 

Seven  of  the  nine  patients  studied  did  better  on 
the  usual  regime  of  restricted  salt  and  limited 
fluids  with  frequent  administration  of  a mercu- 
rial diuretic  than  they  did  while  on  the  Schemm 
regime  with  forced  fluids  and  no  mercurial  diu- 
retics. 


GYNECOLOGY 

By  Hamilton  V.  Gayden.  M.D. 
649  Doctors  Building.  Nashville 


Preinvasive  and  Invasive  Carcinoma  of  Cervix 
Uteri.  Edgar  R.  Pund,  M.D.,  J.  B.  Nettles,  M.D., 
J.  D.  Caldwell,  M.D.,  and  H.  E.  Nieburgs,  M.D., 
Augusta,  Georgia.  American  Journal  of  Ob- 
stetrics and  Gynecology,  Vol.  55,  No.  5,  May, 
1948,  pp.  831-837. 

Cervical  squamous  cell  carcinomas  usually  begin 
in  the  endocervical  canal  at  the  junction  of  the 
stratified  squamous  and  columnar  epithelia.  The 
source  of  these  cancers  is  propably  the  endocervical 
basal  cell  whose  location  corresponds  to  that  of  the 
early  cancer.  Three  stages  of  cervical  cancers 
have  been  described:  (1)  preinvasive  carcinoma; 
(2)  covert  invasive  carcinoma;  (3)  overt  carcino- 
ma. The  majority  of  squamous  cell  carcinomas  of 
the  cervix  arise  within  the  endocervical  canal  at 
or  near  the  external  os,  therefore  biopsies  should 
include  this  area.  Cervical  squamous  cell  carci- 
nomas may  be  classified  into  three  groups:  pre- 


invasive, covert  invasive,  and  overt  invasive  cancer. 
Each  group  represents  a stage  of  development 
over  a period  which  averages  eleven  years.  Pre- 
invasive carcinomas,  the  incipient  cancers,  are 
asymptomatic  and  can  only  be  detected  by  micro- 
scopic examination.  Preinvasive  carcinomas  have 
been  detected  by  examination  of  vaginal  and  cer- 
vical smears  followed  by  microscopic  examination 
of  biopsies  and  endocervical  curettings.  It  is  nec- 
essary to  differentiate  preinvasive  carcinomas 
from  covert  invasive  carcinomas.  The  presence 
of  a covert  invasive  carcinoma  may  not  be  antici- 
pated, and  therefore  a biopsy  of  the  cervix  and 
curettment  of  the  endocervix  should  be  a routine 
procedure  before  subtotal  or  total  hysterectomy. 
Total  hysterectomy  is  recommended  for  proved 
preinvasive  carcinomas,  and  ovariectomy  is  not 
necessarily  indicated. 


INDUSTRIAL  MEDICINE 

Bv  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Geriatrics  in  Industrial  Medicine.  Clifford  Kuh. 

The  Yale  Journal  of  Biology  and  Medicine,  Vol. 

19,  March,  1947,  p.  697. 

The  common  man’s  life  expectancy  at  birth  to- 
day is  sixty-five  years  or  more.  The  United  States 
has  11,000,000  persons  in  this  age  group,  and  by 
1980  the  number  will  double.  With  the  publica- 
tion of  two  new  journals,  Geriatrics  and  The  Jour- 
nal of  Gerontology,  medicine  has  recognized  that 
there  exists  a set  of  new  and  different  problems. 
Prior  to  the  war,  industry  was  retiring  the  aged, 
and  in  sociological  and  political  organizations  there 
were  indications  of  a comparable  restriction.  This 
attitude  changed  with  the  successful  employment 
of  older  persons  during  the  war,  but  continued  use 
of  these  people  depends  upon  overcoming  preju- 
dices against  the  aged  and  the  provision  of  a med- 
ical care  that  will  “add  life  to  years”  and  the  pro- 
longing of  the  productive  and  creative  activities  of 
the  aged  in  industry. 

It  has  been  shown  that  the  older  woi'ker  may  be 
off  for  a longer  time  per  industrial  accident;  he 
compensates  by  having  fewer  such  accidents. 
Whereas  the  older  individual  is  less  flexible  and 
is  slowing  down  in  muscular  strength  and  reaction 
time,  the  number  of  highway  accidents  decreases 
with  age.  As  reaction  time  declines,  endurance 
often  increases.  Increased  skill  and  better  judg- 
ment, resulting  from  training  and  experience,  com- 
pensate for  loss  of  speed  in  industrial  operations. 
There  is  a more  stabilized  cardiovascular  system 
in  the  aged,  as  demonstrated  at  the  Harvard  Fa- 
tigue laboratory.  In  flying,  the  older  subjects  had 
fewer  complaints  and  were  less  susceptible  to  faint- 
ing and  collapses  than  were  younger  ones  at  high 
altitudes.  The  new  science  of  geriatrics  will  con- 
tinue this  type  of  study  of  responses  of  older  per- 
sons in  various  situations. 
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In  respect  to  medical  care,  it  must  be  remem- 
bered that  tuberculosis  increases  with  age,  and 
unless  present  tuberculosis  trends  change,  more 
cases  will  appear  in  the  future  with  the  aging  of 
the  population.  Malnutrition  and  vitamin  defi- 
ciency appear  in  the  aged,  but  there  are  corrective 
measures  available  to  remedy  these.  Whereas  pre- 
viously certain  psychological  traits  were  believed 
to  be  concomitants  of  age,  they  are  now  inter- 
preted as  reactions  to  unsympathetic  and  defeatist 
attitudes  displayed  by  others  against  the  older  age 
group.  Memory  impairment  may  be  in  part  a 
psychogenic  phenomenon.  Therapy  with  individ- 
ual in  the  seventh  decade  includes  reduction  of  dis- 
comforts and  disabilities  by  bringing  about  a more 
extroversive  attitude  toward  current  realities  of 
everyday  life  and  a more  self-confident  approach 
to  its  problems.  Perhaps  society  has  induced  the 
psychological  changes  usually  ascribed  to  age. 
Mental  aberrations  may  be  avoided  by  giving  the 
older  person  a stable  place  in  industry. 

Industry  should  institute  retraining  programs 
whereby  the  aged  worker  can  offer  his  greatest 
assets  in  judgment  and  experience  and  utilize  less 
a diminishing  physical  strength.  Thorndike  has 
concluded  that  no  one  up  to  the  age  of  forty-five 
should  hesitate,  because  of  age,  to  tackle  the  learn- 
ing of  a new  subject.  Intelligent  selective  place- 
ment can  utilize  in  industry  the  physical  capacities 
of  so-called  medically  disabled  aged  workers  and 
points  up  the  kind  of  planning  that  should  be  con- 
sidered in  the  utilization  of  this  age  group.  Labor 
turnover  is  less  among  the  aged  and  there  is  little 
shifting  of  jobs.  Retirement  should  be  planned 
for,  perhaps  at  the  age  of  forty.  Yet  this  is  rarely 
done,  and  leaving  the  occupational  scene  means  the 
end  of  everything.  If  retirement  can  be  gradual, 
part-time  utilization  of  the  worker’s  skill  might 
be  seen,  allowing  the  aged  person  to  retain  some 
emotional  satisfaction  from  work. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M.D 
Bennie-Dillon  Building.  Nashville 


Elective  Induction  of  Labor.  R.  M.  Grier.  Amer- 
ican Journal  of  Obstetrics  and  Gynecology,  Vol. 
54,  September,  1947,  pp.  511-516. 

From  November  1,  1935,  through  October  31, 
1945,  10,439  women  were  delivered  at  the  Evan- 
ston Hospital.  Excluding  bag  inductions,  1,353, 
or  12.9  per  cent,  had  their  labors  induced.  In  the 
first  five  of  these  years  the  incidence  of  induction 
was  10.9  per  cent,  and  in  the  latter  five  years,  14.4 
per  cent.  Because  of  this  trend  in  their  hospital, 
and  because  this  procedure  has  been  considered  by 
some  to  be  meddlesome  obstetrics,  it  was  believed 
that  a study  of  the  results  should  be  made. 

The  author  believes  certain  conditions  should  be 
present  before  the  induction  of  labor  is  attempted, 
especially  when  there  is  ho  therapeutic  indication. 


He  would  like  to  re-emphasize  these  important 
conditions : 

1.  There  should  be  no  cephalopelvic  dispropor- 
tion. 

2.  The  baby  should  be  mature  and  should  pref- 
erably present  by  the  vertex. 

3.  The  fetal  head  should  be  engaged  or  dipping 
well  into  the  pelvic.  It  must  not  be  floating  or  bal- 
lottable. 

4.  The  cervix  should  be  soft,  partially  effaced, 
and  dilated  to  at  least  one  centimeter.  These  are 
the  signs  which  usually  precede  the  onset  of  nor- 
mal labor. 

In  short,  the  onset  of  labor  should  be  imminent, 
and  obstetric  prognosis  good,  for  the  elective  in- 
duction of  labor. 

Method  of  Induction 

When  the  above  conditions  are  found  upon  rec- 
tal examination,  the  patient  is  informed  that  she 
may  go  into  labor  at  any  time.  She  is  told  that 
if  she  so  desires  she  may  select  a time  in  the  near 
future  for  her  delivery.  This  can  be  made  at  a 
time  most  convenient  for  herself,  her  family,  and 
her  husband,  to  say  nothing  of  the  physician.  She 
can  make  arrangements  for  the  care  of  her  house- 
hold. In  these  days  this  is  an  important  consid- 
eration. If  she  has  had  precipitate  labors  in  the 
past,  a repetition  of  this  experience  can  usually  be 
avoided  by  inducing  labor.  The  patient  usually 
enters  the  hospital  in  the  morning  after  a night’s 
sleep  at  home  in  her  own  bed.  She  had  been  in- 
structed to  have  no  breakfast,  as  anesthesia  is  far 
safer  when  the  stomach  is  empty.  She  is  admitted 
in  a happy  frame  of  mind  without  confusion.  The 
nurse,  anticipating  her  arrival,  takes  her  in  charge 
without  hurry,  then  gives  her  a careful  perineal 
preparation  and  a hot  soapsuds  enema.  Soon 
after  this  the  intern  gives  her  intravenously  ten 
cubic  centimeters  of  ten  per  cent  calcium  gluconate 
solution.  Usually  within  two  hours  the  physician 
ruptures  the  membranes  artificially.  In  some  in- 
stances this  is  not  necessary,  as  labor  is  so  near 
that  spontaneous  rupture  will  follow  the  enema. 
Before  the  bag  of  waters  is  ruptured  the  perineum 
and  vulva  are  cleansed  with  soap  and  water  and 
an  aqueous  solution  1:2,000  zephiran  chloride  is 
poured  freely  over  the  introitus.  The  rupture 
may  be  done  with  a sterile  gloved  finger  in  the 
vagina  to  guide  a perforator  through  the  cervical 
opening  to  the  membrane.  He  often  prefers  to 
use  a dressing  forceps  guided  rectally.  He  be- 
lieves this  does  not  cause  as  much  trauma  and 
introduced  fewer  bacteria  than  rupture  done  vag- 
inally.  The  use  of  a sharp  pointed  perforator  is 
more  likely  to  leave  scratches  on  the  infant’s 
scalp,  and  possibly  laceration  in  the  vagina  or 
cervix.  Before  rupture  is  attempted  the  obstetri- 
cian should  be  certain  that  a forelying  cord  is  not 
present.  If  the  presenting  part  is  fitting  well  into 
the  lower  uterine  segment,  prolapse  of  the  cord  is 
almost  impossible.  The  fetal  heart  tones  should 
be  observed  before  and  fi’equently  after  artificial 
rupture. 
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If  labor  ensues  within  two  hours,  it  is  allowed 
to  progress  without  further  stimulation.  If  it 
does  not,  one  minim  doses  of  pitocin  are  given 
intramuscularly,  being  repeated  at  thirty  to  sixty 
minute  intervals.  Usually  no  more  than  two  doses 
are  required.  In  this  series,  thirty-six  women 
went  into  labor  without  any  need  for  pitocin.  In 
none  was  any  evidence  of  tetanic  contractions  ob- 
served. 

Results 

In  the  year  August  1,  1945,  through  July  31, 
1946,  1,284  women  were  delivered.  There  were 
129  inductions,  an  incidence  of  ten  per  cent.  Only 
six  of  these  were  induced  for  therapeutic  reasons. 
Four  were  because  of  severe  toxemia,  and  two  for 
marginal  placenta  previa.  All  the  rest  were  con- 
sidered elective  inductions.  There  was  only  one 
which  could  be  considered  a failui’e.  This  patient 
was  a multipara.  It  was  thought  by  the  physician 
that  her  membranes  were  ruptured  artificially,  but 
they  were  not.  This  case  was  improperly  chosen 
in  that  the  head  was  entirely  too  high.  She  did 
go  into  labor  and  dilated  to  seven  centimeters. 
An  X-ray  revealed  the  infant  was  presenting  by 
the  face  with  the  chin  posterior.  After  eight  one- 
half  hours  of  labor  she  was  delivered  by  low  cervi- 
cal section. 

Only  five  women  in  this  series  became  morbid 
as  measured  by  a temperature  rise  as  high  as 
100.4  F.  This  is  less  than  the  author’s  incidence 
for  all  deliveries  which  is  usually  between  five  per 
cent  and  six  per  cent.  Only  one  of  these  was 
febrile  for  four  days. 

There  was  one  stillborn  macerated  fetus  and  one 
neonatal  death.  The  latter  was  a baby  two  days 
overdue,  weighing  2,620  grams,  delivered  spon- 
taneously after  a labor  of  two  hours  and  eighteen 
minutes.  Autopsy  disclosed  only  fetal  atelectasis. 
There  were  two  breach  deliveries,  several  manual 
rotations  of  the  head  when  the  occiput  was  pos- 
terior, and  the  usual  incidence  of  low  forceps  and 
spontaneous  deliveries. 

Thirteen  women  were  induced  eight  or  more 
days  before  the  estimated  date  of  term.  All  of 
these  were  multiparas,  and  all  the  infants  survived. 
Thirty-five  were  delivered  within  less  than  a week 
before  term.  The  remainder  were  at  term  or  be- 
yond. 

As  a rule  the  labors  were  considerably  shorter 
than  has  been  the  rule  in  this  service.  The  aver- 
age latent  period  for  primiparas  was  four  hours 
and  thirty  minutes,  and  for  multiparas,  fifty-five 
minutes.  The  longest  latent  periods  for  primip- 
aras were  twenty-two  hours  and  fifteen  minutes 
in  one,  and  eight  hours  in  another.  The  longest 
latent  period  for  a multipara  was  six  hours  and 
thirty  minutes. 

It  is  the  author’s  contention  that  the  more  com- 
pletely the  conditions  described  above  are  fulfilled, 
the  more  smoothly  will  induction  and  labor  pro- 
ceed. He  compared  the  latent  time  and  duration 
of  labor  in  those  women  who  have  findings  ade- 
quate for  the  induction  of  labor,  such  as  slight 


effacement  and  only  one  centimeter  dilatation  of 
the  cervix  with  those  in  whom  these  conditions 
were  more  advanced,  namely,  moderate  effacement 
to  complete  effacement  and  more  than  one  centi- 
meter dilatation  of  the  cervix.  There  were  sixty- 
seven  women  in  the  former  group.  The  time  from 
the  rupture  of  the  membranes  to  the  onset  of  labor 
was  one  hour  and  thirty  minutes.  However,  in 
the  latter  group  there  were  sixty-two  in  whom  the 
latent  time  was  only  forty-four  minutes.  The 
duration  of  labor  in  the  former  group  was  six 
hours  and  thirty  minutes.  In  the  latter  it  was 
three  hours  and  thirty  minutes. 

The  same  statement  as  made  in  the  above  para- 
graph is  true  for  another  important  condition,  the 
station  of  the  fetal  head.  In  the  first  group  are 
placed  those  in  whom  the  station  was  from  one 
centimeter  above  the  ischial  spines  to  three  centi- 
meters above  the  spines;  while  the  second  included 
those  in  whom  the  station  was  lower  than  one 
centimeter  above  the  spines.  In  the  former  group 
there  were  seventy-eight  women  in  whom  the  la- 
tent period  was  one  hour  and  thirty  minutes.  In 
the  fifty-one  in  the  second  group,  the  latent  time 
was  only  thirty  minutes.  The  duration  of  labor 
was  also  definitely  shorter.  In  the  first  group  it 
was  five  hours  and  thirty  minutes,  and  in  the  sec- 
ond, three  hours  and  thirty  minutes. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Induction  of  an  Experimental  Tumor  of  the  Lens. 

Ida  Mann.  American  Journal  of  Ophthalmol- 
ogy, May,  1948. 

Pathologists  state  that  any  tissue  capable  of  cell 
division  is  capable  of  developing  cancer,  yet  neo- 
plasms of  the  lens  are  unknown  to  ophthalmolo- 
gists. Although  mitoses  occur  in  the  subcapsular 
epithelium  throughout  life,  it  is  not  likely  that 
the  lens  tissue  is  simply  inherently  resistant  to 
malignant  change  or  that  the  capsule  inhibits  new 
growth  either  by  the  tension  it  exerts  or  by  its 
properties  as  a semipermeable  membrane,  pre- 
venting access  of  the  required  stimulus  to  the  lens 
cells.  This  is  not  likely  since  lenses  with  ruptured 
capsules  do  not  become  malignant.  A third  pos- 
sibility is  that  the  lens  owes  its  immunity  to  its 
lack  of  blood  supply. 

Pathologic  techniques  for  the  induction  of  ex- 
perimental cancer  include  the  use  of  a chemical 
carcinogenic  agent  such  as  methylcholanthrene, 
and  the  investigation  of  inbred  laboratory  ani- 
mals. The  first  experiment  consisted  of  the  in- 
jection of  the  chemicals  into  the  lens  in  situ  of 
rabbits,  followed  by  repeated  slit  lamp  examina- 
tions. No  reactions  whatever  occurred  in  ten 
months.  The  second  experiment  involved  the 
transplantation  of  the  lens  to  a new  position 


234 


ABSTRACTS  OF  CURRENT  LITERATURE 


June,  1948 


where  it  could  receive  an  ample  blood  supply. 
Mice  were  used  and  the  chemically  treated  lenses, 
with  capsule  ruptured,  were  implanted  in  the  flank. 
Thirty-eight  experiments  were  done  and  twenty- 
six  tumors  resulted ; of  these,  three  were  cancers 
of  subcapsular  epithelium.  These  were  highly 
malignant,  true  carcinomas  and  were  reproduced 
exactly  by  transplantation.  These  tumors  were 
chemically  identical  with  lens  substance,  and  there 
was  no  doubt  that  they  arose  from  the  subcapsular 
epithelium  of  the  lens.  Thus  lens  epithelium  is 
capable  of  becoming  malignant,  and  its  poor  blood 
supply  is  most  probably  a factor  in  its  immunity. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Congenital  Malformation.  J.  F.  Saphir,  M.D.,  New 
York,  New  York.  Transaction — American  Proc- 
tologic Society,  1942. 

Bodenhamen,  in  1860,  in  an  extensive  and  ex- 
haustive report,  showed  that  anorectal  malforma- 
tion are  present  in  one  in  every  ten  thousand  in- 
fants. Those  with  abnormal  openings  into  the 
bowel  live,  and  in  time  the  infant  is  brought  to 
the  hospital  or  physician  because  the  condition  is 
a puzzling  one. 

Complete  imperforation  of  the  anus  or  rectum 
causes  death  in  a few  days  unless  relieved.  The 
rarity  of  the  condition  prompts  me  to  present  the 
following  case. 

The  boy  was  born  of  a normal  delivery, 
weighed  six  and  one-half  pounds  at  birth,  was 
nursing  well,  had  no  vomiting,  and  the  bowel 
movements  were  very  frequent  but  of  small 
amounts,  of  fair  consistency,  and  of  normal  color. 
One  week  ago  the  child  began  to  severely  strain 
in  an  effort  to  move  his  bowels,  the  abdomen  be- 
came distended,  and  the  child  began  to  sleep  fit- 


fully and  wake  up  with  a start  and  strain. 

Examination  revealed  a well-nourished  and  well- 
developed  infant  of  about  eight  weeks.  Inspection 
of  the  anal  region  disclosed  a small  pin-point 
opening  on  either  side  of  a distant  band  fibrous 
in  texture.  It  seemed  as  if  the  perineal  raphe 
extended  from  the  scrotum  and  continued  back 
to  the  coccygeal  region,  dividing  the  anus  into 
unequal  halves,  which  allowed  for  the  passage  of 
fluid  feces.  This  band  was  about  two  inches  in 
length  and  the  thickness  of  a lead  pencil. 

A diagnosis  of  “partial  occlusion  with  atresia 
of  the  anus”  was  made.  This  was  caused  by  a 
congenital  fibrous  band  running  anteroposteriorly. 
Under  local  anesthesia  the  band  was  snipped  off 
at  either  end  and  the  bleeding  vessels  tied.  The 
anal  opening  underneath  proved  to  be  very  small, 
having  just  a pin-point  opening.  A posterior 
proctotomy  was  performed,  the  incision  being  made 
through  both  the  external  and  internal  sphincter 
muscles.  The  bleeding  vessels  were  tied,  no  sutur- 
ing was  done,  the  edges  were  trimmed,  and  parts 
were  allowed  to  heal  by  granulation.  The  incision 
was  made  perpendicular  to  the  muscle  fibers  to 
prevent  incontinence.  A finger  was  inserted  to 
make  sure  that  there  was  enough  room,  the  parts 
were  greased  with  sterile  vaseline,  a square  of 
gutta-percha  was  introduced,  and  a small  packing 
of  vaseline  gauze  was  inserted  into  the  anus  to 
prevent  direct  contact  of  the  gauze  and  the  wound, 
and  subsequent  growth  of  granulation  into  the 
gauze  mesh.  This  was  held  in  place  with  a muslin 
bandage. 

The  following  day  the  dressing  was  removed 
without  any  bleeding  or  apparent  pain,  and  the 
child  had  a copious  bowel  movement.  The  child 
was  seen  every  other  day,  at  which  time  a finger 
was  introduced  to  break  down  any  too  rapid 
granulation  and  to  assist  in  keeping  the  anus 
properly  opened. 

The  child  has  greatly  improved,  has  gained  in 
weight,  has  excellent  daily  movements,  and  when 
last  seen  was  in  excellent  condition  with  a very 
useful  anus. 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  L.  Crane,  M.D.,  Ph.D. 

Diplomate.  American  Board  of  Psychiatrv 
and  Neurology,  Inc.,  Director 


111  (2heiLiti5  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK  — so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary. 


PRESCRIBE 


AR-EX 

NON-PERMANENT 

LIPSTICK 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st.  Chicago  7,  ill. 


LIST  OF  OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Harley  W.  Qualls,  M.D.,  Exchange  Building,  Mem- 
phis. 

President-Elect — N.  S.  Shofner,  M.D.,  Doctors  Building,  Nash- 
ville. 

Vice-President  for  West  Tennessee — John  C.  Pearce,  M.D., 
Jackson. 

Vice-President  for  Middle  Tennessee — C.  D.  Giles,  M.D.,  Gal- 
latin. 

Vice-President  for  East  Tennessee — D.  J.  Zimmerman,  M.D., 
Morristown. 

Secretary-Editor — W.  M.  Hardy,  M.D.,  Nashville. 

Assistant  Secretary — V.  O.  Foster,  Nashville. 

TRUSTEES 

Chairman  and  Treasurer — Daugh  W.  Smith.  M.D.,  Doctors 
Building.  Nashville  (1949). 

E.  R.  Zemp,  M.D.,  617  Walnut  Street,  Knoxville. 

A.  M.  Patterson,  M.D.,  546  McCallie  Avenue,  Chattanooga. 

Ernest  G.  Kelley,  M.D.,  899  Madison  Avenue,  Memphis  (1948). 

Franklin  B.  Bogart,  M.D..  Medical  Arts  Building,  Chattanooga. 


COUNCILORS 

First  District — L.  E.  Dyer,  M.D.,  Greeneville. 

Second  District — Kyle  C.  Copenhaver,  M.D.,  Knoxville. 

Third  District — 'W.  J.  Sheridan,  M.D.,  Chattanooga. 

Fourth  District — Myrtle  Lee  Smith.  M.D.,  Livingston. 

Fifth  District — W.  J.  Johnson,  M.D.,  Pulaski. 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville. 

Seventh  District — C.  D.  Walton,  M.D.,  Mount  Pleasant. 
Eighth  District — Jere  L.  Crook,  M.D.,  Jackson. 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg. 

Tenth  District — 'Henry  B.  Gotten,  M.D.,  Memphis. 

Speaker  of  the  House  of  Delegates — E.  R.  Zemp,  M.D.,  Knox- 
ville. 

Delegates  to  the  American  Medical  Association — 

H.  B.  Everett,  M.D.,  Memphis  (1949). 

R.  B.  Wood,  M.D.,  Knoxville  (1950). 

William  C.  Chaney,  M.D.,  Memphis  (1949). 

Edward  T.  Newell,  M.D.,  Chattanooga  (1950). 


OFFICERS  OF  COUNTY  MEDICAL  SOCIETIES 


County  President  Vice-President  Secretary 

Anderson-Campbell — A.  W.  Bishop,  Clinton George  B.  Brown,  Jellico R.  C.  Pryse,  La  Follette 

(Campbell  County) 

J.  W.  Lassiter,  Norris 

(Anderson  County) 

Bedford Taylor  Farrar,  Shelbyville Carl  Rogers,  Shelbyville Sara  Womack,  Shelbyville 

Blount R.  H.  Haralson,  Maryville L.  E.  Vinsant,  Maryville B.  P.  Ramsay,  Maryville 

Bradley C.  H.  Taylor,  Cleveland S.  J.  Sullivan,  Cleveland William  A.  Garrott,  Cleveland 

Cocke Drew  W.  Mims,  Newport W.  E.  McGaha,  Newport 

Consolidated  Medical 
Assembly  of  West 

Tennessee E.  Farrar,  Bells David  E.  Stewart,  Brownsville S.  M.  Herron,  Jackson 

(Haywood  County) 

Robert  Morris,  Medina 
(Gibson  County) 

T.  N.  Humphrey,  Selmer 
(McNairy  County) 

Cumberland W.  S.  Dooley,  Crossville V.  L.  Lewis,  Crossville 

Davidson W.  W.  Wilkerson,  Jr.,  Nashville_.Cleo  Miller,  Nashville R.  N.  Buchanan,  Jr.,  Nashville 

Dickson W.  A.  Bell,  Sr.,  Vanleer W.  A.  Crosby,  Dickson Mary  Baxter  Cook,  Charlotte 

Dyer,  Lake,  and 

Crockett W.  T.  Rainey,  Tiptonville J.  C.  Moore,  Dyersburg 

Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin R-  R-  Gatling,  Sewanee R.  E.  Ruark,  Winchester Geo.  L.  Smith,  Winchester 

Giles A.  W.  Deane,  Pulaski F.  B.  Hulme,  Pulaski J.  U.  Speer,  Pulaski 

Greene Claude  Fox,  Greeneville Hal  Henard,  Greeneville C.  B.  Laughlin,  Greeneville 

Grundy U.  B.  Bowden,  Pelham O.  H.  Clements,  Palmer 

Hamblen J.  K.  Cooper,  Morristown L.  W.  Nabers,  Morristown D.  J.  Zimmermann,  Morristown 

Hamilton Joseph  Killebrew  Moore  J.  Smith,  Jr. 

T.  C.  Crowell,  President-Elect 

Henry E.  B.  Paschall,  Paris R.  Graham  Fish,  Paris A.  C.  Dunlap,  Paris 

Hickman J.  S.  Beasley,  Centerville L.  F.  Prichard,  Only 

Humphreys H.  C.  Capps,  Waverly 

Jackson L.  R.  Anderson,  Gainesboro R.  C.  Gaw,  Gainesboro L.  R.  Dudney,  Gainesboro 

Knox Dan  R.  Thomas,  Knoxville J.  B.  Naive,  Knoxville Ralph  H.  Monger,  Knoxville 

John  Lesher,  President-Elect, 

Knoxville 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley James  L.  Dunavant,  Ripley 

Lawrence J.  W.  Danley,  Lawrenceburg V.  H.  Crowder,  Lawrenceburg L C.  Harris,  Jr.,  Lawrenceburg 

Lincoln Ben  Marshall,  Fayetteville W.  S.  Joplin,  Petersburg Walter  Humbert,  Fayetteville 

Macon D.  D.  Howser,  Lafayette John  R.  Smith,  Lafayette 

Maury J.  B.  Miller,  Columbia William  N.  Cook,  Columbia 

McMinn L.  H.  Shields,  Athens W.  J.  Abel,  Athens Roy  Epperson,  Athens 

Monroe W.  J.  Cameron,  Sweetwater J.  E.  Young,  Sweetwater Telford  A.  Lowry,  Sweetwater 

Montgomery C.  N.  Keatts,  Indian  Mound Edward  R.  Atkinson,  Clarksville A.  F.  Russell,  Clarksville 

Obion R.  M.  Darnall,  Union  City H.  W.  Calhoun,  Union  City 

Overton W.  M.  Breeding.  Livingston A.  B.  Qualls,  Livingston 

Putnam T.  M.  Crain,  Monterey Kenneth  L.  Haile,  Cookeville Thurman  Shipley,  Cookeville 

Roane Dana  Nance,  Oak  Ridge Thomas  Bowman,  Harriman H.  B.  Ruley,  Oak  Ridge 

Robertson A.  R.  Kempf,  Springfield W.  S.  Rude,  Ridgetop John  S.  Freeman,  Springfield 

Rutherford Carl  Adams,  Nashville J.  T.  Boykin,  Murfreesboro L.  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby H.  W.  Qualls,  Memphis Carroll  C.  Turner,  Memphis Henry  Gotten,  Memphis 

Emmett  R.  Hall,  Memphis,  C.  V.  Croswell,  Treasurer,  Memphis 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R.  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan-Johnson Roy  B.  Howard,  Kingsport W.  M.  Gammon,  Bristol John  Shelton  Reed,  Kingsport 

Sumner Albert  G.  Dittes,  Portland R.  A.  Moore,  Gallatin 

Tipton A.  J.  Butler  Covington N.  L.  Hyatt,  Covington J.  S.  Ruffin,  Covington 

Washington.  Carter, 

and  Unicoi E.  T.  Pearson,  Elizabethton J.  R.  Bowman,  Johnson  City C.  K.  Slade,  Mountain  Home 

(Washington  County) 

Robert  Harvey,  Erwin 
(Unicoi  County) 

Weakley M.  H.  Buckley,  Martin R.  M.  Jeter,  Gleason G.  S.  Plog,  Martin 

White,  Warren,  and 

Van  Buren Joseph  C.  Blankenship,  Sparta_.C.  M.  Clark,  Jr.,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

E.  B.  Clark,  Sparta 

(White  County) 

D.  M.  Page,  Spencer 

(Van  Buren  County) 

Williamson C.  F.  Lucky,  Franklin H.  J.  Guffee,  Franklin 

Wilson R.  C.  Kash,  Lebanon 
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STANDING  AND  SPECIAL  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Herbert  Acuff,  M.D.,  Knoxville  (1951) 

J.  R.  Faneher,  M.D.,  Chattanooga  (1949) 

Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1951) 

Carl  Sanders,  M.D.,  Memphis  (1950) 

STATE  HOSPITAL 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

J.  C.  Price,  M.D.,  Dyersburg  (1951) 

R.  B.  Wood,  M.D.,  Knoxville  (1951) 

John  Walter  Oursler,  Humboldt  (1949) 

LEGISLATIVE  AND  PUBLIC  POLICY 

C.  M.  Hamilton,  M.D.,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 

Frank  Harris,  M.D.,  Chattanooga  (1949) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 
H.  W.  Qualls,  M.D.,  ex  officio,  Memphis 

LIAISON 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

J.  O.  Manier,  M.D.,  Nashville  (1953) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1949) 

Joseph  F.  Gallagher,  M.D.,  Nashville  (1951) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1951) 
John  M.  Lee,  M.D.,  Nashville  (1951) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 


POSTGRADUATE  INSTRUCTION 
C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 
Henry  Brackin,  M.D.,  Nashville 
Edward  T.  Brading,  M.D.,  Johnson  City 
O.  N.  Bryan,  M.D.,  Nashville 
R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

W.  C.  Colbert,  M.D.,  Memphis 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1949) 

A.  M.  Patterson,  M.D.,  Chattanooga 
R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville 
W.  L.  Williamson,  M.D.,  Memphis 

CANCER  COMMITTEE 

C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville,  (1949) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 

POLIOMYELITIS 

James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Inge,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1949) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1949) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1950) 

^GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

’ EMERGENCY  MEDICAL  SERVICE 

W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston.  M.D.,  Knoxville 
W.  J.  Sheridan,  M.D..  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 
Hearn  Bradley,  M.D.,  Nashville 

-SCHOOL  HEALTH  SERVICE 
To  he  appointed. 


•Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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CAUTION,  CURVES  AHEAD!* 

MAC  F.  CAHAL,  Executive  Secretary  and  General  Counsel,  the  American  Academy  of  General 
Practice,  Kansas  City 


Dr.  Cullum,  Senator  Stewart,  President 
Qualls,  distinguished  guests,  ladies  and  gen- 
tlemen : Dr.  Cullum,  I am  naturally  grateful 
for  your  gracious  introduction.  It  builds 
up  my  ego  and  flatters  me  a bit. 

Of  course,  you  know  flattery  is  like  smok- 
ing-— it  doesn’t  hurt  you  unless  you  inhale 
it.  Nevertheless,  I am  extremely  grateful 
for  this  gracious  introduction.  It  does 
build  up  my  ego,  and  I suppose  it  is  bene- 
flcial  to  have  one’s  ego  inflated  occasionally. 
I had  my  ego  quite  effectively  deflated  not 
long  ago  when  I filled  an  engagement  to 
speak  before  a county  medical  society  in 
the  East.  My  plane  was  delayed,  and  as 
a consequence  I was  about  an  hour  late  in 
arriving.  When  I got  to  the  hotel  where 
the  meeting  was  to  be  held,  all  the  doctors 
had  consumed  all  the  cocktails  and  were 
already  in  the  ballroom  at  dinner. 

I hurried  up  to  my  room  to  clean  up  a 
bit,  and  as  I was  descending  in  the  ele- 
vator, it  was  entered  by  a stranger  whom 
I took  to  be  one  of  the  local  doctors  who 
had  been  supplementing  the  cocktails  with 
a little  stimulation  of  his  own  up  in  his 
room.  Cocktails,  you  know,  are  those  things 
that  make  one  see  double  and  feel  single. 
(Laughter.) 

This  fellow  reminded  me  of  Colonel 
Stoopnagle’s  definition  of  the  word  “bored.” 


*Address  delivered  at  the  banquet  of  the  117th 
Annual  Meeting  of  the  Tennessee  State  Medical 
Association,  Nashville,  April  14,  1948. 


That’s  what  you  drink  to  keep  from  being 
and  wind  up  stiff  as  a.  (Laughter.) 

To  be  frank,  this  fellow  was  in  an  ad- 
vanced state  of  inebriation.  As  the  ele- 
vator started  down,  he  gripped  the  hand- 
rail as  though  he  were  on  the  deck  of  a 
P.T.  boat  in  a high  sea.  Presently  I fell 
in  the  way  of  his  wandering  gaze.  He  fixed 
a thin  and  watery  eye  on  me  and  said, 
“Where  are  you  going,  Buddy?”  I said  I 
was  going  to  the  medical  society  meeting. 
He  said,  “It  won’t  be  any  good.” 

“Why  not?” 

“They’ve  got  some  fellow  from  Chicago 
who  is  going  to  talk  for  an  hour  or  two 
about  medical  economics.” 

As  we  got  off  on  the  ballroom  floor  and 
started  in,  he  said,  “Are  you  going  in?” 
I said  I thought  I would.  He  said,  “I  am 
too,  but  I warn  you,  it’s  gonna  be  terrible.” 
I said,  “I  know  it  will.” 

I disengaged  myself  from  my  new  com- 
rade as  we  went  into  the  ballroom.  I went 
up  to  the  speakers’  table.  When  it  came 
my  turn  to  speak,  I stood  up,  and  the  very 
first  person  my  eye  fell  upon  was  my  friend. 
He  nearly  scalped  me  with  his  eyebrows. 

After  the  meeting,  I was  standing  up  at 
the  front  of  the  room  shaking  hands  with 
some  people,  and  I saw  my  friend  making 
his  way  toward  me.  He  was  more  steady 
on  his  feet  by  then.  I put  him  down  on 
my  list  of  regular  fellows  when  he  put  out 
his  hand  and  said,  “‘Put  ’er  there,  buddy, 
we  were  both  right!”  (Laughter.) 
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While  we  were  sitting  here  at  dinner,  I 
asked  Dr.  Cullum  how  long  I should  talk, 
and  he  said,  “You  can  talk  just  as  long  as 
you  want  to,  but  we’re  going  to  leave  here 
at  10:15.”  I see  that  clock  on  the  wall 
has  stopped.  (Laughter.)  I will  watch 
my  own  clock  or  else  we  will  all  be  here 
overnight. 

I am  sure  it  is  unnecessary  for  me  to  tell 
you  how  extremely  happy  I am  to  be  here 
at  your  banquet,  and  to  have  the  honor  of 
addressing  you.  I am  honored  also  by  ap- 
pearing on  the  same  program  with  the  dis- 
tinguished Senator.  The  Tennessee  Med- 
ical Association  has  produced  more  than 
its  share  of  medical  statesmen  in  the  upper 
councils  of  the  profession,  and  your  Asso- 
ciation has  made  important  contributions 
to  the  cause  of  medicine  in  America. 

I have  observed  with  interest,  during  my 
brief  stay  here  today,  the  progressive  ac- 
tivities that  your  Association  has  carried 
on.  For  instance,  I was  gratified  to  learn 
that  during  this  meeting  the  Tennessee 
Chapter  of  the  American  Academy  of  Gen- 
eral Practice  was  established.  This  spon- 
taneous movement  by  the  general  practi- 
tioners, a movement  to  reemphasize  the 
art  in  medicine,  to  elevate  standards  in 
general  practice,  just  as  the  specialists 
have  done  through  their  national  organi- 
zations, I think  will  do  more  than  almost 
anything  else  that  medicine  can  do  to  im- 
prove the  profession’s  relations  with  the 
public. 

I get  a little  bored  with  all  the  talk  one 
hears  in  medical  circles  these  days  about 
public  relations.  I am  afraid  some  doctors 
have  the  idea  that  some  type  of  science  of 
public  relations  will  solve  all  the  problems 
that  many  confront  their  profession. 

As  a matter  of  fact,  public  relations  is 
as  simple  as  that.  It  is  simply  your  rela- 
tions with  the  public.  If  you  conduct  your 
business  in  such  a manner  that  it  pleases 
the  public,  then  you  have  good  public  rela- 
tions. If,  on  the  other  hand,  your  actions 
or  the  things  you  stand  for  are  not  pleasing 
to  the  public,  then  you  have  bad  relations 
and  you  will  not  enjoy  the  confidence  of 
the  public.  My  point  is  that  you  must 
conduct  your  business  in  such  a way  that 
it  will  please  the  public,  or  you  will  not 


enjoy  the  confidence  or  the  support  of  the 
public. 

It  is  a matter  of  salesmanship,  really. 
First,  you  must  have  an  honorable  cause 
or  a valid  principle  or  a good  product. 
Then  the  technique  of  presenting  that  prin- 
ciple or  cause  to  the  public  is  simple  press- 
agentry,  and  that  is  a matter  that  calls  for 
expertness  and  skill. 

For  instance,  the  trend  toward  over- 
specialization in  medicine,  a matter  which 
has  only  recently  begun  to  attract  the  at- 
tention of  leaders  in  medicine  and  educa- 
tion, has  created  problems  in  public  rela- 
tions. In  some  of  our  largest  metropolitan 
areas  it  has  grown  difficult  to  find  a good 
general  practitioner.  They  are  hard  to 
find,  and  there  have  been  complaints  from 
the  public  about  the  fact  that  it  is  dif- 
ficult to  find  a good  general  doctor  who  will 
make  a call  at  night. 

While  recognizing  the  need  for  highly 
skilled  specialists  in  every  field  of  medicine, 
the  people,  nevertheless,  want  general  prac- 
titioners who  will  fill  the  role  of  the  time- 
honored  family  physician. 

No  less  a person  than  Bernard  M.  Ba- 
ruch has  called  attention  to  this  need  and 
demand  on  the  part  of  the  public.  In  his 
dutch-uncle  talk  to  the  medical  profession 
last  year,  Mr.  Baruch  declared  that  one  of 
the  deficiencies  in  present-day  medicine  re- 
sulted from  the  fact  that  too  many  spe- 
cialists and  not  enough  general  practition- 
ers were  being  produced. 

Regardless  of  what  one  may  think  of 
Mr.  Baruch,  it  must  be  admitted  that  he 
has  a reputation  for  sagacious  discernment ; 
and  here,  as  an  outsider  speaking  for  the 
public,  he  has  placed  his  finger  squarely 
upon  one  of  the  major  problems  confront- 
ing the  profession  in  its  relations  with  the 
public. 

Consider,  for  example,  the  fact  that  when 
the  senior  students  in  one  of  our  largest 
midwestern  schools  were  polled  last  year, 
only  one  man  out  of  212  students  stated  that 
he  planned  to  enter  private  general  prac- 
tice. All  the  others  wanted  to  join  groups, 
get  a salaried  job,  or  become  certified  spe- 
cialists. 

This  presents  some  alarming  implica- 
tions. Unless  some  step  is  taken  to  make 
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general  practice  attractive  in  such  a manner 
that  young  men  and  women  of  high  caliber 
will  be  attracted  to  this  broad  field  of  medi- 
cine, then  the  entire  system  of  medical 
practice  as  we  have  known  it  in  this  coun- 
try must  certainly  eventually  collapse. 

Fortunately,  there  are  evidences  that  the 
direction  of  this  trend  is  turning.  You 
may  be  surprised  to  observe  that  a study 
of  the  growth  of  specialization  in  medicine 
will  show  that  the  curve  of  the  ratio  of 
specialists  follows  precisely  the  curve  of 
business  prosperity.  Both  of  these  curves 
seem  to  me  to  be  turning  downward  at 
the  present.  Too  much  specialization  in 
medicine  is  a luxury  that  can  be  afforded 
only  in  a period  of  frenzied  prosperity  or 
optimism. 

I think  the  organization  of  the  Amer- 
ican Academy  of  General  Practice,  which 
by  its  very  existence  will  tend  to  elevate 
the  standards  in  general  practice  and  to 
increase  the  esteem  in  which  the  family 
doctor  is  held  both  within  and  without  the 
profession,  will  do  more  than  anything  else 
to  solve  this  problem. 

Too,  I think  the  increasing  emphasis 
upon  psychosomatic  medicine  (and  I am 
fully  aware  that  I am  getting  in  a little 
over  my  head,  but  I entertain  strong  con- 
victions about  it  and  I think  my  point  is 
developed),  which  is  being  so  much  dis- 
cussed now,  will  tend  to  re-establish  the 
general  practitioner  as  the  central  figure 
in  our  general  system  of  medical  practice. 

This  is  illustrated  by  the  story  of  the 
man  suffering  from  persistent  headaches. 
He  started  shopping  around  for  a specialist. 
An  internist  referred  him  to  an  oral  sur- 
geon, who  extracted  all  of  the  man’s  teeth, 
and  still  his  headaches  persisted.  He  went 
to  a surgeon,  and  he  had  his  gallbladder 
removed,  and  still  he  had  headaches.  An 
otolaryngologist  irrigated  his  sinuses  and 
the  urologist  performed  a transurethral. 

Finally  the  man  went  to  his  family  doc- 
tor. About  a week  later,  on  the  street 
one  day,  one  of  his  old  childhood  friends 
saw  him  and  said,  “My,  you  look  as  good 
as  new.  You  must  have  got  rid  of  those 
headaches.” 

The  man  replied,  “Yes,  I am  cured.” 

“Who  cured  you?” 


“My  old  family  doctor.” 

“What  was  the  matter  with  you?” 

“He  said  it  was  simple.  My  wife  and 
my  secretary  and  my  note  at  the  bank  were 
all  three  months  overdue.”  (Laughter.) 

It  seems  to  me  that  the  family  doctor 
who  knows  and  understands  his  patient  can 
alone  practice  the  known  concepts  of  psy- 
chosomatic medicine.  There  has  been  a 
few  prominent  physicians  who  have  some- 
what cautiously  warned  that  in  the  trend 
toward  super-specialization  in  medicine  the 
profession  has  perhaps  neglected  the  in- 
dividual as  a human  personality.  It  has 
been  said  that  the  specialist  has  a tendency 
to  seek  the  fallacy  of  his  particular  ana- 
tomical region,  and  as  a result  overlooks 
the  total  organism. 

This,  too,  can  be  illustrated  by  a story. 
There  was  an  accident  up  in  a part  of  the 
country  from  whence  I come.  There  were 
a couple  of  men  on  a motorcycle  one  day, 
on  a cold  winter  day,  going  against  a north 
wind,  one  man  astride  and  the  other  in 
the  sidecar.  The  poor  fellow  in  the  sidecar 
couldn’t  stand  the  north  wind  beating 
against  him  any  longer.  His  friend  astride 
the  motorcycle  said,  “I’ll  tell  you  what  we’ll 
do.  Let’s  stop  and  take  your  overcoat  and 
turn  it  around  and  button  it  down  the  back. 
That  will  keep  the  wind  away  from  your 
chest.” 

They  tried  it,  and  sure  enough  it  worked 
very  well.  They  hit  a fine  clip  down  the 
highway.  Pretty  soon  they  struck  some 
ice,  and  the  motorcycle  skidded  off  the  high- 
way and  ran  against  a tree,  killing  the 
driver  instantly.  The  passenger  was 
thrown  clear  of  the  wreck,  but  was  ren- 
dered unconscious. 

The  next  day  the  county  highway  patrol 
turned  in  its  daily  report,  and  Officer  Clancy 
reported:  “We  were  called  to  the  scene  of 
an  accident  on  U.S.  30.  A motorcycle  had 
collided  with  a tree.  By  the  time  we  ar- 
rived at  the  accident  the  driver  was  al- 
ready dead.  The  passenger  had  suffered 
no  visible  injury  except  that  his  head  was 
turned  at  180  degrees  on  his  shoulders, 
and  by  the  time  we  got  it  back  he  was  dead, 
too.”  (Laughter.) 

There  is  another  trend  in  medical  eco- 
nomics that  has  only  recently  begun  to 
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attract  the  attention  of  the  profession.  This 
tendency,  this  impact  upon  medicine,  was 
first  felt  by  the  radiologist  and  the  path- 
ologist and  perhaps  the  anesthesiologist; 
but  these  three  specialists  in  medicine  have 
been  asking  for  help  for  a number  of  years. 
They  have  been  warning  that  if  this  can 
happen  to  them,  it  can  happen  to  others — 
and,  sure  enough,  it  has. 

I refer  to  the  unmistakable  tendency  for 
hospitals  to  invade  the  practice  of  medicine 
through  the  medium  of  employed  physi- 
cians. There  are  spokesmen  for  the  organ- 
ized hospital  world  who  have  stated  frankly 
that  hospitals  should  take  over  the  practice 
of  medicine,  the  hospital  corporation  col- 
lecting fees  for  services  rendered  by  full- 
time salaried  physicians. 

The  official  Journal  of  the  American  Hos- 
pital Association  has  remarked  editorially, 
for  instance,  that  diagnosis,  treatment,  and 
care  of  the  ambulatory  sick  become  increas- 
ingly the  function  of  the  hospital  as  the 
hospital  develops  into  the  center  of  com- 
munity health  activities. 

That  reminds  me  somewhat  ot  the  words 
of  the  Very  Reverend  Andrew  Still  when 
his  brother  John  reported  that  a vision  had 
imparted  to  him  the  secret  of  osteopathy. 
“John,”  he  said,  “you  may  be  right — and 
praise  God,  there’s  money  in  it!”  (Laugh- 
ter.) 

I think  this  trend,  too,  can  be  reversed. 
After  all,  a hospital  is  an  empty  shell  with- 
out doctors,  and  I don’t  think  doctors  are 
going  to  permit  hospitals  to  compete  with 
them  in  the  practice  of  medicine. 

When  the  American  Medical  Association 
passed  a resolution  a few  years  ago  de- 
ploring the  corporate  practice  of  medicine 
by  hospitals,  the  Board  of  Trustees  of  the 
American  Hospital  Association  passed  a 
resolution  which  contained  the  statement, 
“Is  it  the  prerogative  of  the  medical  pro- 
fession to  decide  upon  hospital  policies?” 

Perhaps  I am  naive,  but  my  heaven,  I 
happen  to  think  that  it  is,  and  I believe 
the  time  has  come  when  this  issue  must  be 
squarely  faced  for  the  good  of  all  parties 
concerned,  not  forgetting,  of  course,  the 
patient.  Decision  must  be  reached  in  all 
communities  on  the  fundamental  question 
of  whether  hospitals  shall  be  corporate  dis- 


tributing agencies  for  medical  care,  or  spe- 
cially equipped  institutions  where  private 
practicing  doctors  can  diagnose  and  treat 
the  sick.  There  is  an  issue  here,  and  it 
has  not  yet  been  resolved. 

These  are  some  of  the  curves  I see  in 
the  road  ahead  for  medicine.  As  I told 
Dr.  Cullum  earlier  this  evening,  the  title 
of  the  talk  on  which  I was  to  address  you 
was,  “Caution,  Curves  Ahead.”  Earlier  in 
the  evening  I thought  I had  best  change  it 
to  “Caution,  Slippery  When  Wet.”  Things 
are  better  now.  (Laughter.) 

You  may  accuse  me  so  far  of  over-em- 
phasizing the  purely  economic  aspects  in 
considering  the  future  destiny  of  medicine, 
but  the  science  of  medicine  is  not  a matter 
of  controversy.  Since  1830,  when  Meyer 
Lewis  developed  the  first  clinical  statistics 
by  having  one  large  group  of  pneumonia 
patients  bled  while  a control  group  was 
not  bled,  the  astonishing  progress  in  the 
knowledge  and  skill  of  the  profession  has 
received  universal  acclaim.  The  contro- 
versy arises  over  what  is  the  best  and 
most  effective  method  for  the  distribution 
of  the  services  the  medical  profession  is 
equipped  to  render — in  short,  how  to  pay 
for  it. 

The  controversy  poses  a problem.  As 
the  arch-conservative  magazine,  Fortune, 
has  stated,  the  state  of  medicine  in  the 
United  States  is  a social  problem  because 
the  country’s  conscience  has  made  it  so. 
People  who  cannot  find  or  pay  for  medical 
care  are  resentful,  and  that  is  the  public 
relations  problem. 

Much  has  been  written  about  the  lack 
of  doctors  and  nurses  and  hospitals  in  cer- 
tain areas,  of  the  inability  of  the  poor  to 
pay  for  needed  medical  care,  and  of  the 
failure  of  the  medical  profession  to  adjust 
itself  to  social  needs.  There  is  no  general 
agreement  as  to  the  nature  or  the  extent 
or  the  urgency  of  these  needs.  There  is 
debate  as  to  the  form  that  the  change  in 
medicine  should  take.  Some  argue  for  vol- 
untary insurance  to  meet  the  costs  of  sick- 
ness ; others  argue  for  a compulsory  sys- 
tem, a tax  levied  by  government,  such  funds 
to  be  used  to  pay  for  medical  care  for  all 
the  people.  These  alternatives  involve  the 
basic  questions  of  free  initiative  versus  gov- 
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ernment  planning,  questions  upon  which  the 
American  people  are  divided. 

After  thirty-five  years  of  limited  social- 
ized medicine,  the  people  of  England  this 
year  will  completely  socialize  the  health 
services,  just  as  they  have  the  mines,  in  a 
system  of  nationalized  medicine. 

Do  the  people  of  the  United  States  want 
this?  That  is  to  be  determined,  but  I think 
they  do  not.  On  September  18,  1947,  the 
socialist  form  of  government  of  Great  Brit- 
ain issued  a directive  which  compels  work- 
ers in  Britain  to  accept  work  to  which  they 
are  assigned.  Persons  engaged  in  certain 
vocations  are  forbidden  to  change  to  an- 
other, and  a worker  who  refuses  to  accept 
work  to  which  he  is  assigned  by  the  gov- 
ernment is  subject  to  a fine  of  $400  or 
three  months  in  prison,  or  both. 

Not  since  442  A.D.,  when  the  Roman 
legions  withdrew  from  England,  has  a 
British  freeman  been  told  when  and  where 
he  must  work. 

Have  we,  then,  witnessed  a complete 
cycle  in  political  government  since  Magna 
Charta?  Here,  before  our  very  eyes,  we 
have  seen  a glaring  example  of  the  postulate 
that  has  been  so  convincingly  presented  by 
a man  named  Ludwig  Von  Mesis,  in  his 
book,  “Planned  Chaos.”  “When  the  gov- 
ernment begins  to  intervene  in  the  lives  of 
the  citizens,  there  is  no  turning  back.” 

Just  a little  interventionism  is  too  much. 
It  leads  inevitably,  inexorably,  to  complete 
socialism  and  the  police  state.  We  have 
seen  in  England  that  there  is  no  such  thing 
as  a mixed  economy  with  basic  capitalism 
and  a little  socialism  here  and  there.  Either 
we  shall  have  capitalism  with  a free  mar- 
ket economy,  allowing  each  individual  to 
work  and  earn  his  own  degree  of  security, 
or  we  will  have  socialism  with  security 
handed  down  by  a paternalistic  state  in 
exchange  for  individual  freedom.  It  ap- 
pears there  is  no  middle  way. 

Whether  the  disease  of  socialism  has  al- 
ready sapped  the  vitality  of  free  America, 
whether  the  Social  Security  Act  was  only 
the  beginning  act  of  interventionism  that 
would  lead  eventually  and  inevitably  to 
more  and  more  manifestations  of  collec- 
tivism, whether  the  general  welfare  clause 
in  our  Constitution  will  be  used  by  the  so- 


cialists to  impose  the  theories  of  Karl  Marx 
upon  the  people  of  America — these  are  pre- 
cisely the  questions  presented  by  proposals 
for  a federal  sickness  tax  on  all  the  people, 
to  be  found  in  the  Wagner-Murray-Dingell 
bill.  It  is  not  too  much  to  say  that  the 
decisions  reached  on  this  legislative  pro- 
posal will  determine  the  system  of  political 
economy  under  which  the  citizens  of  this 
country  will  live  in  the  future.  I think, 
indeed,  that  these  are  the  years  of  decision. 

It  is  true  that  there  are  ambitious  Cae- 
sars within  our  own  government  who  want 
socialized  medicine,  who  impose  the  the- 
ories of  totalitarian  Europe  upon  the  people 
of  America  because  it  will  advance  their 
political  fortunes.  I think  that  has  been 
well  shown.  I,  for  instance,  have  not  yet 
forgotten  the  awful  implications  in  the  mes- 
sage that  the  late  Senator  J.  Hamilton 
Lewis  came  to  deliver  for  the  administra- 
tion before  the  American  Medical  Associa- 
tion in  Atlantic  City  of  1935.  I was  so 
shocked  that  I remember  his  very  words. 
He  said  this : 

“We  know  nothing  of  a patient,  don’t  rec- 
ognize his  existence.  We  recognize  an  in- 
strument called  a citizen  who  is  essential 
to  the  welfare  of  government.”  That,  in 
the  land  of  the  free  and  the  home  of  the 
brave ! 

Neither  should  we  overlook  the  fact  that 
socialized  medicine  was  established  by  Bis- 
marck in  Germany  in  1883,  and  by  David 
Lloyd  George  in  England  in  1911  as  a mat- 
ter of  political  expediency.  It  is  being  pro- 
moted under  the  same  expediency  these 
days. 

I think  we  would  delude  ourselves  if  we 
contended  that  every  advocate  of  compul- 
sory sickness  insurance  had  a direct  wire 
to  the  Kremlin  and  a personal  checking  ac- 
count in  the  First  Soviet  Bank  of  Moscow. 
I have  no  favor  for  some  one  spokesman 
for  medicine  who  implies  that  every  pro- 
ponent of  compulsory  sickness  insurance  is 
a Communist.  There  are  some  honest,  rea- 
sonable men  who  sincerely  believe  that  com- 
pulsion is  the  only  means  of  attaining  the 
ends  of  social  medicine.  For  instance,  I 
don’t  think  Bernard  M.  Baruch  is  a Com- 
munist, nor  Governor  Earl  Warren  of  Cali- 
fornia. Both  are  ardent  advocates  of  com- 
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pulsory  sickness  insurance.  No  one  has 
yet  convinced  me  that  Harry  S.  Truman  is 
a Communist,  and  he  is  for  it.  (Of  course, 
I am  open  to  conviction.)  I don’t  think 
one  should  confuse  Communism  with  stu- 
pidity. 

It  is  our  job  in  the  free  market  of  ideas 
to  convince  the  majority  of  the  citizens,  by 
word  and  by  deed,  that  they  stand  to  lose 
a great  deal  more  than  they  would  gain  if 
medical  care  were  furnished  for  all  the  peo- 
ple by  means  of  a tax  levied  on  their  pay- 
roll. (Applause.) 

It  is  said,  nevertheless,  that  even  the 
middle  class  in  America  is  unable  to  meet 
the  costs  of  sickness.  A report  emanating 
from  the  American  Medical  Association  is 
quoted  and  interpreted  as  admitting  that 
families  with  incomes  of  $3,000  or  less  are 
unable,  at  least  at  times,  to  meet  the  costs 
of  serious  illness.  That  may  very  well  be 
true,  but  the  persuasiveness  and  the  pathos 
of  that  statement  loses  some  of  its  appeal 
when  we  note  that  the  American  public 
spent  a greater  proportion  of  its  income 
for  liquor  in  1946  than  it  did  for  medical 
care.  In  that  year  the  American  people 
spent  3.3  per  cent  of  their  incomes  for 
medical  care;  this  amounted  to  $5,600,- 
000,000. 

In  the  same  year  they  spent  5.2  per  cent 
of  their  income,  or  $8,800,000,000,  for  liq- 
uor; 2 per  cent  or  3.5  billion  dollars  for 
tobacco,  and  4.7  per  cent  or  nearly  8 billion 
dollars  for  recreation. 

It  looks  very  much,  then,  as  though  the 
American  people  can  afford  to  pay  for  all 
the  medical  care  they  need  under  a system 
of  free  enterprise  and  private  practice. 

Of  course  it  would  be  idle  to  deny  that 
there  are  times,  created  by  long  or  serious 
illness,  when  even  the  well-to-do  find  it 
difficult  to  pay  for  needed  medical  care. 
Neither  can  we  deny  that  there  are  people, 
even  in  these  times  of  unparalleled  pros- 
perity, who  are  in  such  a state  of  penury 
that  they  can’t  afford  to  pay  even  for  minor 
medical  services.  This  presents  no  valid 
reason  for  revolutionizing  our  system  of' 
political  economy  by  levying  a sickness  tax 
on  all  the  people,  as  proposed  in  the 
Wagner-Murray-Dingell  bill.  We  have  per- 
fectly adequate  answers  to  both  these  prob- 


lems under  our  present  social  and  economic 
systems. 

For  the  first  we  have  voluntary  insur- 
ance that  will  permit  people  to  spread  the 
cost  of  unpredictable  necessities  over  a 
large  group  and  over  a period  of  time. 

As  of  the  first  of  this  year,  there  were 
40  million  people  in  this  country  insured 
against  the  costs  of  hospitalization.  Of 
these,  17  million  were  protected  for  sur- 
gery and  obstetrical  care;  6 million  enjoyed 
complete  protection  against  all  costs,  hos- 
pital and  medicine,  including  services  in 
their  own  home  and  in  the  physician’s  of- 
fice. These  figures  become  even  more  con- 
vincing when  we  realize  that  the  voluntary 
sickness  insurance  movement  actually  began 
only  about  seven  years  ago. 

It  looks  very  much  as  though  people  today 
can  protect  themselves  against  the  unpre- 
dictable costs  of  illness  through  methods 
available  to  them  without  taxation,  regi- 
mentation, or  bureaucracy. 

For  the  second  group,  those  too  poor  to 
pay  for  even  minor  medical  services,  our 
social  system  also  provides  an  answer. 
What  these  people  need  and  what  they  re- 
ceive is  charity.  In  every  city  in  America 
there  exists  eleemosynary  institutions 
where  adequate  medical  care  of  high  quality 
can  be  obtained  by  those  too  poor  to  pay 
for  it. 

In  rural  areas,  especially  in  the  South, 
the  problem  is  not  so  simple.  In  1946,  half 
of  the  farm  families  in  this  country  had 
incomes  of  under  $1,000 — cash  incomes, 
that  is — and  one-third  had  incomes  of  under 
$500.  Obviously  these  people  can’t  trans- 
late into  effective  demand  their  need  for 
medical  care. 

But  poverty  is  only  part  of  the  problem 
in  rural  areas.  It  is  complicated  by  such 
factors  as  isolation  and  ignorance.  Surely 
this  is  insufficient  reason  to  impose  a tax 
upon  all  the  people  for  a national  medical 
system. 

Furthermore,  the  Wagner-Murray  Din- 
ged bill  would  not  alone  be  a guarantee 
that  adequate  medical  care  would  become 
available  to  families  living  many  miles  from 
a town,  in  sparsely  settled  and  substandard 
agricultural  areas.  Neither  poverty  nor 
lack  of  medical  care,  for  instance,  are  alone 
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responsible  for  the  fact  that  the  death  rate 
in  Kentucky  from  pneumonia  is  89  per 
100,000  and  only  42  per  100,000  in  the  Dis- 
trict of  Columbia. 

Ignorance,  superstition,  poor  housing, 
nutritional  deficiencies,  and  other  things 
must  bear  a part  of  the  blame,  and  these 
are  social  problems,  not  medical  problems. 

Partly  to  meet  these  problems,  Senator 
Robert  A.  Taft  has  introduced  a bill  to 
furnish  grants-in-aid  to  states  to  assist 
them  in  providing  medical  care  for  families 
unable  to  pay  the  full  cost  of  such  care. 
I am  sure  you  are  all  familiar  with  the 
provisions  of  Senate  Bill  545.  I confess  I 
have  misgivings  about  the  Taft  bill ; but  if 
it  is  necessary  that  the  federal  government 
appropriate  tax  funds  for  medical  care,  a 
matter  concerning  which  I am  not  entirely 
persuaded,  then  it  seems  to  me  the  Taft 
bill  is  the  most  intelligent  method  for  the 
attainment  of  the  objective  sought. 

Is  there  any  reason  why  the  federal  gov- 
ernment should  tax  the  citizens  of  the 
states  to  obtain  a fund  to  be  spent  for  the 
benefit  of  these  same  citizens  in  the  re- 
spective states?  Try  as  I may,  I have  been 
unable  to  ascertain  how  $1  gets  any  bigger 
by  making  a trip  to  Washington  and  back. 
As  a matter  of  fact,  it  has  always  seemed 
to  me  that  the  two  million  jobholders  on 
the  federal  payroll  manage  to  take  quite 
a slice  out  of  that  dollar  as  it  passes  through 
their  hands. 

The  Taft  bill  has  been  the  subject  of 
much  vehement  criticism  by  organized  labor 
and  certain  left  wing  groups,  on  the  ground 
that  it  is  charity.  By  heaven,  I would  like 
to  know  what  is  wrong  with  charity.  St. 
Paul  seemed  to  think  well  of  it.  I am  not 
prepared  to  say,  with  due  regard  to  the 
distinguished  Senator,  that  all  the  innova- 
tions in  our  political  philosophy  and  our 
social  economy  that  were  wrought  by  the 
New  Deal  have  been  harmful,  but  I do 
think  that  two  concepts  which  grew  up  in 
this  country  in  the  early  ’30’s  have  sapped 
our  nation  of  much  of  its  greatness  and 
vigor.  The  first  is  the  theory  that  the 
federal  government  can  do  more  for  the 
states  by  taxing  their  citizens  than  the 
states  can  do  themselves.  The  second  is 


the  substitution  of  euphony  for  the  good 
Christian  word  “charity.” 

You  remember  when  recipients  of  char- 
ity came  to  be  called  social  cases,  and  the 
financial  aid  they  received  became  a “bene- 
fit,” and  charity  hospitals  became  commu- 
nity hospitals.  Do  you  know  that  what 
used  to  be  called  the  “poor  farm”  in  Los 
Angeles  County  is  now  the  Ranchos  de  los 
Amigos — “the  Ranch  of  the  Friends”? 

All  the  debate  and  controversy  over  the 
Wagner  bill  and  the  Taft  proposal  have 
produced  little  evidence,  except  that  agita- 
tion for  a system  of  nationalized  medicine 
in  this  country  stems  chiefly  from  a small 
handful  of  professional  propagandizes  and 
a few  left  wingers  within  our  own  govern- 
ment. You  may  rest  assured  that  neither 
bill  will  reach  the  floor  of  the  Congress  this 
year. 

Whether  the  disciples  of  socialism  will 
succeed  in  erecting  this  pillar  of  the  welfare 
state  in  some  future  year  will  depend  upon 
what  happens  abroad,  economic  develop- 
ments in  our  own  country  and,  most  impor- 
tant of  all,  upon  the  intelligent  design  of  a 
well-informed  public.  It  is  our  responsi- 
bility to  make  the  people  vividly  conscious 
of  the  warning  uttered  by  Edmund  Burke 
when  he  said,  “The  people  never  give  up 
their  liberties  except  under  some  delusion.” 

Without  the  aid  of  a crystal  ball  I have 
tried  to  predict  some  of  the  developments 
in  the  future,  and  to  describe  some  of  the 
curves  in  the  road  ahead  for  medicine.  New 
economic  theories  and  the  increasing  exi- 
gencies of  society  are  creating  currents 
within  and  about  the  profession  that  are 
testing  its  very  foundations. 

It  seems  unlikely  that  the  system  of  medi- 
cal practice,  as  we  have  known  it  in  this 
country,  will  be  left  unchanged  when  the 
currents  subside ; but  I have  faith  and  cour- 
age sufficient  to  believe  that  in  the  genera- 
tion to  come  our  western  liberalism,  the  basic 
concept  of  which  is  the  freedom  of  the  in- 
dividual, will  survive-;  and  I furthermore 
believe  that  the  American  doctor  will  con- 
tinue to  occupy  a high  and  honored  place 
in  that  culture. 

If  you  are  inclined  to  view  the  future 
with  alarm,  if  the  crescendo  of  events 
throughout  the  world  seem  to  be  destroy- 
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ing  all  the  values  you  have  considered  es- 
sential to  your  personal  security,  if  you 
think  it  only  a question  of  time  until  this 
planet  becomes  a desolate,  uninhabited, 
slightly  radioactive  sphere;  if,  in  fact,  you 
think  the  country  is  going  to  hell,  then 
you  will  be  interested  in  the  words  of  one 
commentator  that  I would  like  to  read  to 
you  in  closing. 

“It  is  a gloomy  moment  in  history.  Not 
for  many  years — not  in  the  lifetime  of  most 
men  who  read  this — has  there  been  so  much 
grave  and  deep  apprehension.  Never  has 
the  future  seemed  so  incalculable  as  at  this 
time. 

“In  France  the  political  cauldron  seethes 
and  bubbles  with  uncertainty.  Russia 
hangs,  as  usual,  like  a cloud,  dark  and  si- 
lent, upon  the  horizon  of  Europe,  while  all 
the  energies,  resources  and  influences  of 
the  British  Empire  are  sorely  tried  and  are 
yet  to  be  tried  more  sorely.  It  is  a solemn 
moment,  and  no  man  can  feel  indifference, 


which  happily  no  man  pretends  to  feel,  in 
the  issue  of  events. 

“Of  our  troubles  in  the  U.  S.  A.,  no  man 
can  see  the  end.  They  are  fortunately  as 
yet  mainly  commercial,  and  if  we  are  only 
to  lose  money,  and  by  painful  poverty  be 
taught  wisdom,  the  wisdom  of  honor,  of 
faith,  of  sympathy  and  of  charity,  no  man 
need  seriously  to  despair.  And  yet  the 
very  haste  to  be  rich  which  is  the  occasion 
of  this  widespread  calamity,  has  also  tended 
to  destroy  the  moral  forces  with  which  we 
are  to  resist  and  subdue  the  calamity.” 

That  is  a rather  forbidding  and  gloomy 
account  of  the  situation,  isn’t  it?  Well, 
ladies  and  gentlemen,  that  was  published 
in  Harper's  Magazine  on  October  10,  1857. 
The  noble  experiment  of  freedom  and  de- 
mocracy has  survived  many  trials.  Let  us 
be  confident  in  our  ability  to  make  it  sur- 
vive forever. 

For  your  gracious  attention,  I thank  you. 
(Applause.) 
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CLINICAL  USE  OF  MORPHINE  WITH  EVALUATION  OF  SOME  NEW 
SYNTHETIC  ANALGESICS* 


LYNDON  E.  LEE,  Jr.,  M.D.f 

The  purpose  of  this  paper  is  to  discuss 
some  of  the  clinical  uses  of  narcotics  with 
particular  emphasis  on  the  morphine  de- 
rivatives. Those  who  expect  a list  of  clin- 
ical conditions  in  which  these  substances 
might  prove  useful  will  be  disappointed, 
and  no  opportunity  will  be  given  for  the 
memorizing  of  a chart  of  specific  indications 
for  the  use  of  such  medication.  The  indi- 
cations and  contraindications  to  the  admin- 
istration of  these  substances  should  make 
themselves  apparent  if  one  appreciates  cer- 
tain principles  underlying  their  actions. 
Consideration  of  some  of  the  pharmacologic 
properties  will  be  in  the  light  of  their  use- 
fulness or  detriment  in  the  patient. 

What  is  said  regarding  morphine  applies 
in  large  measure  to  the  entire  series  of 
morphine-like  analgesics  since  their  actions 
are  similar  and  variations  in  the  intensity 
of  their  effects  in  the  patient  a matter  of 
degree.  This  is  easily  understood  if  one 
recognizes  the  close  chemical  similarity 
among  the  members  of  this  group  of  drugs. 

The  simple  substitution  of  CH.  in  place 
of  OH  in  the  shift  from  morphine  to  co- 
deine increases  the  toxity  and  convulsant 
action  of  the  compound  and  decreases  to  a 
considerable  extent  the  exciting,  depres- 
sant, central  emetic,  intestinal,  analgesic 
and  addicting  properties.  All  of  these 
are  effects  easily  studied  by  laboratory 
and  clinical  methods,  and  are  found  to 
persist  in  variable  degree  through  all  of 
the  commercially  available  analgesic  vari- 
ants of  the  chemical  root,  phenanthrene. 
Actually  some  of  these  substances  occur 
naturally  in  opium,  codeine  being  an  ex- 
ample. Pantopon  is  the  soluble  hydrochlo- 
ride of  crude  opium  depending  on  its  mor- 
phine content  for  its  action.  Essentially 
it  is  an  expensive  form  of  morphine  without 


sufficient  additional  benefits  to  warrant  the 
increased  cost. 

A considerable  number  of  analgesics 
which  do  not  derive  from  opium  are  ap- 
pearing on  the  market,  and  still  others  are 
in  the  stage  of  experimentation.  While 
each  of  these  that  arrive  in  the  office  of 
the  specialist  or  general  practitioner  will 
doubtless  be  extolled  for  its  unique  prop- 
erties and  characteristics,  some  thought 
should  be  given  to  the  basic  formula  of  the 
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*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13-15,  1948. 

•(•Instructor  in  Surgery  and  Instructor  in  Phar- 
macology, University  of  Michigan,  Ann  Arbor, 
Michigan.  On  loan  to  the  Tennessee  State  Medical 
Association  Committee  on  Post-Graduate  Instruc- 
tion as:  Instructor  in  Cancer. 
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Fig.  1.  Chemical  formulae — Morphine,  codeine, 
heroin,  dilaudid,  metopon. 
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material,  for  many  of  these  drug's  are  but 
a single  compound  altered  superficially  by 
the  substitution  or  addition  of  certain  ele- 
mentary chemical  groups.  The  funda- 
mental actions  of  the  drug  in  the  patient 
are  seldom  greatly  effected  thereby.  While 
these  chemical  alterations  usually  result  in 
enhancing  or  suppressing  one  or  more  of 
the  pharmacologic  characteristics  of  the 
substance  to  some  degree,  one  can  hardly 
hope  to  alter  an  individual’s  entire  person- 
ality by  minor  plastic  procedures  to  his 
features. 

On  administration  of  analgesic  drugs  to 
a patient,  what  results  can  be  expected? 

1.  Attenuation  of  pain. 

2.  Sedation — procuring  of  rest  and  sleep. 

3.  Arrest  of  peristalsis — smooth  muscle 
spasm. 

4.  Suppression  of  cough. 

5.  Easing  of  dyspnea. 

6.  Securing  of  muscular  quiet. 

7.  Facilitation  of  anesthesia. 

Obviously  the  physician  prescribing  these 

drugs  should  realize  clearly  what  effect  he 
desires,  and  he  must  decide  whether  drug 
administration  is  the  best  method  of  ob- 
taining this  end.  In  making  that  decision 
he  should  recognize  that  none  of  these  re- 
sults is  unqualifiedly  therapeutic.  Mor- 
phine is  palliative,  not  specific  therapy. 
Under  many  circumstances  the  advantage 
of  one  action  is  nullified  or  greatly  out- 
weighed by  the  disadvantages  of  others, 
and  one  may  be  funning  unnecessary  risks 
in  accepting  the  comfortable  interval  fur- 
nished by  these  drugs  for  collection  of  data 
or  the  leisurely  evaluation  of  circumstances 
before  electing  a curative  form  of  treat- 
ment. The  use  of  any  of  these  substances 
is  completely  unjustified  if  it  causes  pos- 
sible damage  to  a patient  by  obscuring 
points  which  lead  to  earlier  diagnosis  and 
proper  treatment,  or  by  interfering  with 
the  progress  of  healing  and  repair. 

Analgesia 

Pain  is  a lonesome  experience;  a subjec- 
tive phenomenon  measured  by  comparison, 
and  described  by  analogy.  Its  relief  may 
be  obtained  through  many  mechanisms: 

1.  Abolition  of  pain  stimulus. 

2.  Blockade  of  pain  pathways. 


3.  Increase  in  pain  perception  threshold. 

4.  Modification  of  pain  reaction  pattern. 

5.  Induction  of  sleep,  stupefaction  or 
anesthesia. 

Ref.  Seevers. 

While  these  mechanisms  may  be  applied 
in  many  ways,  including  psychic,  surgical, 
roentgenologic,  possibly  endocrine,  and  even 
pathologic  as  well  as  pharmacologic,  mor- 
phine derivatives  can  accomplish  only  the 
latter  three.  It  is  significant  that  with 
each  succeeding  step  increasingly  heavy 
doses  are  necessary.  Thus  an  appreciable 
increase  of  pain  threshold  can  be  obtained 
in  the  normal  adult  human  with  8 milli- 
grams of  morphine,  some  degree  of  psychic 
alteration  generally  necessitates  10  milli- 
grams, and  stupefaction  or  anesthesia  re- 
quire much  more.  In  an  acute  emergency 
all  of  these  effects  may  be  desired  and  a 
large  dose  justified,  but  if  there  is  any  ex- 
pectation that  the  patient  will  require  re- 
peated administrations  of  these  drugs  over 
several  days  to  remain  comfortable,  and 
this  result  can  be  obtained  by  some  less 
dangerous  means,  it  should  be  used. 

Tolerance  to  the  depressant  effect  of  mor- 
phine develops  rapidly,  and  not  only  does 
sedation  require  a large  initial  dose,  its 
effectiveness  is  swiftly  lost  in  repeated  ad- 
ministration. 

It  is  often  unrecognized  or  forgotten  that 
there  is  a limit  to  the  amount  of  analgesia 
obtainable  from  narcotics.  In  the  physi- 
cian’s attempt  to  overcome  this  limitation 
with  larger  and  more  frequent  doses  the 
patient  is  needlessly  exposed  to  the  unde- 
sirable side  effects  of  the  drugs,  and  the 
development  of  tolerance,  habituation  and 
dependence  greatly  hastened.  While  the 
analgesia  to  be  expected  from  16  milli- 
grams of  morphine  may  almost  double  that 
of  an  8 milligram  dose,  the  curve  of  effec- 
tiveness flattens  sharply  thereafter  and  one 
can  expect  only  slightly  more  pain  relief 
from  32  milligrams  than  can  be  obtained 
by  half  that  dose.  In  addition,  the  larger 
amounts  often  stimulate  vomiting  which, 
in  some  unexplained  manner,  diminishes 
the  analgesic  effect  of  the  drug. 

Emesis  is  not  a symptom  of  “sensitivity” 
to  morphine  or  its  derivatives  but  rather 
a known  central  effect  of  the  drug  obtain- 
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able  in  most  of  us,  and  demonstrated  best 
in  the  uniformity  of  this  response  in  dogs, 
fn  man  the  more  uniform  evidence  of  this 
emetic  property  of  the  phenanthrene  deriv- 
atives comes  with  apomorphine  adminis- 
tration, another  indication  of  our  ability  to 
cause  increase  in  some  specific  effect  of 
the  drug  by  minor  alterations  in  its  super- 
ficial chemical  attachments.  True  sensitiv- 
ity to  morphine  and  its  derivatives  is  most 
often  expressed  in  skin  reactions  such  as 
urticaria,  but  in  this  connection  it  is  well 
to  recognize  that  an  intracutaneous  rather 
than  subcutaneous  administration  of  these 
drugs  will  evoke  a definite  wheal  and  flare 
reaction  at  the  site  of  injection  in  any  of  us. 
This  is  occasionally  mistaken  as  evidence 
of  intolerance  to  these  materials. 

Analgesia  from  morphine  is  best  in  relief 
of  the  low  grade  constant  pain  stimulus, 
while  one  can  expect  poor  effect  under  the 
following  conditions : 

1.  Acute  pain,  especially  where  smooth 
muscle  spasm  is  a factor  in  its  etiology. 
The  simple  explanation  for  this  is  that 
the  phenanthrene  derivatives  cause  smooth 
muscle  spasm,  and  the  substance  is  called 
upon  to  relieve  pain  already  present  plus 
that  superimposed  upon  the  initial  difficulty 
by  the  drug  itself.  This  does  not  hold  en- 
tirely in  cases  of  obstruction  of  the  gastro- 
intestinal tract,  for  in  this  circumstance 
pain  is  dominantly  on  the  basis  of  peri- 
stalsis, and  morphine’s  effect  is  to  stop  that 
peristalsis  by  causing  spasm  of  the  gut. 

2.  Infection  with  resultant  pain  due  to 
inflammation. 

3.  Peripheral  vascular  disease  and/or 
ischemia. 

4.  Hyperthyroidism — presumably  due  to 
rapid  metabolism. 

5.  Paresthesias  of  central  nervous  sys- 
tem origin.  Here  it  is  to  be  recognized 
that  while  morphine  derivatives  are  cere- 
bral and  medullary  depressants,  they  are 
stimulant  to  the  cord.  Man  is  too  sensitive 
to  the  respiratory  depressant  effect  of  mor- 
phine to  survive  long  enough  for  demon- 
stration of  the  cord  stimulation  it  can  incite, 
progressing  even  to  strychnine-like  convul- 
sions, but  these  are  easily  studied  in  the 
dog  given  large  doses  of  morphine.  It  is 
a common  experience  in  practice  to  give 


morphine  for  the  relief  of  paresthesias  in 
the  girdle  zone  of  diminished  sensitivity 
above  a level  of  paraplegia,  and  find  that 
the  uncomfortable  sensations  are  increased 
instead  of  relieved,  and  mass  reflexes  of 
spinal  arc  origin  more  troublesome. 

6.  Morphine  addiction. 

7.  Neurotics  and  other  psychiatric  prob- 
lems. 

In  prolonged  use  of  morphine  analgesics 
tolerance  to  this  effect  develops.  As  a re- 
sult there  are  diminishing  returns  in  pain 
relief  with  increasing  doses  of  the  drug, 
the  process  continuing  until  there  is  virtual 
exhaustion  of  this  principle  attribute  of  the 
substance.  Failure  of  analgesia  generally 
occurs  at  a level  of  32  milligrams  admin- 
istered every  four  hours.  With  careful  use 
of  the  material  the  dose  level  of  32  milli- 
grams every  four  hours  can  be  postponed 
for  approximately  three  months  from  initi- 
ation of  morphine  administration.  At  the 
same  time  that  tolerance  is  developing  psy- 
chic habituation  and  physical  dependence 
occur.  These  are  the  components  of  addic- 
tion, and  are  in  no  way  dependent  on  in- 
ebriety in  the  patient  or  legality  of  his 
acquisition  of  the  drug.  Addiction,  i.e., 
tolerance,  habituation  and  physical  depend- 
ence, can  be  developed  in  a normal  indi- 
vidual given  therapeutic  doses  of  morphine 
for  no  longer  than  three  weeks.  The  de- 
velopment of  this  state  from  administra- 
tion of  any  of  the  drugs  of  this  group  means 
addiction  to  all  of  them,  since  there  is  a 
cross  tolerance  among  these  substances. 
There  is  an  erroneus  belief  among  some 
clinicians  that  dilaudid  is  less  addicting 
than  morphine.  This  has  occasionally  led 
to  unwise  freedom  in  prescribing  the  mate- 
rial. The  addiction  liability  of  these  sub- 
stances is  greatest  with  dilaudid  and  dimin- 
ishes through  morphine  to  metopon  and  is 
least  with  codeine. 

For  maximum  analgesic  benefit  from 
morphine  it  is  best  to  order  administration 
to  the  patient  on  a pro  re  nata  (prn  or  as 
necessary)  basis  no  oftener  than  every 
three  to  four  hours.  This  is  ample  fre- 
quency, for  the  average  duration  of  anal- 
gesia from  a dose  of  morphine  is  5.8  hours. 
Additional  drug  should  be  given  by  increas- 
ing the  volume  of  a dose  rather  than  by 
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increasing  frequency  of  administration. 
When  on  a three  or  four  hour  schedule, 
a cooperative  patient  will  often  prolong  the 
interval  considerably.  It  is  desirable  that 
the  patient  be  unaware  of  the  drug  he  is 
getting,  and  certainly  he  should  be  ignorant 
of  the  individual  dose  level.  Under  no  cir- 
cumstances should  the  drug  be  self  admin- 
istered, or  the  patient  in  control  of  the 
amount  injected  at  any  given  time. 

Several  years  ago  there  was  no  problem 
as  to  the  route  of  administration  of  mor- 
phine, the  subcutaneous  channel  being  uni- 
versally accepted  as  the  only  practical  meth- 
od. At  present  we  are  reminded  of  the 
oral  route  by  which  we  can  expect  less  cer- 
tain and  speedy  absorption  and  consequent- 
ly less  adequate  effect.  Metopon  is  more 
reliable  than  morphine  by  the  oral  route 
and  is  receiving  some  justified  popularity 
on  this  basis,  for  in  long  term  administra- 
tion this  may  mean  that  the  patient  need 
not  be  hospitalized  or  have  trained  nursing 
personnel  at  home  to  insure  proper  use  of 
his  drugs.  Tolerance,  habituation  and  de- 
pendence develop  more  slowly  when  drugs 
are  given  by  mouth. 

The  intravenous  route  of  administration 
is  an  extremely  useful  method  when  rapid 
onset  of  effect  is  desired,  but  it  requires 
certain  caution  not  essential  when  less  of 
a concentration  of  drug  reaches  the  blood 
stream  at  any  given  moment.  Respiratory 
depression  is  the  greatest  danger  from  mor- 
phine given  intravenously.  It  has  been 
found  best  to  dilute  the  chosen  dose  to  ap- 
proximately 20  c.c.  volume  with  sterile 
water  and  inject  this  intravenously  over 
two  minutes  measured  by  the  clock.  If 
excessive  depression  seems  to  be  developing, 
the  chosen  volume  can  be  decreased  by  stop- 
ping injection  at  any  point.  By  the  intra- 
venous channel  peak  effect  of  morphine  is 
obtained  in  20  minutes  as  compared  to  90 
minutes  by  the  subcutaneous  route. 

Work  by  Slaughter  et  al.  suggests  that 
there  is  potentiation  of  morphine  effect  by 
prostigmin.  While  this  has  gone  largely 
unsubstantiated  to  date,  it  is  wise  to  com- 
bine these  drugs  in  the  patient  with  some 
caution. 

Classical  and  well  recognized  circum- 
stances where  morphine  must  be  used  with 


great  care  are  in  children,  the  aged  and 
debilitated,  and  in  myxedema  or  the  less 
obvious  hypothyroid  states.  There  has 
been  more  wide  use  of  the  narcotics  in 
children  of  late,  with  codeine  in  small  doses 
considered  by  some  to  be  the  least  detri- 
mental. Cerebral  injury  does  not  tolerate 
well  the  increased  intracranial  pressure 
initiated  by  the  phenanthrenes.  It  is  this 
effect  of  the  drugs  which  makes  them  un- 
desirable in  cases  of  brain  lesions  or  head- 
ache. 

Procuring  Rest  and  Sleep 

No  group  of  drugs  is  quite  so  effective 
as  the  morphine  derivatives  in  allaying 
mental  anguish  as  well  as  physical  pain, 
but  this  should  be  recognized  as  a two-edged 
sword.  Following  massive  trauma  and  dur- 
ing cardiac  crises  or  peripheral  vascular 
accidents,  these  effects  are  the  greatest  of 
boons  to  both  patient  and  physician,  but 
there  is  little  excuse,  even  here,  for  the 
long-continued  use  of  these  drugs  as  hyp- 
notics. If  continued  analgesia  is  required 
and  hypnosis  desirable,  it  is  best  to  combine 
the  lower  analgesic  doses  of  morphine  with 
the  hypnotic  effect  of  one  of  the  popular 
barbiturates.  In  so  doing  the  physician 
should  know  that  barbiturates  do  not  pos- 
sess analgesic  properties,  and  that  an  at- 
tempt to  inject  both  drugs  in  combination 
from  the  same  syringe  results  in  precipi- 
tation due  to  the  pH  of  the  solution.  This 
same  inactivation  occurs  in  tissue  if  the 
substances  are  injected  at  the  same  time 
in  the  same  subcutaneous  depot.  It  is  prob- 
ably best  to  remind  the  physician  of  the 
difference  in  duration  of  action  of  morphine 
and  the  short,  intermediate,  or  long  acting 
barbiturates,  and  point  out  that  a four 
hourly  schedule  of  administration  is  unnec- 
essarily frequent  with  these  barbituric  acid 
derivatives.  Cumulative  depression  will 
develop  if  this  dose  schedule  is  utilized  with 
the  barbiturates. 

Arrest  of  Peristalsis 

The  checking  of  peristalsis  is  one  of  the 
earliest  therapeutic  uses  of  the  opium  de- 
rivatives, and  continues  a real  adjunct  in 
cur  modern  armamentarium.  The  theory 
of  the  mechanism  by  which  that  result  is 
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achieved  has  changed  from  the  erroneous 
idea  of  relaxation  of  the  gut  to  the  knowl- 
edge that  morphine  causes  smooth  muscle 
spasm  in  the  intestine,  and  cessation  of 
propulsive  movements  as  a consequence. 
In  addition  there  is  initiated  a spasm  of 
the  pyloric,  oddi,  ileocecal  and  internal  rec- 
tal sphincters.  These  sphincteric  effects 
may  be  considered  detrimental  in  the  use  of 
morphine  substances  for  analgesia,  espe- 
cially where  pain  is  the  result  of  spasm  in 
these  areas  as  with  biliary  stone  in  the 
common  duct.  The  general  increase  of  tone 
and  cessation  of  motion  in  the  intestinal 
tract  is  useful  in  diarrhea,  acute  intra- 
abdominal inflammatory  conditions,  and 
mechanical  intestinal  obstruction.  We  need 
not  enter  the  controversies  on  relative  merit 
in  the  Finney  treatment  of  ruptured  ap- 
pendices where  violent  motion  of  the  gut 
is  thought  desirable,  or  that  problem  of 
postoperative  distress  due  to  “gas  pains.” 

Suppression  of  Cough 
The  desirability  of  anti-tussic  action 
should  be  judged  on  the  basis  of  whether 
or  not  the  cough  serves  some  useful  pur- 
pose. We  are  increasingly  aware  of  the 
importance  of  elimination  of  secretions  for 
proper  respiratory  physiology.  On  the 
other  hand  an  irritating,  persistent,  non- 
productive cough  can  be  most  exhausting. 
Likewise  there  is  little  need  for  allowing 
painful  cough  to  persist  when  pleurisy  is 
an  outstanding  symptom.  Davenport  has 
shown  that  codeine  in  doses  of  10  mgm. 
(1/6  grain)  is  as  effective  an  anti-tussic 
as  any  dose  of  any  narcotic  short  of  great 
systemic  depression.  The  wise  combina- 
tion of  codeine  in  this  low  dose  with  an 
expectorant  such  as  terpin  hydrate  or  am- 
monium chloride  will  not  only  diminish  the 
exhaustion  resulting  from  uselessly  persist- 
ent cough  but  increase  the  effectiveness  of 
that  protective  mechanism  by  providing 
some  relief  of  pleurisy  and  furnishing  a 
less  viscid  and  tenacious  secretion.  While 
relatively  few  codeine  addicts  are  reported 
in  the  literature,  many  go  unrecognized  in 
our  tuberculosis  sanatoria  and  other  insti- 
tutions where  narcotics  are  used  in  large 
sedative  doses  for  their  anti-tussic  action. 
It  seems  likely  that  the  general  practitioner 


supports  still  more  addicts  among  occasion- 
al patients  followed  at  home  suffering  the 
oversolicitous  attentions  of  his  family. 

Easing  of  Dyspnea 
Easing  of  dyspnea  is  one  effect  of  mor- 
phine use  which  is  more  employed  by  the 
medical  man  than  the  surgical  therapist. 
Doubtless  the  allaying  of  apprehension  and 
decrease  of  muscular  activity  are  as  im- 
portant in  this  action  as  the  decrease  in 
oxygen  requirement,  and  contribute  consid- 
erably to  the  latter.  Respiratory  depression 
by  morphine  is  known  to  be  a direct  effect 
on  the  respiratory  center  in  the  brain  stem, 
but  can  also  be  in  part  the  result  of  seda- 
tion and  a general  inattention  caused  by 
the  drugs.  In  use  of  lower  therapeutic 
doses  morphine  may  slow  the  number  of 
respiratory  efforts  per  minute  but  measure- 
ments will  often  show  that  the  actual  min- 
ute volume  of  air  exchanged  is  increased 
due  to  deepening  of  the  respiratory  excur- 
sion. Thus  oxygen  need  is  reduced  by  mor- 
phine at  the  same  time  the  slower  respira- 
tions are  made  more  effective.  Larger 
doses  definitely  decrease  minute  volume 
exchange  of  air.  In  use  of  morphine  for 
relief  of  the  asthmatic  the  physician  should 
be  aware  that  while  low  doses  of  morphine 
cause  relaxation  of  bronchial  musculature, 
the  higher  therapeutic  doses  cause  bronchial 
spasm. 

Securing  Muscular  Quiet 
There  is  no  direct  relaxing  effect  of  mor- 
phine on  striated  muscle,  but  the  securing 
of  muscular  quiet  may  be  considered  an- 
other evidence  of  the  general  depression 
and  decreased  attention  to  stimuli  brought 
about  when  the  drug  is  given.  It  is  a most 
useful  adjunct  to  the  relief  of  pain  and 
allaying  of  apprehension  in  the  acutely 
traumatized  individual  where  fright  and 
pain  contribute  to  the  gravity  of  the  situa- 
tion. This  is  a circumstance  in  which  abuse 
of  these  drugs  is  sometimes  difficult  to 
avoid.  It  was  noted  during  the  Italian  cam- 
paign in  the  late  war  that  in  the  wounded 
and  shocked  men  brought  to  warm  dressing 
stations  from  the  wintery  front  dangerous 
extremes  of  sedation  frequently  followed 
improvement  in  their  state  of  circulatory 
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collapse.  This  was  the  result  of  overdosage 
of  morphine  from  repeated  subcutaneous 
administration  by  zealous  aid  men  during 
transportation  of  the  patients.  Judgment 
of  the  effect  of  the  drug  or  lack  of  effect, 
and  the  possible  need  for  more  was  based 
on  the  degree  of  sedative  response  observed, 
but  cold  and  shock  in  the  patient  kept  cir- 
culatory uptake  of  the  drugs  from  sub- 
cutaneous depots  at  an  ineffective  level. 
Once  the  patient’s  peripheral  circulation 
improved,  thanks  to  warming  and  treat- 
ment for  shock,  he  experienced  the  full  ef- 
fect of  excessive  doses  of  morphine.  This 
is  one  of  the  practical  points  currently  used 
to  support  the  trend  away  from  use  of 
morphine  or  its  derivatives  in  traumatic 
shock. 

Facilitation  of  Anesthesia 

Since  the  height  of  reflex  excitability  of 
the  central  nervous  system  is  the  level  from 
which  anesthesia  starts,  it  is  obvious  that 
the  amount  of  any  anesthetic  necessary  to 
obtain  a given  degree  of  depression  varies 
directly  with  this  reflex  irritability.  The 
higher  that  state  of  irritability,  the  greater 
will  be  resistance  to  anesthesia,  the  more 
anesthetic  will  be  required,  and  the  greater 
will  be  the  attendant  dangers.  In  addition, 
the  oxygen  demand  in  most  instances  varies 
directly  with  the  excitability  of  the  central 
nervous  system.  Morphine  derivatives  de- 
crease the  level  of  irritability  of  the  central 
nervous  system. 

Premedication  is  the  use  of  one  or  more 
drugs  prior  to  the  administration  of  an 
anesthetic  for  the  purpose  of  making  anes- 
thesia safer  or  more  agreeable  for  the  pa- 
tient. Of  necessity  one  must  recognize  the 
task  which  premedication  is  expected  to 
perform.  Interminable  and  unnecessary 
arguments  among  surgeons  and  pseudo- 
anesthetics could  be  avoided  if  they  started 
with  a definition  of  what  specific  effects 
each  man  desires  from  premedication  for 
any  given  individual  who  is  to  be  brought 
by  a given  anesthetic  agent  to  an  agreed 
depth  of  anesthesia. 

Morphine  alone  has  been  used  as  an  anes- 
thetic for  major  surgery,  but  this  is  neither 
a widely  accepted  or  desirable  practice. 
More  usually  morphine  derivatives,  fre- 


quently in  conjunction  with  other  agents, 
are  used  for  premedication  and  the  facilita- 
tion of  anesthesia. 

It  is  well  at  this  point  to  refer  back  to 
the  remarks  made  earlier  on  intravenous 
administration  of  morphine,  since  this  is  a 
most  useful  route  by  which  to  give  the  drug 
when  rapid  onset  of  action  is  desired.  Cer- 
tainly this  is  a wiser  approach  in  a hurried 
operating  schedule  than  the  subcutaneous 
injection  of  any  amount  as  the  stretcher  is 
wheeled  from  the  ward  to  the  operating 
suite  where  anesthesia  is  to  be  started  im- 
mediately. Onset  of  any  appreciable  ac- 
tion by  morphine  given  hypodermically  re- 
quires 27  minutes  and  the  maximum  effect 
is  seldom  reached  before  90  minutes,  where- 
as the  same  dose  given  intravenously  will 
begin  its  action  immediately  and  touch  its 
peak  effect  in  20  minutes. 

In  the  use  of  the  morphine  derivatives 
as  premedication  for  general  anesthesia  the 
properly  selected  dose  may  be  expected  to : 

1.  Provide  muscular  quiet. 

2.  Furnish  mental  tranquility. 

3.  Relieve  pain  in  acute  cases. 

4.  Decrease  the  irritation  of  some  anes- 
thetics during  induction. 

5.  Shorten  or  eliminate  the  first  and  sec- 
ond stages  of  anesthesia,  i.e.,  those 
dangerous  periods  of  clouded  con- 
sciousness and  of  excitement  preced- 
ing the  stage  of  surgical  anesthesia. 

6.  Decrease  the  amount  of  anesthetic 
agent  necessary  to  reach  a given  level 
of  depression,  thereby  increasing  the 
margin  of  safety  of  that  agent. 

7.  Decrease  respiratory  irregularities. 

8.  Reinforce  postanesthetic  sleep. 

9.  Diminish  the  discomfort  of  awaken- 
ing. 

10.  Allay  postoperative  pain. 

In  premedication  for  spinal  anesthesia, 
morphine  derivatives  used  as  premedication 
are  called  upon  to : 

1.  Provide  muscular  quiet. 

2.  Furnish  mental  tranquility. 

3.  Relieve  pain. 

4.  Enhance  psychic  depression  of  other 
drugs  if  these  are  employed. 

5.  Provide  analgesia  in  dermatome  levels 
above  that  reached  by  the  anesthetic. 
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6.  Allay  postoperative  pain. 

The  ideal  of  performing  operations  on  a 
patient  without  mental  or  physical  discom- 
fort requires  a balanced  use  of  sedatives, 
analgesics,  and  anesthetics.  All  of  these 
agents  must  be  administered  with  an  exact 
knowledge  of  their  potentialities  and  dan- 
gers, as  well  as  recognition  of  the  effects 
immediately  required. 

Newer  Analgesics 

While  the  bulk  of  experience  among  the 
majority  of  physicians  makes  morphine  and 
its  derivatives  by  far  the  most  useful  of  the 
analgesics  in  their  hands,  newer  substances 
are  being  introduced  and  rightly  demand 
recognition  for  their  special  merits.  As 
yet  none  can  be  thought  to  threaten  the 
dominant  position  morphine  holds  in  this 
sphere. 

Metopon  (Methyl  dihydromorphinone 
hydrochloride)  has  already  been  mentioned 
as  possessing  some  advantages  over  mor- 
phine when  administered  by  the  oral  route. 
Its  reliability  by  this  mode  of  administra- 
tion, and  the  fact  that  withdrawal  of  the 
substance  from  the  patient  for  only  12  to 
24  hours  after  the  development  of  toler- 
ance, habituation  and  dependence  is  regu- 
larly followed  by  the  ability  to  decrease  the 
dose  necessary  for  analgesia,  make  it  a use- 
ful drug  in  long  term  administration. 
Withdrawal  from  morphine  after  addiction 
develops  requires  at  least  seven  days  to 
relieve  dependence  upon  it,  and  on  readmin- 
istration large  doses  continue  to  be  neces- 
sary for  adequate  analgesia.  Metopon  has 
the  disadvantage  that  it  is  still  somewhat 
costly.  It  remains  under  study  by  the  Na- 
tional Research  Council  and  is  available  by 
application  through  Dr.  Nathan  B.  Eddy 
at  the  National  Institute  of  Health,  Bethes- 
da,  Maryland.  The  physician  using  it  is 


*Since  presentation  of  this  paper,  i.e.,  specifically 
on  May  15,  1948,  the  program  of  the  supervision  of 
the  distribution  of  metopon  by  the  Committee  on 
Drug  Addiction  of  the  National  Research  Council 
has  been  terminated.  The  drug  may  now  be  ob- 
tained through  regular  channels  in  the  same  way 
as  morphine  and  other  related  substances.  (Coun- 
cil on  Pharmacy  and  Chemistry — Metopon  Hydro- 
chloride, Journal  of  American  Medical  Association, 
Vol.  137,  pp.  365-367,  May  22,  1948.) 


asked  to  agree  that  he  will  provide  that 
organization  with  the  data  that  they  desire 
on  the  drug  effect,  and  the  material  is  being 
limited  almost  exclusively  to  use  in  terminal 
care  cancer  patients.* 

There  are  those  who  continue  fond  of  the 
atropine  derivative  Demerol.  The  term 
Demerol  is  the  best  known  trade  name  for 
a council  accepted  substance  described  in 
the  N.  N.  R.  of  1944  as  Meperidine  and 
variously  designated  by  the  pharmaceutical 
companies  that  produce  it  as  isonipecaine, 
dolantin,  dolantol,  pethidine,  and  eudolat  as 
well  as  demerol.  This  is  the  result  of  chem- 
ical studies  done  by  the  Germans  on  atro- 
pine in  an  attempt  to  produce  a substance 
with  a spasmolytic  effect  but  lacking  the 
glandular  effects  of  the  parent  drug.  Dem- 
erol proved  to  have  an  appreciable  anal- 
gesic action,  and  is  interesting  from  a his- 
torical standpoint  as  the  first  of  this  series 
to  do  so.  Its  effect  as  an  analgesic  lies 
approximately  half  way  between  codeine 
and  morphine  when  given  in  the  effective 
therapeutic  doses  of  100-150  milligrams  by 
hypodermic.  The  substance  is  effective  by 
oral,  hypodermic  and  intravenous  routes. 
Theoretically  it  is  a better  drug  than  mor- 
phine for  relief  of  pain  where  smooth  mus- 
cle spasm  is  a factor  in  the  pain,  since 
demerol  is  a spasmolytic  while  morphine 
initiates  smooth  muscle  spasm.  Demerol 
has  been  advertised  in  both  lay  and  medical 
publications  as  well  as  in  pharmaceutical 
brochures  as  a non-addicting  drug.  We 
have  the  recent  statement  of  Dr.  Anslinger, 
Federal  Commissioner  of  Narcotics,  to  re- 
fute this  for  he  claims,  “Demerol  is  the 
greatest  addiction  problem  in  the  United 
States  today.”  If  further  proof  is  neces- 
sary, it  seems  significant  that  demerol  has 
been  placed  under  the  provisions  of  the 
Harrison  Narcotic  Law.  At  least  22  per 
cent  of  bedfast  patients  receiving  therapeu- 
tic doses  of  the  drug  experience  dizziness 
and  nausea,  and  the  incidence  of  these  side 
effects  increases  considerably  if  these  pa- 
tients are  ambulatory.  Demerol  probably 
has  its  greatest  place  in  obstetrics,  for  it 
does  provide  some  analgesia  and  it  does  not 
narcotize  the  child  to  the  extent  found  with 
the  use  of  morphine. 

A still  newer  and  most  interesting  nar- 
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cotic  is  methadon,  found  by  our  scientific 
investigators  when  they  reviewed  the  ma- 
terial at  the  I.  G.  Farben  works  after  the 
recent  capture  of  Germany.  The  material 
is  designated  as  10820  (Hoechst),  AN  148 
(Abbott),  Adanon  (Winthrop),  Dolophine 
(Lilly)  and  Diaminon  (Parke  Davis). 
From  a chemical  standpoint  it  has  a basic 
structural  formula  of : 


Fig.  2.  Chemistry — General  formula  and  struc- 
tural formula  of  Methadon. 


Other  drugs  of  this  series  will  doubtless 
appear  in  the  scramble  by  the  various  phar- 
maceutical companies  in  their  attempt  to 
control  an  effective  and  popular  analgesic. 

Methadon  is  a powerful  analgesic  in  doses 
approximately  two-thirds  that  of  morphine, 
6 milligrams  of  methadon  giving  analgesia 
comparable  to  10  milligrams  of  morphine. 
Methadon  is  increasingly  available  and 
should  prove  to  have  a place  of  considerable 
importance  in  our  analgesic  armamenta- 
rium. It  compares  with  demerol  in  its 


spasmolytic  action  on  smooth  muscle,  is  a 
somewhat  better  analgesic,  and  a consider- 
able respiratory  depressant.  A further  at- 
tribute for  clinical  use  is  that  the  substance 
is  effective  by  mouth. 

As  the  chemist  evolves  other  drugs  in  this 
series  one  can  anticipate  the  appearance 
in  the  clinic  of  variants  comparable  to  the 
synthetics  in  the  morphine  group.  It  would 
be  well  to  recognize  the  basic  structure, 
thereby  anticipating  many  of  their  actions. 

In  the  use  of  metopon,  demerol  and  meth- 
adon the  practitioner  must  remember  that, 
in  spite  of  pharmaceutical  brochures  and 
the  assurances  of  detail  men  to  the  con- 
trary, these  are  powerful  drugs  of  addic- 
tion and,  due  to  their  newness  and  our 
relative  inexperience  with  them,  should  be 
accorded  more  respect  than  morphine  in 
this  connection.  Alarming  psychiatric  re- 
sults have  followed  withdrawal  from  large 
doses  of  demerol  in  study  of  its  addiction 
liability. 

Conclusions 

1.  No  specific  rules  govern  the  adminis- 
tration of  narcotics  to  all  individuals  under 
all  clinical  conditions. 

2.  Narcotics  of  the  morphine  series, 
demerol  and  the  methadon  group  are  pri- 
marily analgesics. 

3.  They  are  to  be  used  in  their  minimally 
effective  clinical  analgesic  dose. 

4.  Effectiveness  of  the  drugs  should  be 
judged  on  the  basis  of  analgesia,  not  seda- 
tion. 

5.  The  addition  of  hypnotics  is  permis- 
sible if  this  sedative  effect  is  desired  in 
addition  to  the  analgesia  provided  by  low 
doses  of  narcotics. 

6.  Other  methods  of  analgesia  are  pref- 
erable to  the  narcotics  where  these  other 
methods  are  effective  with  less  danger. 

7.  There  is  a definite  limit  to  the  analgesia 
obtainable  from  narcotics. 

8.  Attempts  to  overcome  this  limitation 
by  increasing  frequency  or  volume  of  dose 
lead  to  unnecessary  risk  to  patients. 

9.  Doses  over  16  milligrams  of  morphine 
give  little  increased  analgesic  effect  and  in- 
crease the  liability  to  and  detriments  of 
side  effects. 
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10.  Vomiting  is  a result  of  morphine’s 
central  effect  and  diminishes  the  analgesic 
properties  of  the  drug. 

11.  In  prolonged  use  of  the  narcotics  there 
comes  a point  where  tolerance,  habituation 
and  dependence  have  reached  such  propor- 
tions that  analgesia  is  lost. 

12.  This  point  can  be  postponed  by  intel- 
ligent use  of  the  drugs. 

13.  Morphine  is  palliative  treatment — not 
a cure. 

REFERENCES 

Himmelsbach  and  Small : “Clinical  Studies  of 
Drug  Addiction.”  Public  Health  Reports,  Supple- 
ment 125,  1937. 

Small  and  Lutz:  “The  Chemistry  of  the  Opium 
Alkaloids.”  Public  Health  Reports,  Supplement 
103,  1932. 

Small,  Eddy,  Mosettig,  and  Himmelsbach:  “Stud- 
ies on  Drug  Addiction.”  Public  Health  Reports, 
Supplement  138,  1939. 

Eddy:  “The  Search  for  More  Effective  Morphine 
— Like  Alkaloids.”  Am.  J.  Med.  Sc.,  197 : 464,  1939. 

Seevers  and  Pfeiffer:  “A  Study  of  the  Analgesia, 
Subjective  Depression,  and  Euphoria  Produced  by 
Morphine,  Heroin,  Dilaudid,  and  Codeine  in  the 
Normal  Human  Subject.”  J.  Pharm.  and  Exp. 
Therap.,  56:  166,  1936. 

Davenport:  “A  Clinical  Study  of  Comparative 
Effects  of  Dihydrodesoxycodeine  and  Codeine.” 
J.  Pharm.  and  Exp.  Therap.,  64:  236,  1938. 

Yonkman,  Hiebert,  and  Singh:  “Morphine  and 


Intestinal  Activity.”  N.  Eng.  J.  Med.,  214:  507, 
1936. 

“Meperidine.”  New  and  Non-official  Remedies, 
1944. 

Troxil:  “Methadon.”  J.  A.  M.  A.,  136:  920-923, 
April  3,  1948. 

Kleiderer,  Rice,  Conquest,  Williams — U.  S.  Dept. 
Commerce,  Office  of  the  Publication  Board,  Wash- 
ington, D.  C.  Report  No.  981. 

Scott  and  Chen : “Action  of  1-1-diphenyl  -1- 

(Dimethylaminoisopropyl)  Butanone  2,  a Potent 
Analgesic.”  J.  Pharm.  and  Exp.  Therap.,  87:  63 
(May)  1946. 

Scott,  Kohlstaedt,  Chen:  “Comparison  of  the 
Pharmacologic  Properties  of  Some  New  Analgesic 
Substances.”  Anes.  and  Analg.,  26:  12  (Jan. -Feb.) 
1947. 

Scott,  Livingstone,  Jacoby,  Broberg:  “Early 

Clinical  Experience  with  10820  (Dolophine) .” 
Anes.  and  Analg.,  26:  18  (Jan. -Feb.)  1947. 

Lee:  “Collected  Reprints  of  the  Committee  on 
Drug  Addiction,  1938-1941.”  National  Research 
Council,  National  Institute  of  Health,  Bethesda, 
Maryland. 

Lee:  “Medication  in  the  Control  of  Pain  in  Ter- 
minal Cancer.”  J.  A.  M.  A.,  116-216  (Jan.)  1941. 

Lee:  “Analgesia  and  Clinical  Experience.”  Fed. 
Proc.  for  Advancement  Clinical  Sc.,  2:  191  (Sept.) 
1943. 

Lee:  “Morphine,  Codeine,  Methyldihydromor- 

phinone  Dihydrodesoxymorphine.”  D.  J.  Pharm. 
and  Exp.  Therap.,  75:  161-173  (June)  1942. 

Lee:  “Morphine  Dependence — A Clinical  Prob- 
lem.” Boletin  de  la  Asociacion  Medica  de  Puerto 
Rico,  1:  16-21  (Jan.)  1947. 

Slaughter  and  Gross.  J.  Pharm.  and  Exp. 
Therap.,  68:  96-103  (Jan.)  1940. 


254 


July,  1948 


RELATION  OF  SYMPTOMS  TO  THE  PATHOLOGICAL  PHYSIOLOGY  IN 
POLIOMYELITIS* 


ARTHUR  C.  GUYTON,  M.D.f 

A year  and  a half  ago  when  I experi- 
enced an  acute  attack  of  polio,  I knew  about 
the  same  as  the  average  doctor  about  the 
disease.  I knew  that  the  principal  symptom 
is  paralysis,  and  that  this  is  due  to  de- 
struction of  the  anterior  horn  cells  of  the 
spinal  cord.  I knew  that  the  patient  might 
have  other  symptoms  at  the  time  of  the 
acute  attack,  but  how  important  these  other 
symptoms  are,  I had  no  idea  until  my  own 
experience  with  the  disease. 

The  virus  of  poliomyelitis  attacks  not 
only  the  anterior  horn  cells  but  areas 
throughout  the  entire  nervous  system : the 
brain  stem,  the  motor  area  of  the  brain 
cortex,  and  even  the  sympathetic  ganglia, 
as  well  as  areas  of  the  spinal  cord  besides 
the  anterior  horn  cells.  The  lesions  lo- 
cated in  these  widespread  portions  of  the 
central  nervous  system  should  and  do  cause 
a multitude  of  symptoms  other  than  simply 
paralysis.  It  is  my  purpose,  therefore,  to 
explain  as  accurately  as  present  knowledge 
will  allow  the  symptoms  of  poliomyelitis 
and  their  cause. 

It  is  generally  accepted  today  that  there 
are  many  persons  who  have  attacks  of  gas- 
trointestinal poliomyelitis.  In  a few  of 
these  cases  the  virus  enters  nerve  endings 
of  the  nasopharynx  or  lower  GI  tract  and 
spreads  to  the  central  nervous  system.  In 
many  patients  the  disease  enters  the  bulbar 
region  of  the  brain  through  one  of  the 
cranial  nerves,  while  in  other  cases  it  at- 
tacks the  spinal  cord  first  after  entering 
through  a spinal  nerve.  Once  the  disease 
enters  the  central  nervous  system,  however, 
it  spreads  rapidly  to  all  areas  in  almost 
every  case  rather  than  merely  to  one  or  more 
small  areas.1  The  cortex,  the  brain  stem, 
and  the  cerebellum  as  well  as  the  spinal 
cord  are  all  involved  to  varying  degrees  in 
the  pathological  process.  Among  the  symp- 
toms which  might  occur  are  those  of  en- 
cephalitis, meningitis,  increased  sympa- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  13-15,  1948. 

fFrom  the  Department  of  Pharmacology,  Uni- 
versity of  Mississippi  School  of  Medicine,  Univer- 
sity, Mississippi. 


thetic  nervous  system  activity,  urinary  re- 
tention, and  pain.  The  degree  of  each  of 
these  set  of  symptoms  depends  on  the  se- 
verity of  the  lesions  in  different  parts  of 
the  nervous  system,  and  the  sequence  of 
their  appearance  depends  on  whether  the 
virus  enters  first  the  spinal  cord  or  the 
brain. 

Meningitic  symptoms  often  herald  the 
onset  of  polio.  The  patient  suffers  from  a 
severe  low  backache,  he  may  have  muscle 
aches  and  pains,  and  he  may  have  rigidity 
of  his  back  and  neck.  If  a lumbar  puncture 
is  performed  an  average  of  around  75 
white  blood  cells,  composed  of  both  polys 
and  lymphocytes  in  variable  proportions, 
will  be  found.  The  protein  may  be  ele- 
vated to  double  or  triple  the  normal  value, 
but  other  chemistry  of  the  spinal  fluid  will 
be  normal.  The  spinal  fluid  pressure  will 
possibly  be  slightly  elevated,  but  not  much. 
In  other  words,  the  spinal  fluid  picture  is 
quite  non-specific,  and  such  findings  occur 
in  numerous  other  conditions  such  as  the 
different  types  of  encephalitis,  tuberculous 
meningitis,  or  even  brain  tumor.  Until  re- 
cently, it  was  thought  that  the  virus  of 
poliomyelitis  actually  invades  the  meninges 
and  the  cerebrospinal  fluid,  but  this  is  not 
true.  Indeed,  it  has  been  established  that 
the  virus  grows  only  in  areas  which  con- 
tain large  numbers  of  nerve  cells.2  The 
meningitic  symptoms,  therefore,  are  not 
caused  by  infection  of  the  meninges  but  by 
irritation  from  the  toxic  products  exuding 
through  the  pia  mater  from  the  areas  of 
neurogenic  parenehymous  infection.  It  is 
also  true  that  only  rarely  may  the  virus  of 
polio  be  found  in  the  cerebrospinal  fluid. 

The  meningitic  symptoms  usually  last 
two  or  three  weeks,  which  is  also  the  dura- 
tion of  infection  in  the  nervous  parenchyma. 

Encephalitis  may  be  quite  severe  in  a few 
of  the  patients  with  typical  symptoms  of 
extreme  headache,  drowsiness,  disorienta- 
tion, fever,  and  oculomotor  disturbances. 
If  the  virus  enters  the  central  nervous  sys- 
tem through  a cranial  nerve,  the  encepha- 
litis will  precede  paralysis  as  long  as  two 
to  three  days.  On  the  other  hand,  if  entry 
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into  the  central  nervous  system  is  through 
a spinal  nerve,  the  paralysis  appears  first. 
Indeed,  I know  of  one  case  who  was  reputed 
to  have  had  encephalitis  two  weeks  after 
onset  of  paralysis  in  the  lower  half  of  her 
body. 

The  encephalitic  symptoms  of  poliomye- 
litis are  due  to  the  many  midline  lesions  of 
the  mesencephalon  which  often  occur.  All 
of  us  have  known  patients  to  become  very 
drowsy  from  other  types  of  encephalitis, 
and  we  have  known  others  to  become  cross- 
eyed from  the  same  condition.  Such,  also, 
may  be  the  symptoms  of  polio,  which  are 
far  removed  from  the  old  idea  that  lesions 
are  located  only  in  the  spinal  cord. 

Fortunately,  there  are  usually  no  residual 
symptoms  from  the  encephalitis  of  polio, 
though  I do  know  of  one  patient  who  re- 
tained a mild  Parkinsonian  tremor  from 
such  an  encephalitic  attack.  The  symptoms 
of  encephalitis  usually  last  from  three  days 
to  a week,  subsiding  rapidly  thereafter. 

Urinary  retention  often  is  one  of  the  first 
symptoms  noted  in  polio  and  may  precede 
paralysis  by  as  long  as  two  to  three  days. 
Recent  studies  of  the  neurogenic  control  of 
the  bladder  have  demonstrated  secondary 
centers  controlling  this  function  in  the  teg- 
mentum of  the  pons  and  the  reticular  sub- 
stance of  the  medulla.3  As  the  poliomye- 
litic process  spreads  through  this  area  in 
its  course  from  the  brain  to  the  spinal  cord, 
it  may  very  easily  cause  this  urinary  re- 
tention. Such  an  explanation  is  also  com- 
patible with  the  appearance  of  this  symp- 
tom prior  to  paralysis.  Urinary  retention 
usually  lasts  for  only  a few  weeks  because 
this  portion  of  the  brain  has  great  repara- 
tive powers. 

Symptoms  arising  from  the  vegetative 
systems  of  the  body  also  begin  to  appear 
as  the  process  spreads  through  the  pons 
and  the  medulla.  The  so-called  “bulbar 
polio”  with  pharyngeal  paralysis  and  pos- 
sible respiratory  arrest  is  a severe  result 
of  the  poliomyelitic  lesions  in  this  portion 
of  the  brain.  In  virtually  all  cases  of  polio 
there  is  involvement  of  the  bulbar  zone  to 
some  degree,  though  usually  not  so  much 
that  the  patient  has  difficulty  with  respira- 
tion and  swallowing.  Yet,  though  these 
patients  are  not  considered  as  bulbar  cases, 


there  are  many  symptoms  of  polio  referable 
to  bulbar  lesions.  Most  of  these  symptoms 
are  caused  by  hyperactivity  of  the  sympa- 
thetic nervous  system.  It  has  long  been 
established  that  sympathetic  centers,  both 
inhibitory  and  excitatory,  are  located 
throughout  the  reticular  substance  of  the 
medulla  as  well  as  other  areas  of  the  brain 
stem.  It  appears  that  the  inhibitory  cen- 
ters are  depressed  to  a great  extent,  leav- 
ing the  patient  with  a hyperexcitable  sym- 
pathetic system.  There  is  evidence  that 
this  hyperexcitability  may  last  for  two  to 
three  months  and  occasionally  indefinitely. 

High  blood  pressure  and  a fast  pulse 
rate,  evidences  of  hyperactivity  of  the  sym- 
pathetics,  occur  in  many  cases  during  the 
acute  stage  of  the  disease.  I am  familiar, 
also,  with  one  doctor  patient  whose  pulse 
rate  three  years  after  his  acute  attack  is 
still  20  above  normal,  but  this  is  not  usual. 

The  skin  temperature  may  be  very  low 
over  the  entire  body,  particularly  the  par- 
alyzed portions,  due  to  sympathetic  vaso- 
constriction. Yet  at  the  same  time  the 
patient  will  be  bathed  in  a sea  of  sweat 
which  is  caused  by  excess  activity  of  the 
cholinergic  sweat  fibers  of  the  sympathetic 
nervous  system.  Excess  sweating  of  the 
head  is  particularly  noticeable,  and  most 
patients  suffer  intractable  itching  from  the 
consequent  dandruff.  Paralyzed  limbs  often 
remain  cold  throughout  life,  due  to  excess 
sympathetic  impulses  to  the  affected  area. 
The  pathology  responsible  for  this  chronic 
situation  is  not  very  clear  because  the  acute 
sympathetic  overactivity  appears  to  be  a 
generalized  phenomenon  rather  than  local- 
ized. Sweating,  in  many  cases,  also  remains 
moderately  excessive  indefinitely. 

Gastrointestinal  symptoms  referable  to 
the  sympathetic  nervous  system  are  often 
among  the  most  severe  results  of  acute 
poliomyelitis.  The  salivary  secretion  is 
scanty  and  so  vicid  that  food  can  be  swal- 
lowed only  with  large  quantities  of  water 
as  lubrication.  Anorexia  is  often  severe 
enough  to  cause  a reduction  in  the  patient’s 
weight  to  one-half  normal  within  two 
months,  and  vomiting  occurs  in  some  pa- 
tients, causing  further  loss  of  weight.  Con- 
stipation with  severe  impaction  is  a regular 
feature  of  poliomyelitis.  This  is  often  ag- 


256 


PATHOLOGICAL  PHYSIOLOGY  IN  POLIOMYELITIS— Guyton 


July,  I V48 


gravated  by  paralyzed  abdominal  muscles, 
but  such  paralysis  is  not  the  cause  of  the 
constipation  because  magnesium  sulfate  and 
glycerin  enemas,  which  counteract  sympa- 
thetic atonia,  quite  effectively  relieve  the 
condition  despite  abdominal  paralysis.  The 
sympathetic  symptoms  relative  to  the  gas- 
trointestinal tract  usually  subside  in  one  to 
three  months,  but  this  is  not  invariably  true. 
In  my  own  experience,  I have  known  two 
patients  who  still  suffered  from  severe 
anorexia  and  occasional  vomiting  eight 
months  after  the  acute  disease. 

Other  autonomic  disturbances  are  usually 
mild,  though  occasional  men  experience  a 
tendency  to  priapism.  Yet,  paradoxically, 
I know  one  man  whose  major  worry  in  life 
was  not  the  loss  of  his  two  legs  but  the  loss 
of  potency  which  still  had  not  returned  after 
six  months. 

Severe  muscular  pain  and  muscular  ten- 
derness are  invariable  results  of  acute  po- 
liomyelitis. Frequently  these  begin  several 
days  before  paralysis  and  may  last  for 
months  or  occasionally  years.  At  first  there 
is  a dull  aching  pain  which  grows  in  sever- 
ity until  the  aching  becomes  intolerable. 
Concurrent  with  this  pain  the  muscle  be- 
comes extremely  tender  to  touch,  reacting 
with  a very  sharp  pain  similar  to  that  of  a 
bruised  muscle.  This  pain  of  polio  during 
the  early  weeks  of  the  disease  is  often  of 
more  concern  to  the  patient  than  the  paral- 
ysis itself.  Most  modern  treatment  in  the 
acute  stage  of  the  disease  is  directed  spe- 
cifically toward  the  relief  of  this  pain. 

The  cause  of  muscle  pain  and  tenderness 
in  polio  is  yet  undetermined.  Although 
various  clinicians  have  postulated  that  the 
virus  actually  invades  the  muscle,  causing 
a local  infectious  process,  this  has  never 
been  substantiated  by  experimental  find- 
ings. Others  believe  that  the  minor  polio- 
myelitic lesions  of  the  posterior  root  gan- 
glia are  the  cause  of  the  pain  or  that  lesions 
in  the  posterior  horns  of  the  spinal  cord 
might  be  the  etiological  factor.  Here,  again, 
these  postulations  have  little  supporting 
data.  Third,  it  might  be  possible  for  the' 
Wallerian  degeneration  of  the  motor  axons 
to  set  up  a peripheral  neuritis  involving 
sensory  as  well  as  motor  axons.  The  evi- 
dence is  also  against  this  mechanism  of 


pain,  for  neurosurgical  patients  who  have 
had  operative  section  of  the  anterior  roots 
without  section  of  the  posterior  roots  do  not 
suffer  the  same  pain.  Also,  the  pain  fre- 
quently occurs  in  parts  of  the  body  which 
show  no  paralysis  and  presumably  have  no 
degenerating  nerves. 

Though  not  yet  completely  proved,  there 
are  many  indications  that  the  pain  of  polio 
is  related  to  lesions  of  the  brain  stem.  In 
monkeys  it  was  found  that  the  polio  symp- 
toms of  tenseness,  irritability,  and  presum- 
ably muscular  pain  often  preceded  paralysis 
by  several  days.4  Animals  killed  at  this 
stage  of  the  disease  were  found  to  have 
numerous  lesions  of  the  brain  stem,  but 
there  were  no  lesions  whatsoever  in  the 
spinal  cord,  thus  indicating  that  the  pain 
and  body  tenseness  are  due  to  pathology  at 
a higher  level  than  the  spinal  cord.  Like- 
wise, in  human  subjects,  the  onset  of  paral- 
ysis is  frequently  preceded  several  days  by 
muscular  pain  and  tenderness. 

It  is  possible  if  not  probable  that  the  pain 
of  polio  is  due  to  the  hyperactive  sympa- 
thetic nervous  system.  It  is  well  known  in 
Raynaud’s  disease  that  such  can  cause  se- 
vere pain  due  to  ischemia.  Also,  the  ische- 
mia of  Buerger’s  disease,  though  caused 
by  different  factors,  produces  in  muscles  a 
pain  not  unlike  that  of  polio.  To  reproduce 
this  same  type  of  pain  in  human  subjects, 
I have  designed  an  apparatus  for  automat- 
ically controlling  the  flow  of  blood  to  one 
of  the  limbs.  When  the  blood  flow  is  great- 
ly decreased,  severe  muscular  pain  rapidly 
ensues.  Dogs  under  nembutal  anesthesia 
subjected  to  this  same  treatment  will  un- 
consciously wail  loudly  but  will  fall  imme- 
diately back  into  a deep  sleep  when  the 
blood  is  allowed  to  flow  unimpeded.  There- 
fore, it  must  be  concluded  that  severe  mus- 
cular pain  can  be  caused  by  ischemia,  and 
I,  as  a polio  patient  myself,  will  attest  that 
this  artifically  produced  pain  is  similar  to 
that  of  polio.  The  question  remains,  how- 
ever: can  excess  sympathetic  nervous  sys- 
tem activity  cause  an  ischemia  of  a suf- 
ficient degree  to  produce  this  pain?  This 
remains  a problem  for  future  investigation. 

Regardless  of  whether  or  not  the  pain 
of  polio  is  due  to  overactive  sympathetics, 
it  is  known  that  every  agent  which  coun- 
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teracts  sympathetic  vasoconstriction  may 
also  be  effectively  used  to  treat  the  pain. 
Heat  in  any  form,  by  virtue  of  its  powerful 
vasodilating  action,  always  ameliorates  the 
pain  of  polio  when  applied  properly.  Pro- 
stigmine,  a powerful  vasodilator,  likewise 
greatly  benefits  the  pain.5  Paravertebral 
anesthetization  of  the  lumbar  sympathetics 
abolishes  pain  in  the  lower  limbs. li  Curare 
also  relieves  the  pain  of  polio.7  This  has 
been  ascribed  many  times  in  the  past  to 
the  action  of  curare  at  the  myoneural  junc- 
tion, but  the  proponents  of  this  explanation 
have  forgotten  that  even  in  normal  animals 
curare  has  some  vasodilating  properties  due 
to  sympathetic  ganglionic  paralysis.8  It  is 
probable  that  in  states  of  sympathetic  over- 
activity, this  vasodilating  effect  is  much 
more  pronounced. 

In  the  same  manner  that  vasodilating 
mechanisms  relieve  the  pain,  vasoconstric- 
tor influences  cause  intensification  of  the 
pain.  Cold,  and  prolonged  pressure  on  in- 
volved muscles,  such  as  sitting  on  the  glutei, 
will  for  many  months  often  cause  severe 
pain. 

Muscle  contracture  is  an  invariable  tend- 
ency in  polio.  This  tendency  may  occur 
either  in  paralyzed  or  non-paralyzed  mus- 
cles, and  the  two  phenomena  appear  to  be 
non-related.  As  stated  above,  the  pain  of 
polio  is  also  generalized  and  not  necessarily 
related  to  paralysis.  Yet  it  has  been  my 
own  observation  that  those  muscles  which 
suffer  the  most  pain  have  the  greatest  tend- 
ency to  contract.  Also,  the  pain  of  polio 
and  the  tendency  to  contract  usually  involve 
the  entire  body,  whereas  paralysis  usually 
has  a more  spotty  distribution.  The  tend- 
ency to  contract  is  offset  in  non-paralyzed 
areas  of  the  body  by  the  constant  activity 
of  good  muscles.  In  paralyzed  areas,  how- 
ever, this  activity  does  not  exist,  and  actual 
contracture  will  soon  ensue  if  physical  ther- 
apy measures  are  not  employed. 

The  cause  of  this  tendency  to  contracture 
is  probably  related  to  the  cause  of  pain  in 
polio.  In  addition  to  the  possible  vasocon- 
strictor factor,  it  is  believed  by  many  that 
increased  sympathetic  activity  can  cause 
considerable  increase  in  skeletal  muscle 
tone.9  As  a corollary,  it  follows  that  such 
a state  may  degenerate  into  actual  contrac- 


ture. It  is  known  that  the  contracture  of 
polio  for  the  first  month  or  so  is  plastic  in 
nature  and  can  easily  be  reversed  by  physio- 
therapy, whereas  the  contracture  of  late 
polio  is  supported  by  fibrotic  invasion  and 
is  difficult  to  overcome. 

Spasm  as  a cause  of  pain  and  contracture 
in  polio  has  been  strictly  ignored  in  this 
discussion,  for  the  term  has  been  greatly 
maligned  in  poliomyelitis  literature.  I,  as 
a patient,  was  told  by  several  competent 
physiotherapists  that  my  contracted  mus- 
cles were  in  spasm.  After  laying  a few 
wagers,  electromyographic  tests  of  these 
muscles  showed  them  to  be  completely  de- 
void of  all  spasm.  Unless  the  word  spasm 
is  to  be  stretched  beyond  all  horizons,  it 
cannot  be  used  in  connection  with  the  con- 
tracture of  polio.  I,  as  well  as  many  other 
patients  with  whom  I am  acquainted, 
had  muscles  which  underwent  contracture, 
though  every  test  indicated  complete  motor 
nerve  degeneration.  Such  could  not  have 
been  due  to  spasm. 

Rapid  muscle  fatigue  is  a symptom  in 
patients  who  have  recovered  from  polio- 
myelitis. This  rapid  fatigue  occurs  spe- 
cifically in  those  muscles  which  have  re- 
gained their  strength  partially  or  totally 
after  having  been  paralyzed.  Those  mus- 
cles which  remained  normal  throughout  the 
acute  process  do  not  show  this  phenomenon. 
The  reason  for  this  has  never  been  ade- 
quately explained.  Recent  evidence,  how- 
ever, indicates  that  much  of  the  recovery 
in  polio  may  be  due  to  branching  of  motor 
neurones  which  were  not  killed  by  the  in- 
fection.10 In  this  case,  these  neurones 
would  be  greatly  overworked,  and  the  pro- 
duction of  acetylcholine  at  the  myoneural 
junctions  could  not  be  properly  maintained 
during  prolonged  nerve  stimulation.  Elec- 
trical stimulation  tests  while  recording  the 
electromyographs  of  recovered  patients  ac- 
tually indicate  that  the  above  mechanism 
is  the  explanation  of  fatigue  in  recovered 
muscles  of  polio.11 

Summary 

Though  paralysis  has  long  been  known 
to  be  the  major  symptom  of  poliomyelitis, 
it  is  ftow  known  that  lesions  besides  those 
of  the  anterior  horn  cells  may  be  respon- 
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sible  for  other  symptoms.  These  symptoms 
include  those  of  encephalitis  and  men- 
ingitis, cardiac  irregularities  vasocon- 
striction, sweating,  gastrointestinal  atonia, 
urinary  retention,  muscle  pain  and  tender- 
ness, and  muscle  contracture.  Most  of  these 
symptoms  are  possibly  explained  by  the 
large  number  of  lesions  in  the  brain  stem. 
Because  of  marked  reparative  powers  in 
the  brain  stem  these  symptoms  usually  last 
only  a few  days  to  a few  months.  Rapid 
fatigue  of  recovered  muscles,  however,  ap- 
pears to  be  a permanent  symptom  and  is 
possibly  due  to  recovery  by  a process  of 
axonal  branching,  thus  overloading  indi- 
vidual neurones. 
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DISCUSSION 

DR.  GUYTON  (Continuing)  : If  we  have  time 
to  do  so,  I will  be  very  glad  to  answer  any  ques- 
tions from  the  door. 

CHAIRMAN  THOMPSON:  Thank  you,  Dr.  Guy- 
ton. Are  there  any  questions  anyone  would  like 
to  ask  Dr.  Guyton  at  this  time? 

DR.  JONES:  In  the  case  where  you  have  all 
this  pain,  has  the  blood  pressure  really  been  taken 
at  the  time? 

DR.  GUYTON:  You  mean  during  the  pain? 

DR.  JONES:  Yes. 

DR.  GUYTON : Yes,  it  has  been.  The  pain 
lasts,  in  most  patients,  up  to  three  or  four  months; 
therefore,  in  order  to  take  pressures  they  have  to 
be  taken  during  the  time  of  pain. 

You  may  be  thinking  that  the  pain  caused  the 
rise  in  blood  pressure.  That  is  pretty  well  out  of 
the  question,  because  in  severe  pain  of  other  dis- 
eases you  don’t  have  the  same  rise  in  blood  pres- 
sures up  to  220. 

DR.  JONES:  I was  thinking  of  the  high  blood 
pressure  causing  the  pain.  You  see,  the  pain  is 
so  generalized. 

DR.  GUYTON : The  generalization  of  the  pain 
appears  to  be  due  to  the  lesions  in  the  medulla. 
There  is  experimental  evidence  derived  from  mon- 
keys that  this  is  so.  Monkeys  with  cerebral  polio, 
but  killed  before  the  disease  entered  the  spinal 
chord,  showed  the  generalized  symptoms  of  tense, 
tender  muscles  though  no  paralysis  was  present. 
DR.  L.  E.  TREVATHAN  (Bruceton):  Is  there 
any  known  method  of  preventing  polio? 

DR.  GUYTON : Polio  can  be  prevented  provided 
you  immunize  the  patient  ahead  of  time,  and  pro- 
vided you  immunize  him  against  the  specific  strain 
of  virus  to  which  he  happens  to  be  exposed.  There 
are  so  many  virus  strains  of  polio  that  it  is  almost 
impossible  to  do  this. 

It  actually  happens  that  the  best  immunizing 
agent  at  present  is  the  live  virus  and  not  the  killed 
virus.  The  killed  virus  is  a very  poor  immunizing 
agent.  One  does  not  dare  give  the  live  virus  to 
human  beings  for  the  purpose  of  immunization. 

(Applause.) 
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At  the  outset  I wish  to  express  my  pro- 
found appreciation  to  the  Davidson  County 
and  Nashville  Academy  of  Medicine  for 
your  cooperation  which  we  hope  will  lead 
to  a better  day  for  the  care  and  treatment 
of  the  mentally  ill,  and  for  a hope  that  well- 
proven  procedure  may  be  instituted  which 
will  conserve  health.  The  conservation  of 
our  mental  health  is  a matter  of  much  con- 
cern, if  we  are  to  enjoy  life’s  greatest  com- 
forts and  pleasures. 

We  will  approach  this  subject  of  Con- 
serving Mental  Health  by  asking  the  ques- 
tion, Are  we  meeting  our  obligation  to  the 
mentally  ill  in  Tennessee?  The  forces  that 
threaten  our  mental  well-being  are  numer- 
ous and  ever  present  in  t'his  progressive 
age.  The  endurance  of  stress  and  strain, 
of  whatever  nature,  has  its  limitations  in 
every  individual.  Nations,  as  well  as  indi- 
viduals, are  beset  with  social  ills  that  are 
traceable  to  mental  aberrations  of  their 
leaders.  In  view  of  these  statements,  I 
approach  this  subject  in  the  words  of  Sam- 
uel Butler  in  “The  Way  of  All  Flesh,”  when 
he  said : 

“All  our  lives  long,  every  day  and  every 
hour,  we  are  engaged  in  the  process  of  accom- 
modating our  changed  and  unchanged  sur- 
roundings; living,  in  fact,  is  nothing  else  than 
this  process  of  accommodation;  when  we  fail 
in  it  a little,  we  are  stupid;  when  we  fail 
flagrantly,  we  are  mad;  when  we  suspend  it 
temporarily,  we  sleep;  when  we  give  up  the 
attempt  altogether,  we  die.  In  quiet  unevent- 
ful lives  the  changes  internal  and  external 
are  so  small  that  there  is  little  or  no  strain  in 
the  process  of  fusion  and  accommodation;  in 
other  lives  there  is  great  strain,  but  there  is 
also  great  fusing  and  accommodating  power; 
in  others  great  strain  with  little  accommodat- 
ing power.  A life  will  be  successful  or  not, 
according  as  the  power  of  accommodation  is 
equal  to  or  unequal  to  the  strain  of  fusing  and 
adjusting  internal  and  external  changes.” 

Records  of  the  past,  in  the  field  of  mental 
disease,  show  definitely  that  five  per  cent 
of  the  population,  or  better,  say  one  out  of 
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every  twenty  persons  now  living,  has  re- 
ceived, is  now  receiving,  or  will  have  to 
have  some  form  of  mental  treatment  before 
he  or  she  dies.  Therefore,  any  condition 
that  affects  five  per  cent  of  our  population 
rightfully  deserves  the  attention  of  all  the 
people.  It  must  not  be  forgotten  that  no 
person  above  the  mental  level  of  an  idiot  is 
immune  or  free  from  a “mental  break.”  It 
is  not  pleasing  to  realize  that  of  the  esti- 
mated 24,000,000  school  children  in  these 
United  States,  1,000,000  must  spend  some 
time  in  a mental  institution  before  they  die. 

It  would  probably  be  easier  understood 
by  everyone,  and  made  simpler,  if  I should 
state  to  you  that  on  every  passing  day  of 
the  year  an  average  of  six  to  eight  persons 
are  marched  into  Tennessee’s  mental  insti- 
tutions for  care  and  treatment.  It  might 
further  interest  you  to  know  that  one  of 
these  six  to  eight  who  seek  treatment  in  our 
mental  institutions  is  under  twenty-five 
years  of  age. 

Further  analysis  shows  that  one  out  of 
every  four  persons  entering  our  mental  in- 
stitutions is  under  thirty-two  years  of  age. 
Quite  a number  of  these  individuals  are 
fathers  and  mothers.  Mental  illness  in  any 
family,  by  its  very  nature,  creates  a greater 
disturbance  than  physical  illness.  If  the 
individual  should  be  the  father  or  mother  in 
a home,  the  effect  of  such  disorganization 
cannot  be  described  in  words.  It  is  the 
duty  of  the  state,  through  the  mental  hos- 
pital service,  to  get  this  individual  back  to 
normalcy  at  the  earliest  possible  moment. 
Likewise,  one  out  of  every  three  persons 
entering  our  mental  hospitals  is  above  sixty- 
five  years  of  age. 

It  might  further  interest  you  to  know 
that  on  every  passing  day,  even  with  our 
limited  personnel  and  inadequacy  of  funds, 
four  to  five  persons  are  returned  from  our 
hospitals  back  to  society. 

It  will,  I am  sure,  surprise  you  to  know 
that  the  per  capita  cost  per  day  for  treat- 
ing the  mentally  ill  in  Tennessee,  disre- 
garding capital  outlay,  reaches  the  meager 
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sum  of  eighty-five  cents.  A more  compre- 
hensive statement  would  be  that  a person 
confined  to  one  of  our  mental  institutions 
is  given  room,  board,  laundry,  heat,  light, 
medical  service,  laboratory  service,  psychi- 
atric service,  dental  service,  attendant  serv- 
ice, and  services  in  specialties  such  as  sur- 
gery, ear,  eye,  nose,  and  throat — all  for  the 
sum  of  approximately  eighty-five  cents  per 
day.  Needless  to  say,  this  amount  is  wholly 
inadequate  in  this  day  of  high  cost  of  every- 
thing. When  I came  here  it  was  sixty-five 
cents  per  day. 

Now,  if  we  return  four  persons  to  society 
from  our  mental  institutions  on  eighty-five 
cents  per  day,  would  it  be  unreasonable  to 
expect  that  we  could  return  an  even  greater 
number  if  we  were  allowed  $1.50  to  $2.00 
per  day? 

We  feel  that  if  every  Tennessean  knew 
all  the  facts  in  caring  for  and  treating  the 
mentally  ill.  and  the  probability  of  increas- 
ing recoveries,  if  given  the  necessary  care 
and  treatment,  they  would  support  any 
measure  that  would  bring  that  about. 

Caring  for  and  treating  the  mentally  ill 
from  public  funds  was  conceived  and  acti- 
vated in  the  spirit  of  humanitarianism. 
The  degree  of  success  in  the  care  and  treat- 
ment varies  in  proportion  to  the  contribu- 
tion of  funds  appropriated  for  that  pur- 
pose. In  Tennessee,  mental  illness,  at  the 
time  of  hospitalization,  is  essentially  a 
chronic  condition.  Frequently  relatives 
have  secreted  these  individuals  in  their 
homes,  over  a period  of  months  and  some- 
times years,  in  order  to  avoid  the  “stigma” 
which  is  often  thought  to  be  reflected  by 
the  presence  of  mental  disease.  This  atti- 
tude or  belief  is  a relic  of  the  age  of  “de- 
mons, witchcraft,  and  superstition.”  This 
lurking  tradition  should  be  eradicated  be- 
cause any  person  who  is  mentally  ill  is 
“sick”  and  should  be  dealt  with  accordingly. 
In  a majority  of  instances  a patient  that  is 
received  in  a mental  institution,  with  a full- 
blown case  of  mental  disorder,  very  likely 
could  have  been  salvaged  from  this  “total 
break”  had  he  been  given  the  necessary  at- 
tention at  the  proper  time.  There  are  no 
ironclad  rules  whereby  such  preventive 
services  can  be  universally  prescribed  since 


every  mental  case  is  primarily  in  a class  to 
itself  and  should  be  so  dealt  with.  There- 
fore, in  order  to  meet  this  condition,  mental 
hospital  personnel  should  be  adequate — not 
only  in  numbers,  but  should  be  capable,  and 
by  “capable”  we  mean  an  individual  who 
has  had  training  in  this  field  of  service  over 
a reasonable  period  of  time,  and  who  has 
acquired  from  that  training  a sympathetic 
understanding  of  human  behavior. 

The  progress  made  by  medical  science  in 
the  field  of  mental  disease  during  the  last 
quarter  of  a century  has  been  far-reaching. 
Mental  conditions  that  were  formerly  re- 
garded as  hopeless  are  now,  by  modern 
methods,  cured.  Science  in  any  field  must, 
by  its  very  nature,  depend  upon  the  finan- 
cial support  given  for  such  endeavor. 

Problems 

In  this  day  and  age,  we  do  not  measure 
the  degree  of  success  in  life  by  the  amount 
of  wealth  one  has  accumulated  through  the 
years.  If  ill  health,  whether  physical  or 
mental,  should  befall  one  whose  fortune  is 
huge,  he  would  then  release  it  all,  every 
penny  of  it,  to  regain  his  health.  We  are 
apt  to  indulge  in  life’s  comforts  and  pleas- 
ures at  the  expense  of  our  physical  and 
mental  health.  Violation  of  well-estab- 
lished laws  of  physical  and  mental  hygiene 
may  lead  to  personality  disorganization. 
Emotional  stability  is  a prize  possession — 
more  valuable  than  jewels.  In  the  majority 
of  instances,  it  radiates  calmness,  tolerance, 
and  dependability,  and  reflects  the  power 
of  control  and  guards  the  best  qualities  of 
man ; and,  without  it,  intelligence  loses  a 
degree  of  its  influence. 

The  average  span  of  life  is  far  too  short. 
If  we  would  take  advantage  of  the  proven 
principles  of  both  physical  and  mental  hy- 
giene, life  could  be  lengthened.  “Old  age” 
(geriatrics)  invades  our  existence  far  too 
soon.  Not  much  is  done  to  ward  off  “old 
age”  until  it  arrives.  As  the  result  of  un- 
guarded indulgence,  or  undue  stress,  or  re- 
lentless strain,  it  is  not  uncommon  to  see 
an  individual,  around  threescore  years, 
“dying  in  the  top.”  Personality  disorgan- 
ization does  not  affect  all  of  this  group  to 
such  a degree  that  they  need  hospitalization 
in  a mental  institution. 
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We  heartily  endorse  and  approve  any 
measure  or  method  for  the  care  and  com- 
fort of  the  aged,  but  we  do  not  think  that 
an  old  person  whose  physical  condition  has 
waned  to  such  a degree  that  he  needs  care, 
while  his  mental  faculties  are  up  to  aver- 
age, should  be  placed  in  a mental  institu- 
tion. There  are  three  reasons  for  not  doing 
so: 

1.  The  mental  hospitals  are  very  much 
overcrowded,  and  old  people  do  not  get 
along  well  in  overcrowded  surroundings. 

2.  It  subjects  these  aged  individuals  to 
mental  anguish  when  they  are  placed  in  a 
a mental  hospital,  knowing  full  well  that 
their  chief  difficulty  is  need  of  physical  care 
and  not  mental  treatment. 

3.  It  takes  just  as  much  time  to  examine 
one  who  is  not  mentally  ill  as  it  does  one 
who  requires  mental  treatment,  thus,  be- 
cause of  our  limited  staff,  it  deprives  those 
who  are  mentally  ill  of  the  attention  they 
need. 

We  do  not  mean  to  imply  that  all  persons 
committed  to  the  state  mental  hospitals 
above  sixty-five  years  of  age  do  not  need 
mental  treatment.  It  would  probably  give 
a more  thorough  explanation  of  the  facts  if 
we  put  them  in  the  following  categories : 

1.  There  are  many  of  the  aged  who  need 
mental  care  and  treatment  that  are  com- 
mitted to  our  mental  institutions. 

2.  There  are  quite  a few  aged  and  infirm 
people  sent  to  our  mental  institutions  be- 
cause of  the  desire  of  those  whose  legal  re- 
sponsibility is  to  care  for  them,  to  rid  them- 
selves of  the  burden  and  expense  of  such 
care.  In  this  group  it  is  obvious  that  dad 
or  granddad  bears  the  brunt  of  the  elimi- 
nation. There  is  a tendency,  as  shown  by 
the  records,  to  have  the  mother  or  grand- 
mother cared  for  in  the  home  far  more 
frequently  than  the  male  parent. 

3.  There  is  the  group  sent  to  the  hospital 
by  those  who  are  the  legitimate  heirs  to  the 
property  of  the  aged.  Far  too  frequently 
are  such  aged  persons  sent  to  mental  insti- 
tutions— parents  and  grandparents — in  or- 
der that  relatives  may  come  into  full  pos- 
session of  their  earthly  belongings. 


It  may  be  that  the  aged  revel  in  thoughts 
and  expressions  of  their  childhood  and 
youth  to  such  extent  that  it  becomes  irri- 
tating to  the  younger  and  modern  genera- 
tion. As  the  evening  shadows  fall,  there 
is  a natural  tendency  among  the  aged  to 
live  in  the  memory  of  their  distant  past. 
Most  events  of  the  present  do  not  register, 
or,  if  they  do,  it  is  for  only  a brief  period ; 
and  it  is  not  uncommon  for  them  to  forget 
their  more  recent  activities. 

In  the  process  of  living,  the  physical  and 
mental  expenditure  varies  in  different  in- 
dividuals. This  variation  is  affected  only 
in  part  by  environment.  In  general,  the 
most  forceful  stabilizing  influence  is  social 
and  economic  security.  Even  though  such 
security  is  present,  it  is  not  always  a guar- 
antee from  mental  break. 

Even  though  they  may  be  a bit  querulus 
and  hard  for  the  family  to  deal  with,  they 
should  not  be  tried  in  court,  as  is  a crim- 
inal, and  sent  away  to  be  locked  up  in  a 
hospital.  It  is  quite  probably  that  around 
one-third  of  the  population  of  the  United 
States  are  persons  past  fifty  years  of  age. 
It  is  estmated  that  in  1980  the  number  of 
persons  over  sixty-five  years  of  age  will 
double  that  of  today,  many  of  whom  will 
need  care  which  should  be  provided  in 
homes  for  the  aged. 

Experience  has  taught  me  that  cannot  or 
will  not  be  done.  The  public  is  demanding 
more  and  more  service  from  its  government. 
I realize  we  are  living  in  a changed  world, 
both  socially  and  economically,  therefore 
recently  I have  asked  for,  and  plans  are 
now  being  drawn  for  a special  building 
here  to  be  known  as  the  Geriatric  Building, 
to  care  for  two  or  three  hundred  aged  peo- 
ple. Under  our  laws  I have  no  alternative 
about  taking  these  old  people  if  the  county 
judge  commits  them,  and  usually  enough 
pressure  is  used  to  compel  him  to  accede. 

The  present  administration  has  been 
very  generous  in  providing  funds  for  ma- 
jor improvements  at  this  institution.  We 
have  just  completed  a new  laundry,  with 
complete  equipment ; contract  has  been  let 
for  a new  power  house  and  improvements 
to  our  heating  plant;  for  dormitory  space 
for  approximately  two  hundred  more  pa- 
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tients;  and  complete  renewal  of  all  toilets 
and  bathrooms  in  the  old  buildings.  A cot- 
tage for  a member  of  my  staff  has  just  been 
completed.  These  improvements  will  neces- 
sitate an  expenditure  of  between  twelve  and 
fifteen  hundred  thousand  dollars,  and,  when 
completed,  will  give  us  an  institution  that 


compares  favorably  with  the  best  state  in- 
stitutions in  the  country. 

We  hope  we  may  be  able  to  obtain  in- 
creased appropriations  next  year  for  the 
maintenance  and  operation  of  the  institu- 
tion, so  that  a high  standard  may  be  main- 
tained. 
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Politics 

For  the  information  of  our  readers  we 
are  quoting  from  a speech  Governor  Dewey 
made  to  the  House  of  Delegates  of  the  Ore- 
gon State  Medical  Association. 

“Compulsory  socialized  medicine  is  no  good; 
No  variation  of  it  is  any  good.  It  has  never 
worked  wherever  it  has  been  tried;  it  cannot 
be  done;  it  never  will  be  done. 

“Accordingly  I have  spent  the  last  two  years 
of  my  life  knocking  down  every  proposal  that 
anybody  has  made  to  regiment  the  medical 
profession  and  the  people  of  America  through 
any  program  of  socialized  medicine. 

“By  making  speeches  publicly  at  every 
meeting  of  people  that  would  listen  to  me  on 
the  subject,  I have  made  it  clear  that  we  have 
actually  been  through  this  thing,  about  which 
it  cost  the  people  of  my  state  $200,000  to  find 
out.  I don’t  want  that  money  wasted.  I don’t 
want  to  run  the  risk  of  having  happen  to  the 
health  of  our  people  that  which  has  happened 
to  the  health  of  every  group  of  people  which 
has  tried  to  drag  the  medical  profession  down 
to  the  Socialists’  level. 

“You  won’t  drag  anything  up.  You  will 
enlarge  the  volume  of  medical  care,  but  you 
will  utterly  destroy  the  quality  of  medical  care 
the  minute  you  try  that  process. 

“.  . . If  a thing  is  evil,  the  first  job  is  to 
convince  people  that  it  is  evil  and  thoroughly 
evil  and  destroys  everything  that  we  believe 
in. 

“This  idea  which  has  been  shared  by  the 
last  two  occupants  of  the  White  House  that 
you  can  improve  medical  care  by  passing  a 
law  must  be  stopped. 


“Let’s  get  them  all  understanding  and  work- 
ing, and  they  won’t  want  to  be  putting  you  in 
jail  with  socialized  medicine.  I am  unalter- 
ably opposed  to  it.  It  won’t  work  and  will 
lower  our  standard,  and  I venture  our  death 
rate  would  mount  from  the  very  day  it  was 
passed.” 

At  the  conclusion  of  his  talk  one  of  the 
delegates  asked,  “If  you  get  to  the  White 
House,  what  are  you  going  to  do  about  Falk, 
Altmeyer,  and  their  crew?”  He  replied, 
“Gentlemen,  there  will  be  the  greatest 
housecleaning  Washington  has  ever  seen.” 

We  are  also  quoting  a telegram  sent  by 
the  California  State  Medical  Association 
regarding  Governor  Warren. 

“Governor  Earl  Warren  of  California,  in  a 
nation-wide  broadcast  recently  came  out  with 
a program  which  boils  down  to  compulsory 
health  insurance  and  fair  employment  prac- 
tices act  a la  Wallace  and  insisted  that  these 
items  be  included  in  the  Republican  program 
this  year.  He  is  openly  in  the  field  for  presi- 
dential or  vice-presidential  nomination  and 
carries  strong  California  delegation  which  will 
have  valuable  trading  privileges  at  Philadel- 
phia convention  starting  June  21.  If  compul- 
sory health  insurance  on  state  or  national  level 
is  to  be  stopped,  it  must  be  in  Philadelphia 
while  platform  is  being  drawn.  Urgently  re- 
quest you  contact  your  Republican  delegates 
and  Congressmen  and  advise  them  of  Warren 
attitude  and  enlist  their  support  in  keeping 
compulsory  health  insurance  out  of  party  plat- 
form. Letter  with  quotations  follows.  Cannot 
be  too  urgent  in  this  matter.  Time  is  short, 
and  all  help  needed.” 

While  the  Republican  platform  omitted 
any  plank  favoring  political  medicine,  the 
candidates  named  by  the  Convention  are 
on  opposite  sides  of  the  political  medicine 
fence.  About  all  the  medical  profession  can 
do,  in  case  of  a Republican  victory,  is  to 
pray  for  the  health  of  the  President. 

In  the  next  issue  of  the  Journal  we  can 
give  some  quotes  from  the  Democratic  an- 
gle. 


The  Ninety-Seventh  Annual  Meeting 
of  the  American  Medical 
Association 

The  1948  annual  session  of  the  American 
Medical  Association  was  held  in  Chicago. 
The  official  report  of  the  Tennessee  dele- 
gates to  the  meeting  will  be  published  at  a 
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later  date.  Dr.  George  Lull,  Secretary  and 
General  Manager  of  the  American  Medical 
Association,  tells  his  impressions  of  the 
session  in  his  letter  to  the  County  Secre- 
taries, parts  of  which  we  publish  in  this 
issue. 

In  this  issue  of  the  Journal  we  will  re- 
cord some  of  the  facts  and  impressions  of 
interest  to  our  readers. 

Over  12,000  physicians  were  registered 
during  the  session.  Doctors’  wives  and 
families  plus  exhibitors  brought  the  total 
of  those  connected  with  the  session  to  about 
35,000.  The  population  of  Chicago  was  in- 
creased one  per  cent  by  these  visitors;  but 
if  you  were  at  the  exhibit  hall  on  Navy  Pier 
or  at  the  Palmer  House,  the  congestion 
seemed  much  greater. 

The  scientific  and  technical  exhibits,  as 
well  as  the  general  registration,  were  on 
the  north  side  of  Navy  Pier.  The  Exhibit 
Hall  was  sixty  feet  wide  and  a half  mile 
long.  The  aisles  between  exhibits  were  said 
to  measure  four  miles,  a figure  you  could 
well  believe  after  a day  spent  in  sight-see- 
ing. 

“The  visiting  physicians  and  surgeons 
had  a ringside  view,  through  television,  of 
such  delicate  and  intricate  surgical  proce- 
dures as  the  ‘blue  baby’  operation  and  re- 
pair of  nerve  injuries. 

“The  televised  program,  planned  by 
Northwestern  University  School  of  Medi- 
cine, in  cooperation  with  the  American 
Medical  Association,  the  Radio  Corporation 
of  America,  Passavant  Hospital,  and  E.  R. 
Squibb  & Sons,  marked  the  first  time  that 
television  has  been  used  anywhere  on  such 
a large  scale  for  medical  purposes. 

“The  television  broadcasts  were  given  on 
each  of  the  five  days.  The  entire  program 
was  televised  over  a closed  circuit.  Pri- 
vately owned  sets  were  not  able  to  pick  up 
the  program.” 

On  the  two  days  prior  to  the  opening  of 
the  general  session,  two  very  important 
meetings  were  called  by  the  Council  on 
Medical  Service.  On  Saturday,  June  19, 
all  the  State  Associations  were  requested 
to  send  representatives  to  consider  the  for- 
mation of  some  kind  of  an  over-all  plan  by 
which  national  or  interstate  companies 
could  secure  prepayment  medical  and  hos- 


pital care  for  all  their  employees.  There 
are  fifty-one  nonprofit  medical  care  plans 
operating  in  states  or  parts  of  states,  and 
ten  states  which  use  private  insurance  com- 
panies to  supply  prepayment  medical  care. 
Even  with  all  these  agencies  there  are  areas 
which  are  not  covered.  Many  views  were 
expressed,  and  after  hours  of  discussion  the 
question  was  referred  back  to  the  Council 
for  further  study. 

The  Conference  of  County  Society  Secre- 
taries was  held  on  Sunday,  June  20.  The 
discussion  centered  around  how  the  com- 
ponent county  societies  could  receive  more 
aid  from  the  state  and  national  organiza- 
tions, as  well  as  to  render  more  effective 
service  to  these  organizations  and  to  the 
public.  Organization  of  County  Secretaries 
in  each  state  was  recommended,  and  plans 
are  being  made  to  again  attempt  such  an 
organization  in  Chattanooga  next  April. 

To  Tennesseans  no  account  of  the  meet- 
ing would  be  complete  if  we  failed  to  men- 
tion how  much  Dr.  Olin  West  enjoyed  the 
meeting.  His  presence  in  Chicago  brought 
happiness  to  his  many  friends  from  every 
part  of  the  nation. 


Judge  John  A.  Mitchell  Discusses 
Political  Medicine 

Following  the  custom  of  the  Association, 
we  are  printing  a letter  from  Judge  John 
A.  Mitchell,  who  is  a candidate  for  election 
to  the  United  States  Senate.  We  believe 
that  every  physician  in  the  state  should 
know  the  stand  each  candidate  takes  on 
socialized  medicine,  and  Judge  Mitchell 
was  asked  for  a statement.  It  is  printed  as 
a matter  of  justice  both  to  Judge  Mitchell 
and  to  the  members  of  the  Association. 

Dear  Dr.  Hardy: 

“In  response  to  your  inquiry  as  to  my 
position  on  the  Wagner-Murray-Dingell 
Bill,  being  Senate  No.  1050,  more  gen- 
erally known  as  the  Socialized  Medicine 
Bill,  I am  happy  to  advise  you  the  follow- 
ing: 

“1.  I am  opposed  to  socialized  medicine 
and  in  the  Senate  in  Washington  will  vote 
against  this  particular  legislation  if  it  is 
presented  for  passage. 
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“2.  My  every  political  concept  is  based 
on  the  freedom  and  independence  of  the  in- 
dividual— his  right  to  attend  the  church  of 
his  choice — his  right  to  vote  as  he  pleases 
— yes,  and  the  right  to  choose  his  doctor 
and  family  medical  adviser. 

“3.  You  may  count  on  me  to  be  on  the 
side  of  personal  freedom  of  action  and 
aligned  against  the  forces  of  regimentation 
always. 

“I  am  grateful  to  you  for  this  opportunity 
to  explain  my  position  on  an  important 
public  question.  I believe  the  people  of  the 
state  are  entitled  to  know  the  position  of 
every  candidate  for  public  office  on  all  ques- 
tions of  public  interest.  Your  association 
is  to  be  commended  for  taking  such  an  ac- 
tive part  in  public  affairs  and  for  contri- 
butions you,  as  individuals,  are  constantly 
making  to  the  public  good. 

Sincerely, 

John  A.  Mitchell.” 


Prepaid  Medical  Care  Plans 

Much  progress  is  being  made  to  imple- 
ment the  desire  of  the  House  of  Delegates 
to  establish  a medical  care  plan  similar  to 
the  Rhode  Island  Plan. 

The  first  step  has  been  taken  in  securing 
the  acceptance  of  the  Incorporators  of  the 
Tennessee  Medical  Service  Plan  to  act  as 
a committee  to  represent  the  Association 
in  dealing  with  the  insurance  companies. 
Six  of  the  nine  incorporators  have  definitely 
accepted,  and  the  remaining  three  are  con- 
sidering the  matter  favorably. 

The  master  policies  of  each  of  Rhode 
Island’s  companies  have  been  secured,  and 
before  this  issue  of  the  JOURNAL  is  off  the 
press,  the  policies  will  be  studied  with  rep- 
resentatives of  the  insurance  carriers  com- 
mittee. We  can  see  no  reason  that  will 
prevent  an  early  preliminary  report  on 
these  policies  and  suggestions  on  standards 
for  the  Tennessee  plan.  When  this  report 
is  finished  it  will  be  published  in  the  Jour- 
nal for  consideration  by  each  member  of 
the  Association.  It  is  hoped  that  soon  after 
publication  the  House  of  Delegates  can 
meet  and  approve,  amend,  or  reject  the 
work  of  the  Committee.  If  approval  is  ob- 
tained, the  details  can  be  worked  out  and 
the  plan  put  into  operation. 


At  present  the  House  of  Delegates  is  on 
record  as  approving  a plan  to  cover  surgery, 
obstetrics,  and  fractures  in  hospital,  office, 
or  home.  It  has  also  approved  attaching 
riders,  where  desired,  to  cover  medical  care 
in  addition  to  surgery,  etc.  By  adding 
these  medical  care  riders  the  premium  will, 
of  necessity,  be  increased,  and  as  the  pre- 
mium increases,  those  who  need  insurance 
most  will  be  unable  to  pay  for  it.  Someone 
has  said  that  insurance  is  like  transporta- 
tion, in  that  everyone  needs  both,  but  there 
are  more  Fords  in  use  than  Cadillacs. 


The  Nursing  Problem 

There  is  much  talk  about  the  scarcity  of 
nurses,  and  many  remedies  are  suggested. 
We  believe  this  scarcity  is  the  result  of 
very  definite  economic  factors,  and  no  rem- 
edy will  be  found  unless  these  factors  are 
taken  into  consideration. 

In  the  first  place,  it  has  been  claimed  that 
the  average  professional  life  of  a nurse  is 
seven  years.  Certainly  it  is  short,  and  lit- 
tle can  be  done  about  that. 

Then  a girl  who  completes  high  school  is 
offered  a number  of  places  where  she  can 
be  profitably  employed.  If  she  can  operate 
a typewriter  and  take  a little  dictation,  she 
can,  in  all  probability,  command  a salary 
of  $100  to  $125  per  month  with  increases 
to  an  average  high  salary  of  $200  to  $250. 
Other  employment  follows  a similar  pat- 
tern. So  in  the  course  of  three  years  this 
girl  will  earn,  say,  $5,000. 

If  she  selects  nursing  as  a profession, 
she  will  work  in  school  and  hospital  for 
three  years.  During  that  time  her  income 
will  be  nothing,  or  worse,  she  will  have  to 
pay  tuition  and  buy  clothing  to  the  tune  of 
perhaps  $200  to  $400  a year.  She  will  in- 
vest in  her  education  $600  to  $1,200  while 
her  high-school  classmate  is  earning  $5,000. 
During  the  next  seven  years  she  may  secure 
300  days  per  year  in  private  duty  nursing 
and  gross  $16,800  for  the  seven  years  of 
her  professional  life,  less  the  expense  of 
three  years  in  hospital  and  four  years  in 
high  school.  Institutional  or  public  health 
nursing  would  pay  about  this  much,  or  less 
for  the  average  nurse. 

So  it  is  evident  that  nursing  cannot  jus- 
tify itself  financially,  and  it  must  be  ad- 
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mitted  that  the  financial  yardstick  is  rather 
extensively  used  at  the  present  time. 

To  make  the  financial  picture  »till  worse, 
and  in  an  effort  to  relieve  the  shortage, 
practical  nurses  are  being  trained  and  ex- 
amined and  licensed  by  the  state.  Girls 
from  eighteen  to  twenty-five  with  two  years 
of  high  school  and  women  from  twenty-five 
to  fifty  with  eighth  grade  education  are 
being  given  a year  of  theoretical  and  prac- 
tical training.  There  are  twelve  weeks’ 
classroom  (thirty  hours  per  week)  and  six 
months  in  hospital  (forty  hours  work  per 
week  plus  two  hours  in  classroom).  For 
these  six  months  the  trainee  receives  two 
meals  per  day,  her  hospital  laundry,  and 
a total  of  $360.  Pay  is  increased  for  the 
last  three  months,  but  hours  depend  on 
work  being  done.  So  a twenty-six-year-old 
eighth-grade  woman  can  in  one  year  earn 
over  $500,  two  meals  a day,  and  hospital 
laundry.  As  a certified  practical  nurse  she 
earns  three-fourths  the  registered  nurse’s 
pay  ($8.00  per  day  at  present  in  Nashville). 

With  three  hundred  days  per  year  at 
$6.00  per  day  for  nine  years  plus  the  $500 
during  her  training  the  practical  nurse 
will  earn  $16,700.  So  in  ten  years  after 
starting  training  the  practical  nurse  will 
gross  $100  less  than  the  registered  nurse. 

Now,  all  of  this  is  not  being  written  to 
discourage  the  practical  nursing  effort.  It 
is  being  related  to  show  how  great  the  nurs- 
ing problem  is.  It  very  clearly  shows  that 
no  girl  would  consider  nursing  because  of 
its  financial  attractiveness.  It  is  written 
as  a tribute  to  those  who,  in  spite  of  these 
monetary  deficiencies,  take  up  the  profes- 
sion of  nursing  for  the  service  they  can 
unselfishly  render  humanity. 


DEATHS 


Don  Collins  Peterson,  M.D. 

Don  Collins  Peterson,  M.D.,  Franklin ; 
University  of  Texas,  Medical  Branch,  Gal- 
veston, 1926;  aged  forty-seven;  died  June 
13,  1948. 


Charles  Brower,  M.D. 

Charles  Brower,  M.D.,  Nashville;  Van- 


derbilt University  School  of  Medicine, 
Nashville,  1885;  aged  eighty-seven;  died 
June  22,  1948. 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
.MoiiiCAN  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


The  ninety-seventh  annual  session  of  the 
American  Medical  Association,  held  in  Chi- 
cago from  June  21-25,  is  history  now,  but  it 
will  be  many  weeks  before  the  convention  is 
forgotten  by  the  thousands  who  attended. 

At  times,  the  hot  weather  which  pre- 
vailed throughout  the  convention  seemed 
almost  unbearable.  Some  doctors  claimed 
that  the  humid  warm  air  shrunk  their  col- 
lars two  full  sizes.  White  shirts  parted 
from  the  backs  of  wooden  chairs  with  a 
noise  like  tearing  paper.  Girls  and  women 
— especially  those  on  duty  at  Navy  Pier — 
could  be  seen  flopping  into  chairs  with  legs 
limp  as  wet  macaroni.  Food  seemed  dis- 
tasteful, sleeping  was  almost  impossible, 
and  many  of  the  visiting  doctors  thought 
the  most  beautiful  sight  in  Chicago  was  a 
bathtub  or  shower  stall. 

During  those  five  warm  days,  the  doctors 
and  their  friends  talked  about  a great  many 
things:  the  Red  Cross  blood  banks;  about 
Dewey  and  Warren  and  Truman;  the  tele- 
vision programs  which  were  sent  by  short 
wave  from  Passavant  Hospital  to  Navy 
Pier  and  the  classrooms  at  Northwestern 
University  Medical  School ; the  adoption  of 
the  new  constitution  and  by-laws ; about  the 
various  prepayment  plans ; and  the  practice 
of  medicine  by  hospitals. 

Past  President  Edward  L.  Bortz,  Phila- 
delphia, said  that  “organized  medicine  has 
never  failed  to  support  any  method  which 
logically  pointed  toward  a higher  level  of 
health  for  the  American  people.” 

And  the  new  incoming  president,  Dr.  R. 
L.  Sensenich,  South  Bend,  Indiana,  made  a 
speech  in  which  he  said  that  the  “general 
levels  of  health  and  added  longevity  accom- 
plished by  health  education,  medical  re- 
search and  development,  and  the  use  of 
new  methods  in  the  prevention  and  treat- 
ment of  disease  marks  scientific  advances 
in  medicine  unequaled  to  any  comparable 
division  of  science.” 
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Aside  from  Speaker  Roy  W.  Fouts,  Oma- 
ha, the  Chairman  of  the  A.  M.  A.  Board  of 
Trustees,  Dr.  Elmer  L.  Henderson  of  Louis- 
ville, Kentucky,  was  one  of  the  busiest  men 
on  the  floor  of  the  House  of  Delegates, 
where  176  representatives  ironed  out  their 
medical  problems  in  true  democratic  fash- 
ion. 

Dr.  Irons  Is  Neiv  President-Elect 

Dr.  Ernest  Edward  Irons,  Chicago,  for 
years  a leader  in  the  field  of  American  med- 
icine, is  the  new  president-elect  of  the 
American  Medical  Association. 

He  will  take  office  at  the  Atlantic  City 
session  in  1949.  The  House  sets  the  dates 
for  that  meeting.  It  will  be  held  from  June 
6-10.  The  1950  session  will  be  held  in  San 
Francisco,  and  the  House,  in  Chicago,  voted 
to  hold  the  1951  session  in  Atlantic  City. 

There  were  two  candidates  for  the  office 
of  president-elect — Dr.  Irons  and  Dr.  Al- 
fred W.  Adson,  Rochester,  Minnesota,  who 
is  chief  neurologic  surgeon  at  the  Mayo 
Clinic  and  professor  of  neuro-surgery  at 
the  Mayo  Foundation  Graduate  School  of 
the  University  of  Minnesota. 

In  addressing  the  House  after  his  elec- 
tion, Dr.  Irons  urged  physicians  all  over  the 
country  to  carry  on  the  fight  against  so- 
cialized medicine,  especially  within  their 
county  societies. 

American  medicine,  he  said,  has  won  a 
few  of  the  preliminary  skirmishes  in  the 
fight  against  forces  that  “have  been  boring 
from  within  like  termites,”  endeavoring  to 
deprive  medicine  of  its  liberties. 

He  warned  the  profession  not  to  be  over- 
confident. 

“We  have  knowledge  that  other  attacks 
are  in  the  offing,”  he  told  the  House.  “The 
fight  we  must  now  enlarge  by  arousing  the 
county  medical  societies  to  participation  is 
not  only  a fight  to  preserve  the  freedom  of 
medicine;  it  is  a fight  to  preserve  American 
democracy  and  the  American  way  of  life.” 

Besides  president-elect,  other  offices  filled 
by  the  House  were : 

Vice-President,  Roy  W.  Fouts,  Omaha. 

Secretary,  George  F.  Lull,  Chicago. 

Treasurer,  Josiah  J.  Moore,  Chicago. 

Speaker,  Francis  F.  Borzell,  Philadel- 
phia. 


Vice-Speaker,  James  R.  Reuling,  Bay- 
side,  New  York. 

Trustees — Gunnar  Gunderson,  La  Crosse, 
Wisconsin  (1953);  Edward  S.  Hamilton, 
Kankakee,  Illinois  (1953);  and  Walter  B. 
Martin,  Norfolk,  Virginia  (1951). 

Judicial  Council,  John  H.  O’Shea,  Spo- 
kane, Washington. 

Council  on  Scientific  Assembly,  Alphonse 
McMahon,  St.  Louis. 

Council  on  Medical  Education  and  Hospi- 
tals— Harvey  B.  Stone,  Baltimore,  and  Wil- 
liam L.  Pressley,  Due  West,  S.  C. 

Council  on  Medical  Service — Henry  B. 
Mulholland,  Charlottesville,  Virginia,  and 
Joseph  D.  McCarthy,  Omaha, 

Dr.  Gunderson,  one  of  the  elected  trus- 
tees, is  past  president  of  the  Wisconsin 
State  Medical  Society  and  president  of  the 
Wisconsin  State  Board  of  Health.  He 
served  eight  years  on  the  Board  of  Regents 
of  the  University  of  Wisconsin  and  succeeds 
Dr.  William  F.  Braasch  of  the  Mayo  Clinic. 

Dr.  Martin,  another  newly-elected  mem- 
ber of  the  Board  of  Trustees,  fills  the  un- 
expired term  of  the  late  Dr.  C.  W.  Roberts 
of  Atlanta,  which  expires  in  1951.  Since 
Dr.  Roberts’  passing,  the  office  has  been 
filled  by  Dr.  Wingate  M.  Johnson,  Winston- 
Salem,  North  Carolina,  under  a temporary 
appointment. 

Delegates  Put  in  Hard  Work 

Members  of  the  House  put  in  many  hours 
of  hard  work.  At  times,  it  seemed  as 
though  resolutions  were  pouring  into  the 
hopper  at  the  rate  of  one  a minute. 

The  much  publicized  New  York  resolu- 
tion proposing  to  amend  the  constitution 
of  the  A.  M.  A.  so  as  to  prohibit  the  ex- 
clusion of  certain  classes  of  physicians  from 
membership  in  component  county  societies 
was  introduced  in  executive  session  and 
referred  to  the  Reference  Committee  on 
Executive  Session.  Drs.  Irons,  Sensenich, 
and  I explained  at  a press  conference  that 
the  A.  M.  A.  has  never  excluded  physicians 
on  the  basis  of  race. 

In  its  report  the  Reference  Committee 
concluded : 

“The  component  medical  society  is  the 
sole  judge  as  to  whom  it  elects  to  member- 
ship provided  the  applicant  shall  meet  the 
medical  requirements  for  membership.” 
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Discuss  Red  Cross  Blood  Banks 

The  House,  meeting  in  executive  session, 
discussed  at  some  length  several  resolutions 
pertaining  to  blood  banks  set  up  by  the 
American  Red  Cross.  All  of  the  resolu- 
tions were  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business.  The  re- 
port of  the  committee  said  in  part: 

“From  the  testimony  presented  at  the 
several  hearings  before  your  Reference 
Committee,  it  is  quite  evident  that  there 
has  been  confusion  and  misunderstanding 
between  local  chapters  of  the  Red  Cross  and 
the  medical  profession  at  local  levels. 

“1.  Local  control  must  be  by  the  county 
medical  society. 

“2.  The  local  medical  society  should  be 
the  contact  in  the  initial  contemplation  of 
inauguration  of  a new  blood  bank. 

“3.  No  publicity  nor  news  release  shall 
be  released  except  by  mutual  consent  of  the 
local  county  medical  society  and  the  local 
chapter  of  the  American  Red  Cross. 

“4.  Difference  of  opinion  in  establish- 
ment or  operation  of  a blood  bank  in  either 
administrative  or  technical  detail  shall  be 
arbitrated  at  state  levels  by  joint  commit- 
tees from  the  state  medical  society  and  the 
American  Red  Cross  . 

“Recognizing  the  professional  ability  of 
the  physicians  constitution,  the  Advisory 
Committee  of  the  American  Red  Cross  and 
the  efforts  they  have  made  in  behalf  of  this 
program,  as  well  as  the  efforts  of  a similar 
committee,  approved  by  the  House  of  Dele- 
gates of  the  A.  M.  A.  in  January,  1948,  your 
Reference  Committee  feels  that  this  inti- 
mate cooperation  should  be  continued. 
However,  it  is  also  the  feeling  of  your  com- 
mittee that  in  a program  of  such  national 
importance,  even  greater  effort  and  coop- 
eration is  needed  in  the  future  to  obtain 
desired  objectives.  Accordingly,  we  rec- 
ommend that  the  committee  of  the  A.  M.  A. 
be  enlarged  to  nine  members  with  definite 
instructions  to  meet  at  stated  intervals  at 
the  call  of  either  the  chairman  of  our  com- 
mittee or  that  of  the  Red  Cross.  The  com- 
mittee of  the  A.  M.  A.  so  appointed  shall 
report  to  the  House  of  Delegates  at  each 
meeting. 

“Your  Reference  Committee  feels  that 
any  provision  of  free  medical  service  or 


supply  to  anyone  without  regard  to  ability 
to  pay  is  in  opposition  to  the  principle  that 
it  is  the  responsibility  of  an  individual  to 
assume  the  obligations  of  medical  expense 
just  as  he  does  for  other  living  expense. 
Your  Reference  Committee  deplores  the 
use  of  the  term  ‘free  blood’  in  the  publicity 
of  the  American  Red  Cross.” 

Study  All  Phases  of  Rebating.  Dr. 
Frank  R.  Ober,  234  Marlborough  Street, 
Boston,  is  Chairman  of  the  A.  M.  A.  com- 
mittee which  was  appointed  to  study  all 
phases  of  rebating.  In  order  to  make  this 
study  as  comprehensive  as  possible,  Dr. 
Ober  would  appreciate  it  if  state  and  county 
medical  society  officers  will  send  him  any 
available  information  they  have  on  the  sub- 
ject. 


AND  WE  QUOTE 



Some  of  our  readers  may  have  suspected 
that  we  were  much  concerned  with  the  prev- 
alence of  mental  indigestion  in  the  United 
States  of  America.  We  have  remarked  re- 
peatedly the  disinclination  of  employers  to 
take  candidates  for  any  kind  of  position 
unless  they  bore  a proper  label  affixed  by 
someone  else.  You  can’t  become  a college 
professor  unless  you  are  a Ph.D.  You  can’t 
be  a Ph.D.  unless  you  are  an  A.M.  You 
can’t  be  an  A.M.  unless  you  are  an  A.B. 
In  the  army  they  call  this  “advancing 
through  the  grades.”  Seemingly,  you  not 
only  get  degrees,  but  you  also  brag  about 
them.  Well,  perhaps  not  exactly  brag,  but 
— you  know — you  look  down  your  nose  at 
those  who  do  not  have  them.  This  is  a fact 
our  returned  veteran  comrades  are  finding 
out. 

It  is  a curious  thing  that  the  United 
States,  a pioneer  country,  comparatively 
speaking,  should  thus  become  so  dependent. 
In  a pioneer  country  a man  was  frequently 
judged  by  what  he  said  he  could  do.  So, 
formerly  in  a western  frontier  town,  with 
or  without  a college  degree,  it  was  thought 
inadvisable,  for  example,  to  say  you  were 
a good  shot  unless  you  were.  Otherwise, 
the  already  proved  best  shot  in  town  might 
feel  moved  to  try  conclusions  with  you. 

Miss  Gretta  Palmer  ( Ladies’  Home  Jour- 
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nal,  December,  1947)  takes  up  the  question 
of  the  difficulty  sick  people  have  in  getting 
nurses  to  take  care  of  them.  There  are 
plenty  of  trained  nurses.  The  only  trouble 
with  them  is  that  they  don’t  want  to  take 
care  of  sick  people.  And  we  don’t  much 
blame  them.  The  heads  of  your  school  of 
nursing  insist  that  you  have  a college  de- 
gree before  you  can  even  become  a proba- 
tioner in  a hospital,  and  that  while  you  are 
learning  to  make  beds,  take  temperatures, 
make  patients  comfortable,  you  are  whisked 
from  the  bedside  to  attend  lecture  courses 
in  “physiology,  anatomy,  microbiology,  ma- 
teria medica,  pathology,  obstetrics,  sociol- 
ogy, pediatrics,  chemistry,  psychiatry,  diet 
therapy,  and  half  a dozen  other  academic 
subjects.” 

That  is  what  is  meant  by  educating  peo- 
ple out  of  their  vocation.  Fancy  a young 
girl,  a college  graduate  before  she  even 
started  her  three  years’  training  course,  a 
twenty-five-year-old,  scientifically  trained 
intelligent  woman,  being  asked  on  her  way 
back  from  such  a didactic,  abstruse  course, 
to  stop  and  rub  the  back  of  a sixteen-year- 
old  primipara  expecting  her  first  baby ! 

Florence  Nightingale  would  not  allow 
educational  qualifications  for  her  nurses. 
She  felt  that  either  you  were  possessed  of, 
or  by,  the  qualifications  that  make  you  a 
successful  nurse  or  you  were  not.  We  sup- 
pose she  felt  herself  to  have  intuition,  or 
some  such  obsolete  and  unscientific  quality. 
If  we  ever  had  to  have  a bad  case  of  typhoid 
fever  on  a desert  island,  we  should  elect  to 
have  a nurse  selected  by  Miss  Nightingale 
rather  than  a college  graduate  primed  with 
the  latest  nuances  of  microbiology. 

It  is  not  understood  how  higher  education 
sneaked  in  and  undermined  the  community 
judgment  that  once  sized  up  a man  by  his 
ability  to  perform.  But  it  has.  It  is  not 
known  how  it  has  destroyed  the  simple 
ambitions  of  the  young  men  and  women 
who  used  to  aspire  to  careers  in  medicine 
and  nursing  just  because  they  felt  they  had 
a vocation  for  them.  But  it  has.  Grievous 
are  the  results  that  higher  education  has 
already  accomplished. 

The  United  States  is  infested  with  highly 
educated  people  who  want  to  do  everything 
except  what  they  were  educated  to  do.  In 
our  darker  moments  we  are  not  even  sure 


that  their  educators  knew  what  they  were 
educating  them  for. 

We  have  baby  specialists  coming  out  aft- 
er five  years  in  the  Army  possessed  with 
the  idea  of  blossoming  forth  suddenly  as 
general  surgeons.  Doubtless  they  feel  that 
those  five  years  have  matured  both  them 
and  their  patients  too  much  to  enable  them 
to  follow  their  original  vocation.  Some 
holders  of  perfectly  useful  M.D.  degrees  are 
content  to  immune  themselves  in  laborato- 
ries and  spend  much  of  their  lives  milking 
mice.  Every  qualified  general  surgeon 
comes  out  of  the  Army  hell  bent  on  becom- 
ing a specialist,  certified  by  a Specialty 
Board,  so  that  he  can  make  money  fast. 
Who  can  blame  a man  who  has  given  five 
of  his  most  productive  and  formative  years 
to  the  service  of  his  country  for  wanting  to 
make  money,  but  how  many  years  is  it 
going  to  take  him  to  do  it  in  that  particular 
way? 

Many  years  ago  one  of  our  leading  uni- 
versities started  its  course  in  Freshman 
English  with  the  question,  “Who  I am  and 

why  I came  to .”  Many  of  the  aspiring 

freshmen  had  great  difficulty  in  answering 
either  half  of  the  question.  It  was  a good 
question,  but  we  think  the  students  would 
have  been  better  off  had  it  been  asked  of 
them  before  they  ever  reached  the  classic 
shade  of  the  university. 

We  suggest  that  the  question  be  revived 
and  that  it  be  asked  of  the  prospective  stu- 
dents. Then  let  it  be  asked  also,  and  this 
is  far  more  important,  of  the  educators, 
“Who  am  I trying  to  educate?  and  what 
for?” — Reprinted  from  the  New  York  State 
Journal  of  Medicine,  No.  1+8,  p.  261+,  191+8. 
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During  August  there  will  be  about  twelve 
hundred  vacationers  living  in  Monteagle.  A 
doctor  is  wanted  to  care  for  these  people 
during  that  month.  A cottage  will  be  fur- 
nished for  a doctor  and  his  family  and  of- 
fice space  is  available.  Both  cottage  and 
office  space  will  be  furnished  free,  and  the 
doctor  chosen  will  keep  all  fees  collected. 
If  interested,  address  Dr.  T.  B.  Zerfoss, 
Monteagle,  or  the  Assembly  Manager, 
Monteagle,  for  further  particulars. 
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The  Twenty-Eighth  Annual  Session  of 
the  Southern  Pediatric  Seminar  is  now  be- 
ing held  in  Saluda,  North  Carolina.  Five 
Tennessee  doctors  are  in  attendance.  They 
are : 

Dr.  Roy  A.  Douglass,  Huntingdon 
Dr.  R.  K.  Galloway,  Nashville 
Dr.  Beulah  M.  Kittrell,  Maryville 
Dr.  C.  E.  Perry,  Jr.,  McMinnville 
Dr.  A.  J.  Willis,  Jonesboro 

Members  of  the  faculty  from  Tennessee 
are : 

Dr.  Amos  Christy,  Nashville 
Dr.  Owen  H.  Wilson,  Nashville 


The  American  Congress  of  Physical  Med- 
icine will  hold  its  twenty-sixth  annual  sci- 
entific and  clinical  session  September  7,  8, 
9,  10,  and  11,  inclusive,  at  the  Hotel  Statler, 
Washington,  D.  C.  Full  information  may 
be  obtained  by  writing  to  the  American 
Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 


Officers  for  the  Tennessee  Radiological 
Society  for  the  year  1948-49  are  Dr.  Frank- 
lin B.  Bogart,  Chattanooga,  President ; Dr. 
Herbert  Francis,  Nashville,  Vice-Presi- 
dent; Dr.  J.  Marsh  Frere,  Chattanooga, 
Secretary-Treasurer. 


MEDICAL  SOCIETIES 


Knox  County: 

May  11:  “Prevention  and  Treatment  of 
Malignant  Melanomas,”  by  Dr.  R.  R. 
Braund,  Memphis. 

May  25:  “The  Anemias,”  by  Dr.  R.  C. 
Kimbrough.  Discussion  by  Drs.  R.  B. 
Wood  and  Phil  Thomas. 

June  8:  “Water  Balance,”  by  Dr.  John 
Dougherty.  Discussion  by  Drs.  Bruce  Pow- 
ers and  William  S.  Muse. 
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ANESTHESIA 

By  H.  M.  Aushkkman,  M.D 
Medical  Arts  Building,  Chattanooga 


Nerve  Block  for  Laryngeal  Tuberculosis.  E.  M. 

Papper  and  E.  A.  Rovenstein.  New  York  State 

Journal  of  Medicine,  Vol.  48,  pp.  622-623,  1948. 

Complete  relief  of  pain  produced  by  talking, 
coughing,  and  swallowing  in  patients  having  a 
tuberculous  larynx  has  been  successfully  produced 
by  novocaine  anesthesia  of  the  superior  laryngeal 
nerves. 

Fifteen  cases  of  pulmonary  tuberculosis  with 
advanced  laryngeal  involvement  are  reported. 
Pain  was  abolished  by  laryngeal  nerve  block  for 
six  weeks  or  more  in  ten  cases,  lessened  in  three 
and  unaffected  in  two.  Bilateral  nerve  block  was 
performed  only  once  in  each  case.  The  tubercu- 
lous lesion  showed  no  change. 

The  technique  used  is  that  described  by  Labat 
in  which  the  patient  is  placed  in  the  supine  posi- 
tion and  a wheal  raised  in  the  skin  just  above  the 
thyroid  notch.  A two-inch  needle  is  introduced 
through  the  wheal  and  advanced  toward  the  hyoid 
bone.  Two  centimeters  of  two  per  cent  procaine 
is  injected  just  below  the  hyoid  cornu.  Within  ten 
minutes  two  centimeters  of  absolute  alcohol  is 
injected. 

The  other  side  is  anesthetized  in  the  same  way 
through  the  same  skin  wheal.  Successful  nerve 
block  relieves  pain  immediately. 

The  superior  laryngeal  nerve  is  accessible  above 
the  point  of  entry  into  the  larynx  through  the  thy- 
rohyoid membrane,  between  the  great  cornu  of 
the  hyoid  bone  and  the  superior  cornu  of  the  thy- 
roid cartilage. 


Hazards  of  Anesthesia  for  Minor  Surgery.  W.  H. 

Cassels  and  L.  L.  Teplinsky.  Surgical  Clinics, 

North  America,  Vol.  28,  pp.  228-240.  1948. 

Anesthesia  for  minor  surgical  procedures  is 
often  considered  safe — a whiff  of  gas  or  a little 
pentothal  may  be  more  dangerous  than  for  major 
operations  because  preoperative  attention  to  the 
patient  is  minimal  and  emergency  facilities  mea- 
ger. In  emergency  surgery,  proper  preparation 
of  the  patient  is  often  not  practical  and  the  stom- 
ach may  not  be  empty.  Therefore,  a tilt  table 
should  be  used  and  suction  apparatus  available. 
Preoperative  sedation  with  morphine,  atrophine, 
or  scopolamine  should  be  given  intravenously  if 
there  is  not  adequate  time  for  subcutaneous  injec- 
tion. 

The  hazards  of  anesthesia  may  be  classified  as 
respiratory  and  circulatory.  Respiratory  failure 
may  be  due  to  arrested  breathing  or  obstructed 
airway  or  both,  and  oxygen  under  pressure  is 
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urgently  required.  If  oxygen  is  not  available, 
mouth  to  nose  or  mouth  to  mouth  breathing  or 
manual  methods  of  artificial  respiration  may  be 
added. 

Obstruction  from  the  tongue  dropping  back  into 
the  throat  is  the  most  common  cause  of  respiratory 
obstruction.  This  may  be  corrected  by  holding 
the  jaw  up  and  forward  or  by  an  artificial  pharyn- 
geal tube. 

Laryngeal  spasm,  which  is  more  apt  to  occur 
with  pentothal  anesthesia,  may  cause  obstruction. 
It  may  be  necessary  to  intubate  the  patient  with 
an  endotrachael  tube  if  either  aspiration  of  the 
mucous  from  the  pharynx  or  removal  of  the  irri- 
tant fails  to  give  relief. 

In  emergency  anesthesia  the  air  passages  may 
be  blocked  by  food,  false  teeth,  chewing  gum,  to- 
bacco, or  other  debris.  Care  should  be  exercised 
to  see  that  such  foreign  material  is  removed  pre- 
operatively. 

Cardiac  arrest  and  circulatory  collapse  may  be 
caused  by: 

1.  Vagovagal  stimulation,  causing  reflex  arrest. 
Pentothal  anesthesia  during  surgery  about  the 
neck  may  be  a causative  factor  in  this  type  of 
stimulation. 

2.  Overdose  of  anesthetic  agent,  such  as  ether, 
may  cause  a vasomotor  dilatation  resulting  in 
blood  pressure  fall  and  cardiac  failure.  The  my- 
ocardial depression  is  particularly  common  with 
ethyl  chloride  or  chloroform  anesthesia.  The  con- 
duction time  of  the  heart  is  slowed  by  cyclopro- 
pane. 

3.  Ventricular  fibrillation  occurs  more  common- 
ly with  chloroform  or  ethyl  chloride  anesthesia. 

4.  Acute  oxygen  insufficiency.  Prompt  treat- 
ment is  imperative.  The  head  should  be  lowered 
and  artificial  respiration  begun.  If  cardiac  ac- 
tivity does  not  begin  in  one  minute,  the  second 
minute  should  be  spent  in  preparing  for  abdominal 
incision.  At  the  end  of  the  second  minute  the 
incision  is  made  and  the  heart  is  squeezed  rhyth- 
mically about  sixty  times  per  minute,  thus  setting 
up  circulatory  respiration. 

Sudden  circulatory  and  respiratory  failure  most 
frequently  occur  during  rapid  induction  and  more 
often  with  chloroform,  ethyl  chloride,  or  vinyl 
ether.  The  treatment  is  the  same  as  that  for 
cardiac  arrest. 

Local  anesthesia  agents  may  produce  toxic  re- 
actions which  are  manifested  by  circulatory  de- 
pi'ession  and  central  nervous  stimulation.  Either 
may  be  fatal.  The  factors  leading  to  toxic  mani- 
festations are  sensitivity,  overdose,  concentration, 
and  rate  of  absorption.  The  collapse  of  the  cir- 
culatory system  is  combatted  by  the  administra- 
tion of  a vasopressor  such  as  epinephrine  intra- 
muscularly or  intravenously,  lowering  of  the 
patient’s  head,  and  administration  of  oxygen,  and 
if  necessary,  artificial  respiration. 

Central  nervous  system  effects  are  combatted 
best  by  the  injection  of  a rapidly  acting  barbiturate 
such  as  pentothal  and  the  administration  of  oxy- 
gen. If  necessary,  artificial  respiration  should  be 
started  at  once. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Digitoxin  Intoxication.  Arthur  M.  Master,  M.D., 

New  York.  The  Journal  of  the  American  Med- 
ical Association,  Vol.  137,  No.  6,  pp.  531-534, 

June,  1948. 

During  recent  years  there  has  been  an  intensive 
investigation  to  find  a digitalis  glycoside  which  is 
stable,  of  uniform  strength,  nonirritating  to  the 
stomach,  readily  absorbed  from  the  gastrointes- 
tinal tract,  quickly  eliminated  from  the  body,  and 
without  excessive  cumulative  action.  Lanatosid 
C,  digoxin,  strophanthin,  and  digitoxin  have  been 
used. 

Digitoxin  has  practically  replaced  digitalis  leaf 
mainly  due  to  the  recommendations  of  Gold,  who 
has  recommended  a single  full  digitalizing  dose  of 
1.2  milligrams,  followed  by  .2  milligram  daily  for 
maintenance. 

Digitalis  intoxication  is  being  encountered  more 
and  more  frequently  because  of  indiscriminate  use 
of  digitoxin  by  physicians  not  familiar  with  its 
clinical  use. 

Nine  cases  of  digitoxin  intoxication  are  report- 
ed. The  symptoms  include  nausea,  vomiting, 
blurred  and  yellow  vision,  abdominal  cramps,  diar- 
rhea, restlessness,  mental  confusion,  disorientation, 
and  psychosis.  Premature  contractions,  tachycar- 
dias from  various  focci,  auricular  fibrillation,  au- 
ricular flutter,  partial  and  complete  heart  block 
were  observed. 

Clinical  observations  confirm  the  pharmacologic 
fact  that  digitoxin  has  the  greatest  cumulative 
action  and  the  slowest  dissipation  rate  of  all  of 
the  glycosides. 

Since  the  therapeutic  dose  of  all  digitalis  drugs 
is  approximately  fifty  to  sixty  per  cent  of  the 
toxic  dose,  a relatively  small  overdose  may  cause 
a toxic  1‘eaction.  The  administration  of  digitoxin, 
like  that  of  any  other  preparation  of  digitalis,  is 
an  individual  clinical  experiment  because  of  the 
variability  in  absorption,  excretion,  and  in  thera- 
peutic effect. 

The  dosage  of  1.2  milligrams  as  a single  digi- 
talizing dose  and  of  .2  milligram  for  maintenance 
has  often  been  applied  indiscriminately  to  patients 
regardless  of  weight  and  without  proper  surveil- 
lance of  the  patient.  It  must  be  remembered  that 
the  dosage  of  digitoxin  varies  considerably  in  dif- 
ferent patients. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

649  Doctors  Building,  Nashville 

Phenolsulfonphthalein  as  a Test  for  the  Determi- 
nation of  Tubal  Patency.  George  Speck,  M.D., 
Arlington,  Virginia. 

This  communication  introduces  a test  for  the 
determination  of  tubal  patency  which  is  simple, 
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physiologic,  and  safe.  Phenolsulfonphthalein 
(PSP)  is  instilled  into  the  uterine  cavity,  and  at 
the  end  of  thirty  minutes  the  bladder  is  cathe- 
terized.  If  the  urine  turns  red  or  pink  when 
alkalinized,  the  tubes  are  considered  patent;  if 
there  is  no  discolorization,  the  tubes  are  considered 
closed.  Based  upon  animal  and  human  experi- 
ments, it  was  found  that  PSP  is  not  easily  absorbed 
(if  at  all)  from  the  normal  vaginal  mucosa,  endo- 
metrium, or  endosalpinx,  but  is  readily  absorbed 
from  the  peritoneum.  Thus,  if  the  tubes  are  pat- 
ent, the  PSP  will  pass  from  the  uterus  into  the 
tubes  and  into  the  peritoneal  cavity  where  it  is 
absorbed,  carried  to  the  kidneys,  and  excreted, 
giving  rise  to  a positive  test.  If  the  tubes  are 
closed,  this  will  not  occur  and  the  test  will  be 
negative.  The  thirty-minute  period  was  chosen 
for  two  reasons:  (1)  PSP  was  recovered  in  every 
instance  within  twenty-five  to  thirty  minutes  when 
injected  into  the  peritoneal  cavity  of  rabbit  does; 
and  (2)  if  the  PSP  should  be  slowly  absorbed  from 
the  tube  or  uterus,  it  would  not  interfere  with  the 
efficiency  of  the  test.  Details  of  the  technique  are 
given  with  case  studies.  The  PSP  test  is  neither 
costly  nor  dangerous  and  can  be  easily  performed. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Studies  in  Occupational  Morbidity  (2).  Ian  Suth- 
erland and  G.  P.  B.  Whitwell.  British  Journal 
of  Industrial  Medicine,  Vol.  5,  p.  77,  April,  1948. 

Doctors  Sutherland  and  Whitwell,  of  the  Insti- 
tute of  Social  Medicine,  Oxford,  completed  a study 
on  occupational  morbidity.  The  investigation  was 
based  on  the  absenteeism  resulting  from  sickness 
and  accidents  in  two  factories  in  1946,  which  cov- 
ered 4,341  males  and  473  females,  and  included 
weekly  and  monthly  clerical  personnel  as  well  as 
production  and  nonproduction  workers.  Absen- 
teeism records  were  kept  in  accordance  with  a 
system  recommended  by  the  Industrial  Health  Re- 
search Board,  and  certified  sickness  was  classified 
into  seven  main  groups,  with  the  findings  as  fol- 
lows: 

1.  Men  engaged  in  productive  work  had  a lower 
incidence  of  certified  illness  with  a lower  lost-time 
rate  than  those  employed  in  nonproductive  units. 
This  may  possibly  be  due  to  a selective  factor,  the 
less  fit  men  taking  lighter  jobs. 

2.  Male  clerical  workers  who  were  on  the  weekly 
pay  roll  had  a greater  incidence  of  certified  sick- 
ness and  a higher  lost  time  rate  than  those  on  the 
monthly  roll.  It  was  suggested  that  a combination 
of  socio-economic  and  occupational  factors  might 
play  a part,  and  there  is  a distinct  possibility  of 
discrepancies  in  the  clinical  records  of  monthly 
workers. 

3.  Both  factories  examined  showed  “colds  and 


influenza”  had  a higher  incidence  than  any  other 
cause-group,  particularly  among  females,  while 
the  average  duration  of  absence  among  men  for 
this  cause  was  less  than  other  diseases. 

4.  “Digestive  diseases”  had  a high  incidence,  and 
the  least  important  group,  from  the  points  of  view 
of  lost  time  and  incidence,  was  “nervous  disor- 
ders.” This  is  in  contrast  to  the  recently  pub- 
lished work  by  Fraser,  “The  Incidence  of  Neurosis 
Among  Factory  Workers,”  Industrial  Health  Re- 
search Board,  Report  No.  90,  1947. 

5.  Long  absenteeism  was  defined  as  one  which 
caused  a loss  of  thirty  working  days  or  more  dur- 
ing 1946.  In  Factory  A the  percentage  of  occur- 
rence involving  long  absence  varied  from  2.1  per 
cent  for  colds  and  influenza  to  32.8  per  cent  for 
accidents  at  work.  The  finding  that  lost  time  acci- 
dents frequently  disabled  the  worker  for  a long 
period  stressed  again  the  importance  of  an  active 
accident  prevention  program  in  industry  and  the 
need  for  research  into  predisposing  causes. 

6.  Among  clerical  workers  in  Factory  A,  fe- 
males had  the  higher  crude  and  age-specific  sick- 
ness rate.  In  the  production  department,  there  is 
little  difference. 

7.  Of  those  employed  throughout  the  year,  in 
Factory  A 38  per  cent  of  the  males  and  16  per  cent 
of  the  females  had  no  sickness  absenteeism,  certi- 
fied or  uncertified.  This  difference  between  the 
sexes  disappeared  on  comparing  the  percentage 
who  had  no  certified  absence,  i.e.,  71  per  cent  of  the 
males,  70  per  cent  of  the  females. 

8.  Uncertified  absence  was  responsible  for  be- 
tween 20  to  25  per  cent  of  time  lost  at  Factory  A. 
Further  study  is  needed  of  the  causes  leading  to 
this  considerable  loss  of  work  time. 

9.  The  percentage  of  possible  work  time  lost 
from  certified  sickness  in  both  plants  rose  to  a 
high  in  February  and  dropped  to  a minimum  in 
July,  the  former  being  more  than  double  the  latter. 

10.  The  authors  believe  that  evidence  exists 
towards  the  premise  of  occupational  “sickness- 
proneness.” 


Boils  and  Infected  Hands:  An  Epidemiological 
Investigation.  G.  P.  B.  Whitwell  and  Ian  Suth- 
erland. British  Journal  of  Industrial  Medicine, 
Vol.  5,  p.  88,  April,  1948. 

The  Institute  of  Social  Medicine  at  Oxford  had 
Doctors  Whitwell  and  Sutherland  investigate  the 
epidemiology  of  furuncles  and  infected  hands  in 
factories.  The  period  covered  was  April,  1943,  to 
March,  1947.  Two  other  plants,  remote  from  the 
first  and  from  each  other,  were  studied  from  April, 
1946,  to  March,  1947.  In  this  year  the  average 
population  of  the  three  factories  combined  was 
over  8,000. 

During  the  period  of  the  four-year  study  in 
one  factory  the  incidence  in  both  furuncles  and 
septic  hands  increased  greatly.  For  furuncles, 
the  incidence  of  the  final  year  doubled  that  of  the 
first  year  with  a more  marked  increase  in  women 
than  men.  There  was  no  evidence  that  in  this 
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epidemic  of  1946-1947  the  septic  hands  were  re- 
lated to  demobilization  nor  associated  with  ton- 
sillitis or  scabies.  In  about  25  per  cent  of  a ran- 
dom group  of  septic  hand  cases  there  seems  to 
have  been  a persistent  carrier-state,  as  indicated 
by  recurrent  lesions. 

There  seems  to  be  a certain  incidence  pattern 
common  to  different  years,  different  areas,  and 
both  types  of  sepsis.  The  peak  incidence  is  in  the 
fourth  quarter  ( October-November) , and  the  mini- 
mum in  the  first  quarter  of  the  year. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-DiUon  Building,  Nashville 


The  Placental  Stages  and  Post  Partum  Hemor- 
rhage. William  J.  Dieckmann,  Lester  D.  Odell, 
Victor  M.  Williger,  Arthur  G.  Seski,  and  Russell 
Pottinger.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  54,  pp.  415-427,  September, 
1948. 

The  prevention  of  post  partum  hemorrhage  is 
much  easier  than  the  treatment.  Prevention  be- 
gins with  the  proper  conduct  of  the  terminal  phase 
of  the  second  stage  of  labor.  With  patients  under 
analgesia,  anesthesia,  and  on  hospital  beds,  etc., 
one  can  no  longer  speak  of  normal  deliveries. 
However,  if  one  imitates  the  normal  mechanism  of 
labor,  results  will  be  markedly  improved.  For  a 
proper  separation  of  the  placenta,  it  is  of  the 
utmost  importance  that  the  baby  be  delivered 
slowly — in  stages  with  a thirty-  to  sixty-second 
pause  after  the  delivery  of  each  shoulder — requir- 
ing a total  of  at  least  three  minutes.  Thus  the 
uterine  wall  is  given  time  to  contract  and  retract, 
thereby  tearing  itself  away  from  the  placenta. 
The  latter  has  usually  separated  within  less  than 
one  minute.  After  the  fetus  has  been  expelled,  and 
as  soon  as  the  uterus  retains  its  globular  form,  it 
should  be  compressed  but  not  pushed  into  the 
pelvis.  When  the  placenta  is  in  the  vagina  it 
should  be  extracted  by  pulling  on  the  cord.  The 
authors  do  not  believe  that  an  oxytocic  is  necessary 
for  the  separation  of  the  placenta;  but  since  pa- 
tients are  not  under  normal  conditions — anesthesia, 
etc. — they  believe  that  one  unit  of  solution  of  pos- 
terior pituitary  or  .2  to  .4  milligram  of  ergotrate 
should  be  injected  intravenously  after  the  posterior 
shoulder  if  the  doctor  is  experienced;  if  he  is  not, 
then  after  the  delivery  of  the  placenta.  This  will 
prevent  excessive  bleeding  after  the  placenta.  The 
authors’  nurses  give  many  of  the  intravenous  in- 
jections. The  authors  believe  that  intravenous 
injections  of  pituitary  are  much  more  efficacious 
in  producing  uterine  contractions  than  ergotrate, 
but  the  latter  has  a longer  action. 

If  the  placenta  cannot  be  delivered  and  there 
is  no  bleeding,  one  may  wait,  at  a maximum  of  one 
hour,  but  all  retained  placentas  should  be  man- 
ually removed  at  the  end  of  this  time.  Nothing  is 
gained  by  waiting  hours  for  the  separation  of  the 
placenta,  and  the  authors’  resident  staff  is  in- 


structed, if  there  is  no  bleeding,  to  remove  the 
placenta  manually  within  one  hour  at  a maximum 
and  usually  within  15  minutes  after  delivery. 

Uterine  hemorrhage  is  treated  by  the  immediate 
removal  of  the  placenta,  manually  if  necessary, 
or  after  the  third  stage  by  manual  palpation  of 
the  uterine  cavity  and  visual  inspection  of  the 
vagina  and  cervix.  One  of  the  above  oxytocics 
should  be  injected  intravenously  and  repeated  one 
time.  At  the  same  time  the  uterus  should  be 
massaged  briskly  through  the  abdominal  wall.  If 
the  bleeding  continues,  the  uterus  must  be  packed. 
A transfusion  of  1,000  milliliter  or  more  of  blood, 
if  necessary,  must  be  given  at  once.  Periodic  hem- 
oglobin or  hematocrit  determinations  must  be 
made. 

Studies  of  post  partum  hemorrhage  occurring 
after  the  tenth  day  are  still  being  continued.  Dur- 
ing the  last  six  months  of  1946  there  was  one  curet- 
tage because  of  hemorrhage  two  weeks  post  partum. 
In  preceding  similar  periods,  the  number  has  var- 
ied from  five  to  twelve.  Manual  exploration  of 
the  uterus  in  these  patients  was  given  up  many 
years  ago  because  of  the  high  mortality  from  in- 
fection. The  uteri  are  curetted  with  a large  dull 
curette.  Only  in  rare  instances  has  a piece  of 
placental  tissue  been  found.  The  usual  finding  is 
thrombosed  vessels  from  the  placental  site.  The 
authors  think  the  delayed  post  partum  hemorrhage 
may  be  due  to  faulty  involution  of  the  placental 
site  resulting  from  the  ergotrate. 

There  have  been  several  reports  about  the  dan- 
gers of  shock  and  death  from  injections  of  solution 
of  posterior  pituitary.  In  a rather  long  period  of 
full-time  obstetrics,  the  senior  author  has  encoun- 
tered one  patient  who  is  unusually  sensitive  to 
pituitary.  He  has  seen  infrequent  reactions  from 
this  drug,  but  none  fatal  or  alarming  other  than 
those  due  to  rupture  of  the  uterus  from  tetanic 
contraction.  In  the  present  study,  over  2,000  pa- 
tients have  received  one  or  two  units  of  pituitary 
during  the  terminal  portion  of  the  second  or  third 
stage  of  labor,  and  there  have  been  no  recorded 
reactions  attributable  to  the  drug. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Removal  of  the  Wrong  Eye.  H.  M.  Traquair. 

Archives  of  Ophthalmology,  January,  1948. 

The  most  terrible  disaster  which  can  occur  to 
the  ophthalmic  surgeon  and  to  the  patient  is  “re- 
moval of  the  wrong  eye.”  It  might  be  thought 
that  this  accident  is  merely  a possible,  but  un- 
likely, danger,  about  which  teachers  should  warn 
students  but  which  has  never  actually  occurred. 
There  is,  nevertheless,  abundant  evidence  that  this 
catastrophe  has  actually  occurred.  The  earliest 
reference  to  the  matter  which  the  author  found 
was  that  of  Mauthner,  who  wrote  in  1881  that 
he  had  been  present  when  the  mistake  was  nearly 
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made  in  a case  of  sympathetic  ophthalmia.  A 
quotation  from  Elschnig  indicates  that  a case  had 
occurred  within  his  knowledge.  The  author  states 
that  of  over  sixty  textbooks  on  ophthalmology  and 
ophthalmic  surgery  published  prior  to  1898,  exam- 
ination of  thirty-seven  available  revealed  mention 
of  the  subject  in  only  one.  Only  four  of  fourteen 
books  published  since  1898  and  two  later  editions  of 
older  work  (Lawson  and  Czermak)  contain  such 
references.  Recent  works  do  not  mention  the 
subject.  Sattler  (F.  von  Graefe  and  T.  Saemisch, 
Handbuch  der  gesamten  Augenheilkunde,  Leipzig, 
W.  Engelmann,  1922  (Sattler))  appears  to  give 
the  latest  reference.  Of  eight  direct  references, 
only  one  is  British,  the  rest  being  German  and 
American.  The  diseases  concerned,  in  actual  in- 
stances, have  been  intraocular  tumor,  glaucoma, 
and  sympathetic  ophthalmia,  probably  chiefly  the 
first.  Nothing  is  known  as  to  even  the  approxi- 
mate number  of  cases.  As  might  be  expected,  in 
every  known  case  a general  anesthetic  was  used. 
In  operations  on  infants  and  young  children  the 
risk  must  be  taken,  and  it  is  the  duty  of  the  sur- 
geon to  take  proper  precautions  personally,  and 
not  to  delegate  such  an  important  responsibility. 
The  eye  should  be  examined  immediately  before  the 
operation,  while  the  patient  is  on  the  table.  If  a 
general  anesthetic  is  to  be  given  either  to  an  adult 
or  to  a child,  administration  should  not  be  com- 
menced until  the  surgeon  is  present. 

The  only  infallible  preventive,  if  any  measure 
can  be  infallible,  is  the  use  of  local  analgesia.  This 
method  should  be  adopted  in  all  cases  of  adults  in 
which  the  eye  to  be  removed  does  not  obviously  and 
distinctly  differ  in  external  appearance  from  the 
other.  A paragraph  on  this  subject  should  be 
included  in  every  textbook  in  which  removal  of 
the  eye  is  mentioned. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Preliminary  Report  on  Chronic  Ulcerative  Proc- 
tocolitis Cases  Treated  with  Cod  Liver  Oil  In- 
stillations. Frank  II.  Murray,  M.D.,  F.A.C.S., 
Philadelphia,  Pennsylvania.  Transactions, 
American  Proctologic  Society,  1942. 

The  patient  is  placed  in  the  inverted  or  knee- 
chest  position,  and  the  tip  of  an  one-ounce  all-glass 
catheter  syringe  is  inserted  through  the  anal  aper- 
ture and  an  ounce  of  cod-liver  oil  instilled  into  the 
rectum.  The  treatments  are  given  once  a week. 
The  patient  is  kept  in  the  inverted  position  for 
twenty  minutes  following  the  instillation  of  the 
oil.  He  is  then  requested  to  go  home  and  remain 
in  a reclining  position  in  order  to  retain  the  oil 
for  several  hours.  In  the  cases  passing  consider- 
able blood,  instillations  are  given  twice  a week. 


Lately  some  of  these  cases  have  been  receiving 
instillations  three  times  a week. 

Doctors  Bargen,  Jackman,  and  Kerr  presented 
a paper  on  “Chronic  Ulcerative  Colitis”  and  gave 
the  following  types:  (1)  mild  throughout;  (2)  in- 
termittent with  declining  severity;  (3)  septic  with 
complete  recovery;  (4)  constant  without  remis- 
sion; (5)  slowly  progressive  without  remission; 
(6)  intermittent  with  progressive  severity;  (7) 
insidious  onset  with  slow  progression  changing  to 
a fulmination  condition  and  ending  fatally;  and 
(8)  fulmination  throughout  and  ending  fatally.  I 
believe  the  patient  in  this  series  of  cases  comes 
under  the  first  three  classifications  of  these  just 
described. 

All  of  the  cases  have  been  improved  after  the 
use  of  cod-liver  oil  instillations.  From  the  start 
of  the  treatments  the  patients  have  fewer  stools, 
have  less  bleeding,  and  gains  more  confidence  in 
their  sphincter  control.  Their  nervous  apprehen- 
sion is  gradually  allayed,  their  appetite  improved, 
they  develop  new  interest,  they  gain  weight,  and 
many  of  their  other  symptoms  are  greatly  re- 
lieved. 

This  series  of  cases  have  been  studied  to  exclude 
amebic  and  bicillary  dysentery,  cancer  and  multi- 
ple adenoma,  tuberculosis,  syphilitis,  lymphopa- 
theic,  pellagra,  allergies,  and  deficiency  diseases. 
Smears  and  cultures  were  taken  from  rectum  and 
hot  stool  examinations  were  made.  Complete  blood 
counts,  blood  Wassermann,  single  and  double  con- 
trast barium  enema  X-ray  pictures  were  taken. 
Digital  and  proctoscopic  examinations  were  made 
at  the  first  consultation,  and  sigmoidoscopic  exam- 
inations were  made  at  various  times  throughout 
the  course  of  treatment.  In  nearly  all  the  patients 
the  disease  was  confined  to  the  rectum,  and  few 
in  the  rectosigmoid.  In  these  cases  that  show 
improvement,  treatments  are  lengthened  to  instil- 
lation every  two  weeks,  and  then  once  a month, 
after  which  the  case  is  discharged. 

Of  the  twenty-one  cases  treated,  eight  were 
males,  thirteen  were  females.  The  youngest  was 
a female  aged  twelve  years;  the  oldest  was  a male 
aged  seventy-six  years.  All  were  white.  The 
average  age  was  thirty-nine  years.  The  shortest 
duration  of  the  disease  was  six  weeks,  and  the 
longest  duration  was  twenty-two  months. 

The  cod-liver  oil  therapy  alone  or  in  conjunc- 
tion with  other  treatment  is  of  apparent  value  in 
mild  cases  of  chronic  ulcerative  colitis.  Whether 
this  type  treatment  would  be  beneficial  to  the  more 
severe  type  of  chronic  ulcerative  colitis,  I am  not 
prepared  to  say  since  none  of  the  patients  I have 
treated  in  the  past  three  years  have  been  of  the 
severe  type.  It  is  neither  the  intent  nor  the  pur- 
pose in  this  case  presentation  to  evaluate  cod-liver 
oil  therapy,  but  rather  to  give  my  experience  in  its 
use. 
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WANTED:  Director  for  School  Health 
Service,  City  Public  Schools,  Nashville,  Ten- 
nessee. M.D.  required.  M.A.  in  Public 
Health  desirable  but  not  essential  if  appli- 
cant has  had  public  health  experience.  Age 
preferred  30-40.  Beginning  salary  $6,000. 

This  position  offers  opportunity  to  serve 
850  teachers  and  26,000  public  school  chil- 
dren. The  staff  includes  two  assistant  direc- 
tors, with  M.D.'s,  12  staff  nurses,  a health 
coordinator  and  two  clerks.  Write  W.  A. 
Bass,  Superintendent,  City  Public  Schools, 
Nashville  3,  Tennessee. 


Why  Advertising  Pa  ys 

The  official  State  Medical  Journal 
is  read  by  physicians  in  active 
practice.  They  are  the  doctors 
who  buy  products  and  prescribe 
them  for  their  patients. 

The  State  Medical  Journal  is  joint- 
ly owned  by  its  readers.  They  have 
a personal  interest  in  patronizing 
their  own  advertisers. 

The  Journal  intensively  covers  its 
own  field. 

All  advertising  is  carefully  edited. 
Questionable  advertising  is  ex- 
cluded. Readers  know  the  adver- 
tising pages  are  trustworthy. 
Ethical  advertisers  are  solicited. 
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ON  THE  KRATZVtLLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  L.  Crane,  M.D.,  Ph.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Director 
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/ • STOP  is  often  easier  said  than  done 
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/ 

/ 

/ 

/ 

/ 

4 STOP  is  now  almost  as  easily  done  as  said,  when  bleeding  must  be 
baited.  Gelfoam*,  an  absorbable  hemostatic  gelatin  sponge, 
quickly  arrests  the  flow  of  blood  in  a large  variety  of  surgical 
wounds.  Oozing  surfaces,  capillary  bleeding,  trickling  from 
small  veins,  hemorrhage  following  resection  yield  readily  to 
its  hemostatic  powers.  Cut  or  molded  to  the  desired  shape 
and  applied  with  or  without  thrombin,  Gelfoam  may  be  left 
in  situ  to  be  absorbed  without  harmful  tissue  reaction. 

Trademark,  Reg.  U.  S.  D.ic.  Off. 

Gelfoam 


Upjohn 


fine  pharmaceuticals  since  1886 
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DIAPHRAGMATIC  HERNIA* 

B.  R.  KIRKLIN,  M.D.,  Section  on  Roentgenology,  Mayo  Clinic,  Rochester,  Minnesota 


The  present  practical  understanding  of 
diaphragmatic  hernia  is  of  such  recent  de- 
velopment that  sometimes  it  is  still  difficult 
to  realize  that  this  lesion  is  not  a pathologic 
curiosity,  of  interest  chiefly  to  certain  spe- 
cialists, but  a common  affection  that  should 
constantly  be  kept  in  mind  by  general  prac- 
titioners, internists  and  roentgenologists. 

Before  1920,  the  literature  of  diaphrag- 
matic hernia  consisted  mainly  of  scattered 
reports  of  single  cases  observed  at  opera- 
tion or  necropsy.  But  in  the  next  two 
decades,  in  the  twenties  and  thirties,  con- 
tributions to  the  subject  multiplied  vastly, 
and  knowledge  of  the  causes,  morbid  anat- 
omy, symptoms  and  diagnosis  of  the  con- 
dition was  greatly  expanded  and  system- 
atized. This  was  precisely  the  period  dur- 
ing which  the  roentgenology  of  the  alimen- 
tary canal  made  extraordinary  progress 
both  in  efficiency  and  extent  of  employment, 
and  since  the  stomach  or  bowel  is  com- 
monly implicated  in  diaphragmatic  hernia, 
roentgenologic  examination  brought  to 
light  hundreds  of  unsuspected  cases.  At 
the  Mayo  Clinic  diaphragmatic  hernia  is 
found  in  from  1 to  2 per  cent  of  all  roent- 
genologic examinations  of  the  alimentary 
canal.  This  fact  indicates  the  high  inci- 
dence of  the  affection. 

Symptoms  include  epigastric  pain,  which 
is  most  common,  nausea,  vomiting,  bloating, 


*Read  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  Nashville,  Tennessee,  April 
13,  14,  15,  1948. 


belching,  heartburn,  bleeding,  dysphagia 
and  dyspnea.  These  manifestations  vary 
in  severity  and  in  their  manifold  combina- 
tions. They  are  often  slight,  sometimes 
completely  absent  and  seldom  strongly  in- 
dicative or  even  suggestive  of  hernia  be- 
cause they  may  arise  from  so  many  other 
affections  of  the  alimentary  canal.  At  the 
clinic  90  per  cent  of  these  hernias  are 
found  more  or  less  unexpectedly  at  routine 
roentgenologic  examination  of  the  stomach. 
In  the  remaining  10  per  cent  of  cases  the 
patient  comes  with  the  diagnosis  already 
made,  or  the  clinical  history  is  suggestive, 
or  routine  roentgenograms  of  the  thorax 
reveal  abnormalities  that  may  be  due  to 
hernia  and  call  for  further  roentgenologic 
examination.  In  any  case  roentgenologic 
examination  must  be  looked  to  for  complete 
and  confident  diagnosis. 

In  view  of  the  roentgenologist’s  respon- 
sibility for  disclosing  these  hernias,  his 
standard  examination  of  the  stomach 
should  provide  for  this  contingency.  Since 
a great  preponderance  of  the  hernias  occur 
at  the  esophageal  hiatus,  this  region  should 
be  inspected  carefully  while  the  first  swal- 
lows of  the  barium  mixture  are  taken. 
Common  manifestations  of  hernia  include 
displacement  or  hooklike  curvature  or  an- 
gulation of  the  lower  end  of  the  esophagus, 
retardation  of  the  barium  mixture  at  the 
hiatus,  and  disparity  between  the  upper 
level  of  the  gastric  contents  and  the  site 
of  the  hiatus.  What  seems  to  be  high  hour- 
glass deformity  of  the  stomach  may  prove 
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to  be  a hernia.  A conclusive  test  of  dia- 
phragmatic hernia  is  the  demonstration  of 
a portion  of  an  abdominal  viscus  above 
the  diaphragm.  To  determine  this,  the  cur- 
vilinear shadow  of  the  diaphragm  can  usu- 
ally be  traced.  Some  of  the  hernias  that 
are  spontaneously  reduced  when  the  patient 
stands  can  be  reproduced  by  manual  pres- 
sure over  the  upper  part  of  the  abdomen. 
If  this  maneuver  fails,  roentgenoscopic  and 
roentgenographic  study  with  the  patient  re- 
cumbent and  strongly  tensing  his  abdom- 
inal muscles  can  generally  be  relied  on  to 
elicit  or  exclude  a hernia.  Obviously,  her- 
nia in  which  only  the  small  bowel  or  colon 
is  present  cannot  be  demonstrated  or  ex- 
cluded definitely  without  tracing  the  barium 
meal  or  employing  the  barium  enema.  Of 
course  these  manifestations  vary  as  to  their 
presence  or  emphasis  with  the  site  of  the 
lesion,  the  viscus  herniated  and  the  magni- 
tude of  the  hernia. 

Among  the  many  classifications  of  dia- 
phragmatic hernia  that  have  been  offered, 
I regard  that  proposed  by  Harrington  as 
most  practicable  and  satisfactory  to  all  con- 
cerned. Items  in  this  classification  that 
are  of  greatest  importance  are  as  follows : 
(1)  hernia  through  the  esophageal  hiatus, 
of  which  there  are  four  varieties;  (2)  her- 
nia through  the  foramen  of  Morgagni;  (3) 
pleuroperitoneal  hernia ; (4)  hernia  through 
congenital  defects  in  the  diaphragm;  (5) 
congenital  absence  of  the  hemidiaphragm ; 
(6)  posttraumatic  hernia. 

Hernias  Through  the  Esophageal 
Hiatus 

These  constitute  98  per  cent  of  the  dia- 
phragmatic hernias,  and  are  found  in  more 
than  1 per  cent  of  all  roentgenologic  ex- 
aminations of  the  stomach  at  the  clinic. 

Of  the  four  varieties  of  hiatal  hernias, 
the  congenitally  short  esophagus  with  tho- 
racic stomach  is  most  rare.  In  the  single 
definite  case  observed  at  the  clinic  the 
esophagus  was  exceedingly  short,  and  five- 
sixths  of  the  stomach  was  above  the  dia- 
phragm. 

The  second  variety  is  hiatal  hernia  with 
shortened  esophagus,  in  which  the  esopha- 
geal shortening  is  not  extreme.  This  short- 
ening is  assumed  to  be  due  to  tonic  con- 


traction following  the  herniation  and  is  not 
congenital,  as  in  true  cases  of  “thoracic 
stomach”  (Fig  1).  Many  hernias  are  of 
this  variety. 


Fig.  1.  Shortening  of  the  esophagus  with  esoph- 
ageal hiatal  hernia. 


Hiatal  hernia  without  esophageal  short- 
ening is  a third  variety.  In  these  cases  the 
esophagogastric  juncture  is  above  the  dia- 
phragm, and  the  esophagus,  instead  of 
being  shortened,  is  slightly  or  markedly 
redundant.  Approximately  two-thirds  of 
the  hiatal  hernias  are  of  this  sort  (Fig  2). 

In  the  fourth  variety,  para-esophageal 
hernia  through  the  hiatus,  a portion  of  the 
stomach  is  herniated  through  the  hiatus 
but  the  esophagogastric  juncture  remains 
below  the  diaphragm  (Fig.  3).  This  group 
is  relatively  small. 

These  morbid  anatomic  characteristics 
of  the  several  varieties  of  hiatal  hernia 
are  demonstrable  at  roentgenologic  exami- 
nation with  a suspension  of  barium,  and 
the  key  point  to  be  observed  is  the  situation 
of  the  esophagogastric  juncture  in  relation 
to  the  diaphragm.  Among  the  important 
manifestations  of  hiatal  hernia,  some  of 
which  have  already  been  mentioned,  are 
various  combinations  of  angulation,  sweep- 
ing curvature,  dilatation,  tortuosity  and  ob- 
struction of  the  lower  portion  of  the  esoph- 
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Fig.  2.  Esophageal  hiatal  hernia  in  a 54-year- 
old  woman  with  some  redundancy  of  the  lower 
part  of  the  esophagus. 


Fig.  3.  Para-esophageal  hernia  at  the  esopha- 
geal hiatus.  Lateral  view  which  demonstrates  the 
course  of  the  esophagus  with  the  esophagogastric 
junction  below  the  diaphragm. 


agus.  When  any  of  these  abnormalities 
are  present,  the  supradiaphragmatic  situa- 
tion of  part  of  the  stomach,  occasionally 
together  with  a segment  of  bowel,  may  also 
be  evident,  or  pressure  may  be  necessary 
to  force  the  barium  mixture  upward  and 
exhibit  the  hernia  or  to  reveal  one  that  is 
spontaneously  reducible. 

Hernia  Through  the  Foramen 
of  Morgagni 

Hernia  through  the  foramen  of  Mor- 
gagni, or  parasternal  or  costosternal  her- 
nia, is  rare.  The  so-called  foramen  is  a 
bilateral,  triangular,  retrosternal,  muscle- 
free  portion  of  the  diaphragm,  covered  with 
pleura  above  and  peritoneum  below.  The 
hernia  may  be  unilateral  or  bilateral. 
Colon,  stomach  or  omentum  may  be  impli- 
cated (Fig.  4a  and  b) . Abnormal  shadows 
at  the  bas,es  in  roentgenograms  of  the  tho- 
rax may ' betray  the  presence  <$.  the  con- 
dition. If  the  hernial  contents  consist  of 
colon  or  stomach,  examination  with  the 
barium  suspension  will  demonstrate  the 
fact,  but  if  omentum  only  is  extruded,  it  is 
likely  to  be  mistaken  for  a neoplasm  (Fig. 
5 a and  b) . 

Pleuroperitoneal  Hernia 

Pleuroperitoneal  hernia,  or  hernia 
through  the  foramen  of  Bochdalek,  is  a 
hernia  through  the  posterior  membranous 
segment  of  the  diaphragm,  which  is  a de- 
velopmentally  weak  spot  where  the  pleuro- 
peritoneal canals  are  situated.  These  her- 
nias may  be  congenital  or  acquired,  de- 
pending on  whether  the  canal  has  closed 
or  not.  Colon,  small  bowel,  spleen  or 
stomach  may  be  herniated,  although  the 
stomach  is  rarely  included  in  the  hernia. 
Roentgenograms  of  the  thorax  are  likely 
to  reveal  the  hernia,  and  roentgenoscopic 
examination  with  radiopaque  mediums  may 
identify  it  or  at  least  confirm  its  presence 
(Fig.  6a  and  b) . 

Hernia  Through  Congenital  Defects 

Hernia  through  congenital  defects,  other 
than  through  the  foramen  or  Morgagni  or 
that  of  Bochdalek,  are  found  occasionally 
in  infants  or  children.  The  defects  may 
occur  in  almost  any  part  of  the  diaphragm 
but  are  more  common  on  the  left  side  than 
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Fig-.  4.  Foramen  of  Morgagni  hernia  in  a 63-  view;  herniation  of  the  colon  through  the  right 
year-old  woman,  a.  Segment  of  transverse  colon  foramen  of  Morgagni, 
above  the  diaphragm  on  the  right.  b.  Lateral 


Fig.  5.  Foramen  of  Morgagni  hernia  in  a 54- 
year-old  woman,  a.  Roentgenogram  of  the  thorax 
reveals  a shadow  in  the  cardiophrenic  angle  on 
the  right  side.  The  patient  had  never  had  any 
symptoms  referable  to  this  lesion ; at  operation  she 


was  found  to  have  a foramen  of  Morgagni  hernia 
containing  omentum,  b.  Lateral  view  of  the  tho- 
rax. Note  the  well-circumscribed  anterior  mass 
which  is  not  so  clearly  outlined  in  a. 
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Fig.  6.  Pleuroperitoneal  hernia  in  a 2-year-old 
boy;  at  operation  he  was  found  to  have  a pleuro- 
peritoneal hernia  with  small  bowel,  cecum  and 
most  of  the  colon  in  left  side  of  thorax,  a.  Gas 


filled  loops  of  small  bowel  can  be  seen  in  left  side 
of  thorax;  the  stomach  is  in  its  normal  position. 
b.  Most  of  the  colon  lies  in  left  side  of  thorax. 


on  the  right.  Stomach,  colon,  small  bowel 
or  spleen  may  be  implicated,  and  the  usual 
roentgenologic  manifestations  are  produced. 

Congenital  Absence  of  the  Left  Half 
of  the  Diaphragm 

This  rare  developmental  defect  results  in 
almost  complete  filling  of  the  left  hemi- 
thorax  with  abdominal  viscera.  It  may  be 
confounded  with  eventration,  and  its  dis- 
tinction from  posttraumatic  or  other  forms 
of  true  hernia  is  necessary  to  avoid  fruit- 
less surgical  intervention.  The  criterion 
of  distinction  is  the  persistence  of  a portion 
of  the  diaphragm  in  the  true  hernias,  al- 
though it  is  sometimes  difficult  to  trace. 

Posttraumatic  Hernia 
Posttraumatic  hernia  may  result  from 
wounding  of  the  diaphragm  by  missiles  or 
other  instruments,  or  from  crushing  or  vio- 
lent forward  flexion  of  the  body  (Fig.  7). 


Hernia  following  local  weakening  or  per- 
foration of  the  diaphragm  by  localized  in- 
flammatory necrosis  is  also  commonly 
classed  as  posttraumatic.  Occasionally  the 
history  of  a crushing  injury  or  extreme 
forward  flexion  of  the  body  is  suggestive 
of  hernia,  but  most  often  roentgenograms 
of  the  thorax  first  reveal  the  lesion. 

Summary 

Diaphragmatic  hernia  is  not  a rare  le- 
sion but  so  common  that  diagnosticians 
should  not  fail  to  keep  it  in  mind.  Its 
symptoms  and  signs  are  seldom  directive 
and  its  revelation  is  essentially  a roent- 
genologic problem.  Frequently,  abnormal 
shadows  at  the  pulmonary  bases  in  roent- 
genograms of  the  thorax  furnish  the  first 
clue  to  the  condition,  but  more  often  it  is 
found  unexpectedly  at  routine  roentgeno- 
logic examination  of  the  alimentary  canal. 
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Fig.  7.  Posttraumatic  diaphragmatic  hernia  in 
a 35-year-old  man.  At  operation  patient  was  found 
to  have  entire  stomach,  transverse  colon,  small 
bowel,  omentum  and  spleen  in  the  left  side  of  the 
thorax.  A defect  8 cm.  by  10  cm.  was  found  in 
left  hemidiaphragm. 

Among  the  several  varieties  of  diaphrag- 
matic hernia,  the  hiatal  hernias  are  over- 
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whelmingly  preponderant  and  constitute  98 
per  cent  of  all  diaphragmatic  hernias  diag- 
nosed. Many  of  the  hiatal  hernias  are 
small,  spontaneously  reducible  and  not  of 
surgical  significance,  but  their  diagnosis  is 
important  by  accounting  for  the  symptoms 
they  produce.  On  the  other  hand,  many 
hernias,  especially  those  of  traumatic  origin, 
are  large  and  sometimes  of  spectacular  pro- 
portions. 

In  a large  majority  of  diaphragmatic 
hernias  a portion  of  the  stomach  or  bowel, 
or  both,  is  implicated  and  demonstration 
of  their  supradiaphragmatic  situation  with 
the  barium  mixture  is  convincingly  diag- 
nostic. The  roentgenologic  differential  di- 
agnosis must,  however,  take  account  of 
eventration,  high  hour-glass  deformity  of 
the  stomach,  and  congenital  absence  of  the 
left  hemidiaphragm.  When  only  solid  vis- 
cera are  herniated,  the  diagnosis  is  dif- 
ficult, and  the  mass  is  likely  to  be  mistaken 
for  a new  growth.  However,  such  cases 
are  not  common,  and  in  general  the  pro- 
portion of  diaphragmatic  hernias  revealed 
and  recognized  will  depend  on  the  constancy 
with  which  the  examiner  keeps  the  condi- 
tion in  mind  rather  than  on  his  skill  in  its 
differential  diagnosis. 
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THE  USE  OF  ANTICOAGULANTS* 

FAY  B.  MURPHEY,  JR.,  M.D.,  Chattanooga 

Two  anticoagulant  drugs  are  available 
for  practical  therapeutic  use  today — hepa- 
rin and  dicumarol.  The  history  of  their, 
development  is  of  some  interest.  In  1933, 
Charles  and  Scott1  reported  the  purification 
of  heparin,  and  its  employment  in  arterial 
embolism  then  began.  Twenty  years  ago 
two  veterinarians,  Scofield  in  Canada  and 
Roderick  in  North  Dakota,  traced  the  origin 
of  hemorrhagic  disease  in  cattle  to  spoiled 
sweet  clover  hay,  and  in  1931  Roderick  re- 
vealed the  impaired  coagulation  of  the  blood 
to  be  due  to  diminished  prothrombin  ac- 
tivity.2 Campbell  and  Link  next  reported 
the  isolation  and  synthesis  of  dicumarol  or 
dicumarin  as  the  causative  agent  in  hem- 
orrhagic sweet  clover  disease  of  cattle.3 
Obtaining  this  material  from  Link,  the 
Mayo  group,  headed  by  Butt,  Bollman  and 
Allen,  published  their  first  report  on  the 
clinical  use  of  dicumarol.4  In  the  following 
year  and  to  this  date,  a profusion  of  ar- 
ticles appeared  in  the  literature,  and  con- 
clusions as  to  indications,  contraindications, 
dosage  and  control  of  undesired  effects  were 
well  established.  Concurrently,  the  subject 
of  thromboembolic  disease,  and,  more  spe- 
cifically, thrombophlebitis  and  phlebothrom- 
bosis,  was  being  studied  extensively  in  var- 
ious large  clinics,  and  anticoagulants  were 
logically  a part  of  these  investigations. 

Preliminary  to  the  discussion  of  the  spe- 
cific application  of  these  agents,  a brief 
review  of  the  modern  concept  of  the  mech- 
anism of  blood  clotting,  which  has  under- 
gone considerable  revision  in  the  light  of 
recent  experimental  studies,  is  in  order. 
Ferguson5  states  the  principal  defects  of 
the  classic  Howell  theory  are  two : 

1.  The  inadequate  development  of  the 
inhibitory  idea — e.g.,  Howell’s  concept  of 
some  inhibitor  and  active  agent  (anti- 
thrombin-prothrombin)  combination  re- 
leased from  the  inhibition  by  thrombo- 
plastin, with  the  prothrombin  then  yielding 
thrombin  through  the  agency  of  calcium 
ions  alone — this  not  being  in  accord  with 
experimental  facts; 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13,  14,  15,  1948. 


2.  Inability  to  explain  the  initiation  of 
thromboplastic  action  except  by  bringing  in 
platelet  and  tissue  factors  which  experi- 
mental evidence  shows  unnecessary.  Blood 
coagulation  in  general  is  a series  of  col- 
loidal chemical  reactions,  the  understanding 
of  which,  along  strictly  biochemical  prin- 
ciples, is  difficult  because  of  the  many  com- 
plex involved  agents.  To  enumerate  a few : 
Water,  ph.,  salts  (e.g.,  calcium  ions),  pro- 
teins (fibrinogen  and  fibrin,  prothrombin 
and  thrombin) , fatty  substances  (e.g.,  phos- 
pholipids and  cephalin),  carbohydrate  de- 
rivatives (e.g.,  heparins)  and  a complex 
system  of  physical,  colloidal  and  enzymatic 
chemistry.  However,  the  basic  mechanisms 
of  blood  clotting  can  be  reduced  to  a sim- 
ple two-phase  process — based  on  in  vitro 
experiments.  Under  ordinary  conditions, 
these  are  simultaneous  plasma  phenomena 
primarily.5 

First  phase: 


Prothrombin 

Inhibitors Activators 

I 

Thrombin 


Second  phase: 

Fibrinogen 


Inhibitors- 


Thrombin 


Fibrin 


Fibrin  is  the  most  important  material  of 
the  clot.5 

The  activators  of  the  prothrombins  are: 
calcium,  phospholipid  - cephalin,  undeter- 
mined thromboplastic  factors,  thrombo- 
kinase,  tryptase  (plasmin  or  fibrinolytic  en- 
zymes) ; a detailed  discussion  of  each  is 
not  appropriate.  Clot  inhibition  is  con- 
fined to  only  one  natural  agent  still  im- 
perfectly understood — heparins — whose  ac- 
tion applies  “in  vitro”  and  “in  vivo.”  The 
origin  of  heparin  is  supposedly  from  the 
metachromatic  staining  water  soluble  gran- 
ules of  the  tissue  basophile  or  Ehrlich 
“mast  cell.”  Entry  into  the  blood  stream 
normally  occurs  in  small  amounts  espe- 
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daily  in  the  liver,  but  in  large  quantities 
in  certain  conditions  such  as  anaphylactic 
shock.  Heparin  plus  a co-factor  (heparin 
complement  or  proantithrombin)  prevents 
the  clotting  of  fibrinogen  by  thrombin  and 
inhibits  the  formation  of  thrombin  from 
prothrombin.  Its  action  can  be  neutral- 
ized by  a basic  protamine-salmine.  Heparin 
also  lessens  the  agglutination  and  lysis  of 
platelets.5  ...  So  much  for  a scanty  and 
incomplete  description  of  blood  clotting. 

The  physiological  effect  of  heparin  in 
man  has  been  discussed.  Dicumarol  pro- 
duces prothrombin  deficiency  depending  on 
the  amount  of  the  drug  given  and  individ- 
ual susceptibility.  The  coagulation  time 
of  the  blood  (Lee-White  method)  may  be 
secondarily  prolonged,  but  there  is  no  par- 
allel to  the  degree  of  prolongation  of  the 
prothrombin  time.  The  clot  retraction  is 
also  usually  delayed  and  the  sedimentation 
rate  of  the  erythrocytes  elevated.  Platelet 
adhesiveness  may  be  inhibited.  No  other 
physiological  or  toxic  effects  are  known  or 
postulated.5  The  anticoagulant  effect  of 
heparin  is  rapid  but  poorly  sustained — that 
of  dicumarol  delayed ' by  twenty-four  to 
seventy-two  hours  and  prolonged  up  to 
three  weeks  after  discontinuance.6 

Indications  for  the  use  of  anticoagulants 
are  two : prevention  of  initial  thrombo- 
embolic disease,  and  prevention  of  repeti- 
tion of  thrombo-embolic  disease.  For  ex- 
ample, 1000  postoperative  patients  were 
given  dicumarol  by  Barker  and  Associates6 
with  one  embolic  death  in  a patient  whose 
prothrombin  time  had  been  allowed  to  re- 
turn to  normal.  Allen7  has  reported  the 
use  of  dicumarol  in  716  cases  of  abdominal 
hysterectomy  with  only  two  cases  of  venous 
thrombosis  and  no  cases  of  fatal  pulmonary 
embolism.  The  mortality  rate  of  thrombo- 
embolism was  reduced  from  0.49  per  cent 
to  0.16  per  cent  by  the  use  of  dicumarol  in 
the  series  of  Bruzelius.8  Thus,  postopera- 
tive thrombo-embolic  prophylaxis  is  a defi- 
nite indication  for  anticoagulant  therapy. 
Furthermore,  although  a large  and  care- 
fully controlled  series  remain  unreported, 
patients  over  40  years  of  age  who  face  a 
prolonged  period  of  immobilization  should 
be  considered  candidates  for  anticoagulant 
prophylaxis.  No  contraindications  should 


exist  and  medical  or  surgical  cases  are 
pertinent.  Allen,  Linton  and  Donaldson” 
“dicumarinized”  16.5  per  cent  of  985  sur- 
gical patients  in  this  age  group  and  re- 
ported a decrease  in  the  incidence  of  throm- 
bosis and  embolism  to  about  25  per  cent 
of  a control  series. 

Many  reports  of  the  efficacy  of  antico- 
agulants in  the  prophylaxis  of  repetition 
of  thrombo-embolic  disease  may  be  found. 
Barker  gave  dicumarol  to  180  patients  hav- 
ing experienced  pulmonary  emboli ; subse- 
quent infarction  occurred  in  only  1.1  per 
cent  with  a mortality  rate  of  0.6  per  cent. 
A control  group  of  678  patients  revealed  a 
43.8  per  cent  incidence  of  recurrence  and 
a mortality  rate  of  18.3  per  cent.6  In  a 
small  series  of  60  cases,  Levan10  reported 
recurrence  of  superficial  thrombophlebitis 
in  one  patient.  In  149  patients  surviving 
an  initial  pulmonary  embolus,  Murray11 
used  dicumarin  without  a death  and  also 
reported  no  thrombo-embolism  in  400  “di- 
cumarinized” postoperative  patients.  Peri- 
pheral venous  thrombosis  in  371  cases  was 
treated  without  a single  case  of  pulmonary 
embolism  and  a lower  morbidity  rate  of 
postphlebitic  edema  and  varicosities.  Com- 
pared to  the  conservative  treatment  of 
peripheral  vein  disease,  Jorpes12  reduced 
the  mortality  rate  from  16  per  cent  in  543 
cases  to  0.67  per  cent  in  900  cases  by  using 
both  anticoagulants.  Using  heparin  ex- 
clusively, Zilliacus13  reported  a mortality 
rate  of  less  than  one-tenth  of  that  experi- 
enced in  conservatively  treated  cases.  No 
deaths  occurred  in  103  patients  with  pul- 
monary emboli  who  were  heparinized,  but 
21  fatalities  in  65  non-specifically  treated 
cases  were  experienced.  This  small  selec- 
tion of  statistical  evidence  is  sufficient  to 
substantiate  anticoagulant  efficiency  in 
prophylaxis  of  repetition  or  complications 
of  thrombo-embolic  disease. 

The  rationale  for  the  use  of  anticoagu- 
lants in  coronary  thrombosis  is  considered 
separately.  Nay  and  Barnes14  state  pul- 
monary embolism  occurs  in  3 per  cent  of 
cases  of  coronary  occlusion  clinically  and 
in  42  per  cent  of  a postmortem  series. 
Mural  thrombi  are  stated  to  follow  myo- 
cardial infarction  in  17  to  83  per  cent  of 
cases.1  16  Death  during  convalescence  can 
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be  attributed  to  pulmonary  embolism  in  5 
to  11  per  cent  of  cases.  To  date,  there  is 
no  evidence  to  prove  whether  or  not  anti- 
coagulants prevent  the  extension  of  a 
thrombus  in  the  coronary  arterial  tree  and 
thus  influence  perhaps  the  immediate  mor- 
tality. It  has  been  demonstrated-0  that 
mural  thrombi  probably  do  not  form  be- 
fore the  sixth  post-infarction  day  and  or- 
ganization likely  occurs  by  the  sixteenth 
day.  These  facts  give  ample  time  for 
dicumarol  effect.  The  four  to  six  week 
period  of  complete  and  partial  immobiliza- 
tion of  the  coronary  patient,  usually  in  the 
older  age  group,  predisposes  to  phlebo- 
thrombosis  or  thrombophlebitis  in  spite  of 
the  most  diligent  conservative  non-specific 
prophylactic  measures.  Increased  coagu- 
lability of  the  blood  is  stated  to  follow  myo- 
cardial infaction21’ 22  and  a slight  but  defi- 
nite increase  to  occur  following  the  use  of 
digitalis  and  xanthine  drugs.25  A few  re- 
ports of  the  results  of  the  use  of  anticoagu- 
lants in  coronary  thrombosis  are  now 
available.  Nichol  and  Page16  reported  no 
emboli  or  thrombi  in  six  autopsies  in  a 
series  of  50  attacks  in  44  patients  with  an 
immediate  mortality  of  16  per  cent.  Find- 
ley26 has  summarized  the  results  reported, 
and  the  incidence  of  thrombo-embolism  has 
definitely  been  reduced. 

There  is  no  proof  that  anticoagulants 
will  diminish  the  frequency  of  embolism  in 
auricular  fibrillation  or  varying  cardiac 
arrhythmia — specifically  flutter  and  fibril- 
lation— resulting  from  detached  thrombi  in 
the  auricular  appendage.26  The  effect  on 
the  incidence  of  thrombi-embolism  in  con- 
gestive heart  failure  has  likewise  not  been 
reported.26  Also,  anticoagulant  therapy  in 
the  management  of  cerebral  thrombosis 
combined  with  sympathetic  block  has  been 
useful  in  a few  cases  of  the  author.  This 
phase  will  be  discussed.  Reports  of  the 
value  of  dicumarol  in  multiple  sclerosis 
have  not  been  too  favorable.26 

Perhaps  a third  indication  for  the  use 
of  anticoagulants  is  in  diseases  character- 
ized by  excessive  coagulability  of  the  blood 
such  as  the  following  polycythemia  vera, 
Hodgkin’s  disease,  leukemia,  carcinoma  of 
the  lung  and  pancreas.  Their  value  in  ar- 
terial diseases  of  the  extremities  will  soon 


be  established.  Reference  is  made  to  arte- 
riosclerosis obliterans,  frost  bite,  immer- 
sion foot,  thrombo-angitis  obliterans  and 
arterial  embolism.26 

Contraindications 

Dicumarol  should  not  be  given  in  full 
dosage  in  the  presence  of  renal  insufficiency 
as  the  effect  is  greatly  prolonged.  Hepatic 
insufficiency  obviously  produces  the  same 
effect.  Purpura  of  any  type  adds  capillary 
weakness  to  impaired  coagulation.  Vas- 
cular weakness  is  also  present  in  subacute 
bacterial  endocarditis.  In  short,  any  type 
of  blood  dyscrasia  with  a bleeding  tendency 
prohibits  the  use  of  anticoagulants.  Recent 
cranial  or  spinal  cord  surgery  eliminates 
these  agents  because  of  the  danger  of  even 
slight  bleeding.  In  general,  these  drugs 
must  be  used  cautiously  in  the  presence  of 
ulcerative  lesions,  open  wound  or  poten- 
tially bleeding  surfaces.  A hazard  exists 
in  the  presence  of  gastric  or  intestinal  ob- 
struction, gastric  or  intestinal  drainage, 
and  known  dietary  or  nutritional  defici- 
ency.6 

Administration 

For  immediate  anticoagulant  effect,  hep- 
arin and  dicumarol  are  given  simultane- 
ously. The  former  (heparin)  is  prepared 
in  a 10  c.c.  vial  of  the  sodium  salt  con- 
taining 100  mgm.  and  priced  at  $3.50.  An 
intravenous  drip  containing  normal  saline 
and  the  drug  may  be  used  or  50  to  100 
mgm.  may  be  given  directly  intravenously 
every  four  hours  to  maintain  the  clotting 
time  from  20  to  40  minutes  (Lee-White 
Method).  The  speed  of  the  intravenous 
drip  is  determined  by  the  clotting  time. 
Bauer27  advocates  150  mgm.  by  intravenous 
injection  every  four  hours  for'  three  doses 
— the  last  being  given  late  at  night.  Using 
the  drip  method,  300  to  400  mgm.  are  re- 
quired in  24  hours.  Heparin  is  also  pre- 
pared in  Pitkin’s  menstrum  with  or  with- 
out a vasoconstrictor.28  The  cost  of  an  am- 
poule containing  300  mgm.  of  heparin  is 
approximately  $16.67.  It  is  administered 
subcutaneously  deeply  in  the  anterior  and 
lateral  aspect  of  the  thigh  with  prescribed 
technique  and  precautions.  However,  the 
injections  are  painful.  The  clotting  time 
is  prolonged  satisfactorily  for  about  48 
hours.28 
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Preparatory  to  using  dicumarol,  a pro- 
thrombin time  is  obtained.  If  normal,  an 
initial  dose  of  300  mgm.  is  given  by  mouth 
and  200  mgm.  within  24  hours.  Prothrom- 
bin times  must  then  be  secured  daily  and 
no  additional  amount  is  given  if  the  value 
is  20  per  cent  of  normal  or  less.  If  it  is 
above  20  per  cent  of  normal,  a single  dose 
of  200  mgm.  is  again  administered.  The 
maintenance  dose  varies  with  the  patient 
and  may  be  none  to  300  mgm.  daily.  It  is 
wise  not  to  give  an  additional  dose  if  the 
prothrombin  time  is  rapidly  dropping.  After 
ten  to  fourteen  days  of  therapy,  the  in- 
dividual maintenance  dose  can  usually  be 
established.'1  In  general,  patients  who  have 
had  previous  vein  disease  require  larger 
amounts  and  those  with  cardiac  disease 
smaller  dosage  because  of  alleged  hyper- 
sensitivity. The  intricasies  and  pitfalls  of 
the  methods  of  determining  the  prothrom- 
bin time  will  not  be  discussed,  but  accurate 
and  rigid  laboratory  control  is  essential  to 
avoid  hemorrhage. 

Complications 

Findley  has  summarized  the  statistical 
incidence  of  major  and  minor  hemorrhage 
in  the  reported  large  series  of  cases,  as 
well  as  the  deaths  in  a few.  Microscopic 
hematuria  is  not  considered  an  indication 
for  interrupting  therapy  but  must  be  care- 
fully followed.  Bleeding  caused  by  dicu- 
marol may  be  controlled  by  the  transfusion 
of  fresh  blood  and  the  administration  of 
menadione  bisulfite  in  50  to  100  mgm.  in- 
travenous doses  every  four  hours  until  the 
prothrombin  time  is  30  per  cent  or  more 
of  normal.  There  is  some  evidence  that 
vitamin  K oxide  is  more  effective  in  0.5  gm. 
dosage.92  The  effect  of  heparin  can  be 
counteracted  by  the  use  of  protamine  or  a 
dye  toluidin  blue — both  prepared  in  am- 
poule form. 

Conclusions 

1.  A brief  review  of  the  history  of  the 
development  of  anticoagulants  and  of  the 
modern  concept  of  blood  clotting  has  been 
presented. 

2.  The  physiologic  action  of  the  two  anti- 
coagulants, heparin  and  dicumarol,  has  been 
discussed  in  relation  to  blood  coagulation. 

3.  The  indications,  contraindications  and 


complications  of  anticoagulant  therapy  have 
been  reviewed. 

4.  Statistics  have  been  presented  show- 
ing the  value  of  anticoagulant  therapy  in 
the  prophylaxis  of  and  treatment  of  throm- 
bo-embolic  disease. 
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DISCUSSION 

DR.  WALTER  E.  BOEHM  (Chattanooga)  : Mr. 
Chairman,  ladies  and  gentlemen : First  I want  to 
congratulate  Dr.  Murphey  upon  a very  scholarly 
paper  and  an  excellent  presentation. 

There  are  three  phases  of  his  paper  that  I would 
like  to  discuss  briefly.  No.  1 is  the  dosage  of  the 
anticoagulant  drugs.  I believe  we  use  a little 
larger  dosage  of  drug  than  Dr.  Murphey  sug- 
gested; and  because  of  the  fact  that  the  literature 
abounds  with  a conservative  usage  of  these  anti- 
coagulant drugs,  I thought  it  would  be  apropos 
to  introduce  our  theory  of  the  dosage. 

If  we  decide  to  use  anticoagulant  therapy  on 
any  individual,  if  there  are  no  contraindications 
to  taking  dicumarol  by  mouth,  we  start  the  pa- 
tient on  dicumarol  and  heparin  simultaneously. 


Initially  we  use  100  to  150  mgs.  of  heparin  intra- 
venously every  six  hours  for  the  first  24  hours— 
four  doses.  We  start  dicumarol  with  the  first  dose 
of  heparin.  Our  dosage  of  dicumarol  depends  on 
the  weight  of  the  patient.  If  he  is  175  pounds  or 
over,  we  give  that  patient  700  mgs.  of  dicumarol 
in  12  hours  in  divided  doses,  400  mgs.  initially  and 
300  mgs.  after  12  hours.  If  the  patient  weighs 
less  than  175  pounds,  we  give  him  500  mgs.  of 
dicumarol,  300  and  200. 

Dicumarol  is  absorbed  anywhere  from  8 to  48 
hours,  and  the  reason  for  the  administration 
of  heparin  and  dicumarol,  as  you  can  see,  is  to 
get  an  immediate  effect  and  to  carry  it  along 
with  the  dicumarol. 

Before  anticoagulant  therapy  is  started  we  get 
prothrombin  times;  for  the  amount  of  heparin 
used  in  the  first  24  hours  there  is  no  necessity 
of  checking  upon  the  clotting  time  of  the  blood. 
We  continue  to  get  daily  prothrombin  times  on 
these  patients,  and  provided  we  get  an  adequate 
response,  that  is,  if  the  prothrombin  time  rises 
from  a normal  of,  say  20,  to  40  to  60,  we  are 
satisfied  to  give  no  more  dicumarol  until  the  pro- 
thrombin time  drops.  If  the  time  drops,  we  give 
him  another  200  to  300  mgs.,  sometimes  going- 
higher  than  that,  as  much  as  500  mgs. 

We  do  not  give  a daily  maintenance  dose  of 
dicumarol.  We  prefer  to  elevate  the  prothrombin 
time  for  a day  or  two  and  then  allow  it  to  settle 
back  to  normal  so  as  to  obviate  any  complications 
such  as  bleeding.  In  this  manner  we  have  kept 
our  patients  on  anticoagulant  therapy  for  as  long 
as  six  months  at  the  present  time,  and  have  not 
run  into  any  serious  difficulty  that  we  cannot 
combat. 

With  respect  to  the  type  of  cases  anticoagulant 
therapy  is  amenable  to,  I would  like  to  suggest 
that  eerebralthrombosis  be  one  of  the  groups  in- 
cluded. 

When  a patient  comes  in  with  a so-called 
“stroke,”  it  is  necessary  first  to  determine  what 
the  cause  of  the  stroke  it.  The  clinical  picture 
of  the  patient,  if  he  has  had  a hemorrhage,  is 
much  more  serious;  the  patients  are  generally  in 
coma  if  it  is  a large  hemorrhage,  and  they  have 
high  spinal  fluid  pressure  with  bloody  spinal  fluid 
on  lumbar  tap.  With  thrombosis  the  patients  are 
not  as  seriously  ill  even  though  they  may  have  a 
hemiparesis.  The  spinal  fluid  is  generally  clear 
and  the  pressure  is  not  increased.  (We  estimate 
that  about  85  per  cent  of  cerebral  thrombosis  can 
be  diagnosed.  The  remainder  would  encounter 
such  groups  as  cerebral  embolus,  which  also  can 
be  diagnosed,  leaving  a small  percentage  of  intra- 
cerebral hematoma.) 

Using  these  criteria,  then,  we  start  the  patients 
on  anticoagulant  therapy  and  proceed  to  do  a 
stella  ganglion  block  on  the  side  opposite  the 
paresis.  Sometimes  the  effect  of  a stellate  gan- 
glion block  on  cases  of  cerebral  thrombosis  is 
miraculous.  We  had  four  cases  in  Chattanooga 
where  the  paresis  cleared  up  two  or  three  minutes 
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after  the  injection.  However,  in  usual  cases  when 
the  paresis  does  not  clear  following  a stellate  gan- 
glion block,  we  rely  on  intensive  anticoagulant 
therapy.  We  feel  we  have  definitely  shortened  the 
hospitalization  of  these  patients  and  vastly  speeded 
their  recovery. 

Other  cases  in  which  we  have  used  anticoagu- 
lant therapy  with  good  results  include  the  multiple 
sclerotic  group.  We  feel  the  best  treatment  in 
this  disease  at  the  present  time  is  anticoagulant 
therapy.  We  believe  we  can  accomplish  much  more 
with  anticoagulant  than  with  histamine  therapy. 

With  respect  to  the  complications  of  anticoagu- 
lant therapy,  we  believe  one  can  successfully  com- 
bat the  main  complication,  namely,  bleeding,  by 
massive  doses  of  vitamin  K.  By  massive  doses  I 
mean  100  mgs.  of  vitamin  K intravenously,  and 
simultaneously  100  mgs.  intramuscularly.  If  the 
bleeding  time  continues  within  the  next  24  hours, 
that  dosage  of  drug  can  be  repeated.  We  also 
give  frequent  transfusions  of  whole  blood  when 
indicated. 

Some  interesting  sidelines  to  anticoagulant  ther- 
apy: We  have  seen  patients  bleed  from  the  kidney 
with  prothrombin  times  as  low  as  30  or  40,  where 
previously  they  did  not  bleed  with  prothrombin 
times  as  high  as  60.  Also  we  had  one  patient 
suffering  from  an  acute  phlebitis  of  the  lower  ex- 
tremity who  had  a prothrombin  time  of  10  minutes 
when  given  1000  mgs.  of  dicumarol  by  mistake. 
This  patient  bled  only  into  the  skin  of  the  infected 
limb.  Her  veins  were  punctured  daily  during 
treatment  but  she  clotted  normally  and  did  not 
bleed  anywhere  except  into  the  infected  extremity. 
She  was  successfully  controlled  with  vitamin  K. 

Once  again  I want  to  congratulate  Dr.  Murphey 
on  a very  fine  presentation.  (Applause.) 

DR.  RALPH  NICHOLS  (Knoxville):  Dr.  Mur- 
phey has  very  ably  presented  a paper  concerning 
a new  therapeutic  agent  which  I consider  very 
important.  We  have  been  interested  in  the  use  of 
dicumarol  for  the  past  two  years,  both  at  the  John 
Gaston  Hospital  in  Memphis  and  later  in  private 
practice.  I shall  limit  my  discussion  to  the  use 
of  dicumarol  in  acute  coronary  thrombosis  with 
occlusion.  The  remarks  I make  might  also  apply 
more  or  less  to  the  other  conditions  mentioned  by 
Dr.  Murphey. 

In  a case  of  acute  coronary  thrombosis  the  usual 
thorough  history  and  physical  examination  will 
bring  to  our  attention  the  contraindications  for 
the  use  of  this  drug  as  listed  by  Dr.  Murphey.  If 
there  are  no  contraindications,  the  laboratory 
work  of  the  new  case  should  consist  of  the  usual 
blood  count,  urinalysis  and  sedimentation  rate. 
The  sedimentation  rate  should  be  obtained  prior 
to  the  administration  of  the  drug  because  the  sedi- 
mentation rate  may  be  increased  by  the  drug.  If 
there  is  a question  of  diagnosis,  an  accurate  read- 
ing of  the  sedimentation  rate  is  of  value. 

Following  this,  a prothrombin  determination  is 
obtained.  Here  is  a word  of  warning  about  inter- 
preting the  prothrombin  reading  that  is  given. 


Due  to  the  differences  in  the  activity  of  the  throm- 
boplastin that  is  on  the  market,  and  that  made 
in  the  various  private  laboratories,  the  reports 
from  the  laboratory  should  not  be  a figure  of  per- 
centage but  should  be  the  number  of  seconds,  and 
simultaneously  a determination  should  be  done  on 
a control  selected  at  random. 

Those  are  reported — each  of  them  in  seconds — 
that  of  the  patient  and  of  the  control.  By  divid- 
ing the  patient’s  prothrombin  reading  in  number 
of  seconds  into  the  control,  one  may  obtain  the 
percentage  of  prothrombin  activity.  This  read- 
ing may  not  be  accurate  on  one  occasion,  but  if 
determinations  are  made  each  day,  one  will  not 
get  into  any  trouble. 

If  the  first  reading  is  above  20  per  cent  of 
activity,  then  300  mgs.  of  dicumarol  are  given. 
A prothrombin  time  determination  by  this  same 
method  on  the  patient  and  a control  must  be  done 
daily.  The  dicumarol  may  be  ordered  according 
to  the  previous  day’s  prothrombin  determination. 
That  simplifies  the  administration,  and  I don’t 
think  any  serious  trouble  will  result  if  this  pro- 
cedure is  followed. 

There  are  a few  other  things  to  notice.  One 
of  the  first  areas  to  show  a bleeding  tendency  is 
the  gums.  The  gums  should  be  inspected  each 
day.  The  urine  should  be  examined  daily  for  red 
blood  cells.  In  some  hospitals  the  cuff  test  has 
been  used.  I do  not  believe  this  is  a good  method, 
because  if  you  will  try  the  cuff  test  on  yourself 
or  on  people  taken  at  random,  you  will  see  that 
many  so-called  normal  people  show  abnormal  cuff 
tests. 

The  basic  daily  dose  of  dicumarol  should  be  200 
mgs.,  but  the  amount  varies  depending  upon  the 
readings  of  percentage  of  prothrombin  activity  as 
reported  from  the  laboratory.  Treatment  is  con- 
tinued for  three  weeks.  The  only  difficulties  we 
have  seen  were  in  a few  cases  in  which  there  was 
some  bleeding  from  the  gums  and  some  hematuria. 
All  these  cases  responded  promptly  with  vitamin 
K administered  intravenously.  In  the  literature 
it  is  reported  that  transfusions  of  whole  blood  are 
also  effective  in  correcting  bleeding  tendencies. 
We  have  not  found  it  necessary  to  resort  to  this 
procedure.  I think  as  we  gain  more  experience 
with  the  use  of  these  agents  we  will  have  a plan 
of  therapy  for  acute  coronary  thrombosis  and  the 
other  conditions  that  have  been  discussed,  which 
for  the  first  time  will  be  a radical  departure  from 
the  orthodox  treatment  that  has  been  practically 
unchanged  for  many  years.  It  probably  offers  a 
new  field  of  research  for  better  understanding  and 
treatment  of  postoperative  vascular  complications 
that  we  have  all  seen  in  the  past. 

Thank  you.  (Applause.) 

DR.  MURPHEY : Discussion  of  this  interesting- 
field  might  be  prolonged  at  great  length,  but  I 
appreciate  very  much  the  pertinent  and  pointed 
remarks  of  Drs.  Boehm  and  Nichols. 

As  regards  the  dosage  of  dicumarol,  as  stated 
by  Dr.  Boehm,  it  is  somewhat  different  from  that 
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which  is  recommended  in  the  literature  and  which 

1 have  used  personally.  No  doubt  it  is  effective 
in  his  hands. 

However,  there  is  no  evidence  that  body  weight, 
per  se,  can  be  relied  upon  as  a criterion  for  dos- 
age. There  is  no  daily  maintenance  dose  of  di- 
cumarol.  The  maintenance  dose  has  to  be  deter- 
mined by  at  least  ten  to  fourteen  days  of  observa- 
tion with  daily  prothrombin  times  and  manipula- 
tion or  adjustment  of  the  doses.  The  maintenance 
dose  may  vary  from  100  mgs.  every  third  day  to 
as  much  as  200  mgs.  every  second  day  or  daily. 

As  far  as  differential  diagnosis  of  cerebral 
thrombosis  and  cerebral  hemorrhage  is  concerned, 
that  is  rather  tricky  at  times.  The  criteria  as 
given  by  Dr.  Boehm  as  a whole  are  reliable  in 
about  85  per  cent  of  the  cases. 

Emergency  or  serious  bleeding  occurs  in  about 

2 per  cent  of  the  reported  large  series  of  cases, 
and  perhaps  at  this  time  the  best  thing  to  do  is 
transfusion  of  whole,  fresh  blood. 


Vitamin  K-l  oxide,  according  to  a recent  report, 
is  more  effective  than  even  fresh  blood  or  mena- 
dione bisulfite  in  large  doses. 

Dr.  Nichols’  remarks  in  regard  to  coronary 
thrombosis  are  well  stated  and  coincide  exactly 
with  my  own  views.  It  is  interesting  to  speculate 
as  to  whether  or  not  continuation  of  anticoagu- 
lant therapy  will  prevent  either  repeated  occlu- 
sion or  extension  of  occlusion  at  the  time  of  the 
initial  insult. 

No  doubt  there  will  be  a few  reports  of  cases 
coming  to  autopsy.  I saw  one  in  the  New  England 
Journal  not  too  long  ago  in  which  a patient  sub- 
sequently died  of  myocardial  insufficiency  and  car- 
diac failure.  He  had  no  indications  of  infarction 
in  the  coronary  tree. 

I am  greatly  appreciative  personally  of  the  dis- 
cussers’ remarks. 

Thank  you  very  much.  (Applause.) 


WANTED  BY  THE  FBI 


Hugo  Bob  Hubsch,  with  aliases  Robert 
C.  Glass,  R.  C.  Harris,  Hugo  Hobsch,  Louis 
S.  Miller,  is  being  sought  by  the  Federal 
Bureau  of  Investigation.  On  November  7, 
1945,  a Federal  Grand  Jury  at  Jackson, 
Mississippi,  returned  an  indictment  charg- 
ing this  man  with  a violation  of  the  Na- 
tional Stolen  Property  Act.  He  is  charged 
with  another  violation  of  the  National  Stol- 
en Property  Act  in  a complaint  filed  with 
a U.  S.  Commissioner  at  Birmingham,  Ala- 
bama, on  June  7,  1948.  This  individual  has 
defrauded  numerous  physicians  and  hospi- 
tals in  Eastern  and  Southern  sections  of  the 
United  States  during  the  past  few  months 
through  the  medium  of  fraudulent  checks. 

Investigation  has  revealed  that  Hubsch 
has  a chronic  kidney  ailment,  and  it  has 
recently  been  ascertained  that  he  has  a 
large  kidney  stone  in  the  right  ureter  about 
four  inches  below  the  kidney.  This  condi- 
tion has  caused  local  inflammation  which, 


at  varying  intervals,  results  in  almost  un- 
bearable pain.  He  has  been  advised  that 
it  would  be  necessary  for  him  to  undergo 
major  surgery  for  the  removal  of  the  stone 
in  the  near  future,  and  until  that  surgery 
is  performed,  he  will  need  frequent,  if  not 
continuous,  medical  attention.  This  fugi- 
tive moves  about  rapidly  in  that  section  of 
the  United  States  which  is  east  of  the  Mis- 
sissippi River,  and  recently  he  has  given 
numerous  physicians  and  hospitals  fraudu- 
lent checks  in  return  for  treatment,  hospi- 
talization, sedatives,  and  narcotic  prescrip- 
tions. 

The  following  is  a composite  description 
of  Hugo  Bob  Hubsch:  Age,  about  fifty-two; 
claims  to  have  been  born  in  Budapest,  Hun- 
gary, November  4,  1895 ; height,  about  five 
feet,  six  inches;  weight,  140  to  170  pounds; 
hair,  dark  brown,  graying ; eyes,  brown ; 
build,  medium;  race,  white;  nationality,  be- 
lieved to  be  naturalized  American ; occupa- 
tions, laborer,  pharmacist ; scars  and  marks, 
left  arm  partially  paralyzed,  needle  scars 
on  both  arms,  large  scars  above  each  hip 
resulting  from  kidney  operations,  shrapnel 
scars  and  two  bullet  scars  on  abdomen, 
bridge  in  upper  front  teeth ; characteristics, 
long  nose,  stooped  posture. 

Anyone  having  information  concerning 
the  whereabouts  of  this  fugitive  should  im- 
mediately notify  the  nearest  office  of  the 
Federal  Bureau  of  Investigation  or  your 
local  law  enforcement  agency. 
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BREAST  FEEDING 

OWEN  H.  WILSON,  M.D.,  Nashville 

“A  pair  of  substantial  mammary  glands 
has  the  advantage  over  two  hemispheres 
of  the  most  learned  professor’s  brains  in 
compounding  a nutritional  fluid  for  in- 
fants.” Thus  wrote  Oliver  Wendell  Holmes, 
and  it  is  just  as  true  today,  though  many 
advances  have  been  made  in  artificial  feed- 
ing. 

Dr.  Dana  W.  Nance,  while  for  three 
years  heading  a Japanese  concentration 
camp  in  the  Philippines  with  over  two 
thousand  captive  Americans,  delivered 
thirty-nine  babies.  As  no  other  form  of 
food  was  available,  all  but  one  of  these 
successfully  nursed  their  under-nourished 
mothers  and  remained  well  in  spite  of  the 
surroundings.  The  39th  doubled  up  with 
a neighbor  and  survived. 

It  is  now  considered  a waste  of  time  to 
read  a textbook  if  the  ink  is  thoroughly 
dry.  Most  modern  textbooks  are  written 
(and  well  written)  by  full-time  hospital 
men  whose  experience  with  breast  feeding 
is  quite  limited.  Mothers  leave  the  hos- 
pital nowadays  before  lactation  is  thor- 
oughly established.  Nursing  babies  rarely 
get  sick  enough  to  go  to  a hospital,  and 
if  they  do,  there  is  no  provision  for  a con- 
tinuation of  that  method  of  feeding.  Every 
textbook  mentions  a lower  morbidity  and 
mortality  rate  for  breast  fed  babies,  but 
it  is  difficult  to  prove  it,  for  as  previously 
mentioned,  nursing  babies  do  not  inhabit 
hospitals  where  the  required  graphs  and 
decimal  points  are  made,  and  one  must  rely 
chiefly  on  experience,  admittedly  inaccurate 
and  sometimes  misleading. 

No  one  doubts  the  efficiency  of  human 
milk  in  the  successful  care  of  premature 
infants.  Those  of  us  who  are  old  enough 
to  remember  the  awful  scourge  of  bacillary 
dysentery  can  attest  that  even  partially 
breast  fed  babies  were  almost  immune  to 
that  dread  infection.  We  also  remember 
that  when  a very  young  infant  contracted 
Pertussis,  it  was  a great  comfort  to  have 
breast  milk  to  help  out.  I can,  however, 
find  no  statistics  to  confirm  immunity  to 
respiratory  infections. 

Again  relying  upon  improvable  impres- 


sions, I have  many  times  noted  that  one 
or  two  breast  milk  feedings  assist  in  the 
adjustment  of  a formula  to  a difficult  feeder. 

It  is  humiliating  to  admit  that  we  know 
more  about  lactation  from  observations  in 
the  dairy  than  in  the  hospital.  Lactation 
seems  to  be  a function  of  the  nervous  sys- 
tem rather  than  of  the  digestive.  Con- 
tented mothers  are  the  best  nourishers — 
so  our  first  job  is  to  “sell”  breast  feeding 
at  the  prenatal  clinics,  and  that  means  to 
elicit  the  assitance  of  the  obstetrician  who 
too  often  regards  his  job  as  finished  if  there 
is  a living  baby  and  an  uninjured  mother. 

Recently  Aldrich  and  others  have  revived 
interest  in  breast  feeding,  introducing  the 
resurrected  “Self-demand”  schedule.  I am 
not  quite  willing  to  go  back  to  that,  but 
I do  wish  to  enter  a protest  against  regi- 
menting babies,  making  them  all  to  fit  into 
the  same  groove.  With  Aldrich,  let’s  rec- 
ognize that  “Babies  are  human  beings.” 
I have  always  thought  that  babies  begin 
to  live  when  they  leave  the  hospital,  as 
only  then  they  begin  receiving  individual 
attention.  Hospitals  are  forced  by  the 
nursing  shortage  to  have  a fixed  regime, 
and  the  present  four-hour  schedule  suits 
many  babies,  and  a four-hour  baby  will 
not  be  wide  awake  enough  to  nurse  at 
three-hour  intervals.  To  make  a three- 
hour  baby  go  four  hours  means  an  hour’s 
serenade,  harmless  in  a sound-proof  nur- 
sery, but  plays  havoc  with  lactation  at 
home.  The  elder  Holt  advised  a two-hour 
interval,  ten  nursings  in  twenty-four  hours. 
Most  of  us  were  two  or  three-hour  babies. 
The  four-hour  one  has  not  yet  matured. 
Let’s  hope  he  will  be  a superman  to  cope 
with  our  modern  world. 

At  the  hospital  the  mother  may  be  given 
a sedative  to  produce  sleep,  but  she  is  rudely 
awakened  at  5 :30  a.m.  to  get  ready  for 
the  6 a.m.  nursing.  The  10  p.m.  nursing 
murders  milk.  Let  the  recuperating  moth- 
er retire  when  she  wishes,  and  give  one 
or  two  nursings  at  any  time  baby  demands 
during  the  night.  Remember  the  daily  in- 
take is  much  more  important  than  the  in- 
terval. Adjust  a schedule  to  suit  the  moth- 
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er’s  convenience  and  the  baby’s  habits. 
Make  it  easy  for  her.  No  exercise  of  will 
power  will  increase  the  flow  of  milk.  Let 
her  “do  what  comes  naturally.” 

It  is  well  to  impress  upon  mother  that 
babies  get  thirsty  as  well  as  hungry,  and 
since  both  sensations  are  satisfied  at  the 
breast,  over-eating  may  result.  If  crying 
between  times,  offer  water,  or  if  that  is 
refused,  as  often  happens,  give  one  or  two 
ounces  of  orange  juice  in  six  ounces  of 
water,  or  cereal  water. 

Those  of  us  fortunate  enough  to  be 
country  bred  know  that  a poor  milk  boy 
will  dry  up  a cow,  and  in  the  hospital 
probably  the  most  common  cause  of  begin- 
ning failure  of  lactation  is  the  inability  of 
a frail  baby  (the  very  one  that  needs  it) 
to  completely  empty  the  breast.  The  pres- 
ent regulations  call  for  the  use  of  only  one 
breast  at  each  interval  to  insure  a more 
complete  emptying — but  that  does  not  nec- 
essarily do  so.  If  the  breast  is  not  com- 
pletely emptied  by  the  baby,  it  should  be 
done  otherwise,  either  by  pump — or  better 
by  the  manual  method. 

There  is  no  harm — rather  beneficial — in 
giving  both  breasts  at  each  interval,  if  the 
first  is  thoroughly  emptied.  Especially  in 
primipara  the  eight-hour  rest  may  cause 
uncomfortable  distention. 

It  is  distressing  to  note  the  increasing 
frequency  of  “cracked  nipples” — too  often 
the  beginning  of  the  end  of  lactation.  This 
is  probably  due  to  prolonged  nursing,  which 
at  first  should  be  limited  to  five  minutes, 
but  it  is  the  only  chance  the  mother  has 
to  see  her  new  acquisition,  and  so  she  keeps 
baby  at  the  breast  as  long  as  possible, 
water-logging  the  nipple,  predisposing  to 
“cracks.”  In  old  times  prenatal  care  in- 
cluded attention  to  the  breasts — beginning 
at  the  sixth  month  with  gentle  massage, 
and  if  necessary  pulling  out  a retracted 
nipple. 

The  suggestion  to  keep  the  baby  in  moth- 
er’s room  at  least  part  of  the  time  after 
she  has  recovered  from  shock  is  excellent. 
She  could  identify  the  cry  (now  stifled  in 
a sound-proof  nursery) . She  could  find  out, 
as  Aldrich  did,  that  the  average  newborn 
babe  cries  one  hour  and  fifty-seven  min- 
utes out  of  the  twenty-four.  At  any  rate, 


when  they  leave  the  hospital  they  would  not 
be  perfect  strangers  to  each  other.  On 
returning  to  the  nursery  a bottle  is  usually 
given.  The  flow  from  the  nipple  is  so  much 
easier  than  from  the  breast  that  the  in- 
nate tendency  to  shun  work  causes  neglect 
of  the  breast.  I once  tried  at  a hospital  to 
have  other  fluids  given  with  a spoon,  but 
the  nurses  rebelled. 

Too  often  the  liquid  given  in  the  nursery 
is  glucose  solution.  Now,  if  sweets  between 
meals  destroy  the  older  kiddies’  appetite, 
why  is  not  glucose  solution  as  detrimental 
as  an  “all-day  sucker”?  Of  course  on  rare 
occasions  glucose  is  especially  indicated. 

It  is  baby’s  birthright  to  have  every 
available  drop  of  breast  milk  with  its  won- 
derful nutritive  and  immunizing  power,  but 
don’t  let  baby  go  hungry.  As  needed,  fill 
out  with  complementary  artificial  food.  At 
the  age  of  one  month,  for  baby’s  sake,  as 
well  as  for  mother’s,  offer  one  artificial 
feeding  a day.  This  gives  the  mother  more 
freedom  and  provides  protection  against 
mother’s  sudden  illness  by  adjusting  a for- 
mula before  it  is  absolutely  necessary. 

Purposely  omitted  from  this  discourse  is 
the  emotional  aspect  of  breast  feeding, 
which  rests  upon  evidence  even  more  nebu- 
lous than  ordinary  impressions.  Recently 
a lay  press  notice  quotes  Dr.  Max  Wolfe, 
a prominent  psychiatrist,  who  states  that 
a very  large  proportion  of  maladjusted 
adults  were  artificially  fed  babies,  being 
thus  deprived  of  the  nursing  and  coddling 
experience  at  a time  of  life  when  emotional 
needs  are  greatest.  Nearly  a century  ago 
Wm.  Ross  Wallace  made  this  observation, 
“The  hand  that  rocks  the  cradle  is  the  hand 
that  rules  the  world.” 

Suggestions 

1.  Enlist  the  cooperation  of  the  obste- 
trician to  “sell”  breast  feeding,  and  care 
of  the  nipples  should  be  part  of  the  pre- 
natal training. 

2.  It  is  in  the  early  months  of  lactation 
that  we  find  the  chief  benefits,  that  is,  ac- 
quiring immunities,  facilitating  gradual 
adjustment  of  complementary  food,  satisfy- 
ing early  emotional  demands.  Would  it 
not  be  wiser  to  be  content  with  half  a loaf 
and  try  to  sell  prospective  mothers  a three 
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or  four-month  nursing  period  rather  than 
six  or  eight? 

3.  Limit  the  time  of  nursing,  especially 
at  first. 

4.  See  that  each  breast  is  completely 
emptied  at  least  three  times  every  twenty- 
four  hours. 

5.  Don’t  use  too  easy  flowing  nipples  for 
water,  and  give  glucose  only  when  definitely 
indicated. 

6.  A bassinet  in  the  mother’s  room  after 
shock  has  passed  to  show  the  mother  that 
baby  has  many  confusing  stunts. 

7.  Before  leaving  the  hospital  a specially 
trained  nurse  should  spend  an  hour  explain- 
ing the  technique  and  advantage  of  breast 
feeding,  the  use  of  complemental  feedings, 


and  baby’s  toilet.  What  a wonderful  help 
such  service  would  be  to  a young  mother ! 

8.  As  soon  as  nursing  situation  permits, 
there  should  be  some  relaxation  of  the  pres- 
ent rigid  hospital  schedule. 

9.  The  establishment  of  a “milk  bank” 
would  not  only  benefit  premature  infants 
and  difficult  feeders,  but  would  promote 
breast  feeding  by  insuring  complete  empty- 
ing of  the  glands. 

10.  Impress  upon  the  young  mother  that 
nursing  her  baby  will  not  impair  her  phys- 
ical appearance,  and  there  is  no  cause  to 
expect  a lack  of  breast  tone.  Sagging 
breasts — like  poets — are  born,  not  made, 
and  besides  “things  are  not  always  what 
they  seem.” 


SPECIAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

President  H.  W.  Qualls  has  called  a special  meeting  of  the  House 
of  Delegates  for  August  29,  1948,  at  the  Maxwell  House,  Nashville, 
10:00  a.m.,  CDST. 

The  purpose  of  the  meeting  is  to  consider  the  report  of  the 
committee  appointed  by  the  House  of  Delegates  to  implement  the 
prepayment  surgical  care  plan  sponsored  by  the  Association  and 
underwritten  by  commercial  carriers. 

Read  the  report  of  the  committee  in  this  Journal  and  let  your 
delegates  know  what  you  think  of  it. 

Every  delegate  should  be  present.  All  members  of  the  Associa- 
tion are  welcome  to  the  meeting. 
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THE  PRESIDENT'S  MESSAGE 

H.  W.  QUALLS,  M.D.,  F.A.C.S.,  Memphis 

The  Mote  in  Our  Own  Eye:  A Plea  to 
Organized  Medicine 

In  the  statements  expressed  here,  I want 
it  understood  that  I do  not  pose  as  an  au- 
tocratic mentor  and  critic  of  my  colleagues. 
It  is  my  desire  to  bring  about  a better  under- 
standing for  those  engaged  in  the  same  life 
work,  with  the  hope  that  imperfections  may 
be  recognized  that  will  dispose  us  to  a more 
generous,  courteous,  and  kindly  considera- 
tion of  our  obligations  to  all  physicians 
with  whom  we  may  come  in  contact. 

There  are  many  definitions  of  medical 
ethics.  However,  we  know  that  ethics  is 
fundamentally  based  upon  the  practical  ap- 
plication of  the  Golden  Rule,  and  if  we 
were  conversant  with  the  significance  of 
its  teaching  and  disposed  to  follow  it,  there 
would  be  no  necessity  for  the  formation  of 
rules  of  conduct  to  be  observed  in  our  pro- 
fessional relations. 

Let  us  keep  in  mind  three  cardinal 
points:  our  obligations  to  ourselves,  our 
obligations  to  our  patients,  and  our  obli- 
gations to  our  colleagues. 

Duty  demands  that  we  keep  ourselves  as 
well  informed  as  possible  upon  the  branches 
of  medicine,  surgery,  or  other  various  spe- 
cialties in  which  we  expect  to  treat  or 
advise  those  consulting  us.  At  all  times 
duty  demands  that  we  be  frank  and  honest 
in  the  expressions  of  our  opinions  relative 
to  the  diagnosis  and  prognosis,  never  let- 
ting mercenary  motives  influence  us  to  do 
or  say  anything  that  our  conscience  would 
not  approve.  Let  there  be  no  one  in  a pro- 
fession, so  noble  as  ours,  who  will  take 
advantage  of  the  ignorance,  confidence,  and 
credulity  of  his  patients.  When  tempted 
by  the  probability  of  a large  fee,  let  none 
of  us  make  promises  to  cure  by  treatment 
or  operation  cases  that  are  manifestly  in- 
curable, thus  violating  the  noble  tradition 
of  our  profession  and  bringing  upon  all  pro- 
fessional men  the  denunciation  of  the  pub- 
lic, whose  favorable  judgment  all  men  de- 
sire. One  dishonest  doctor  by  his  acts  is 
capable  of  doing  infinite  harm  to  the  medi- 
cal profession,  more  than  offsetting  the 


brilliant  achievements  of  a thousand  honest 
doctors  in  elevating  our  profession  to  the 
standard  of  public  esteem  that  it  should 
rightfully  enjoy. 

In  recent  years  there  has  been  injected 
into  the  sphere  of  medical  endeavor,  to  an 
alarming  degree,  commercialism,  which  has 
to  a great  extent  obscured  the  ideals  and 
in  their  place  has  erected  “The  Golden 
Calf.”  Before  its  altar  too  many  in  our 
ranks  reverently  kneel  and,  arising  from 
their  devoted  postures,  go  forth  into  pro- 
fessional fields  determined  to  reap  “The 
Golden  Harvest.”  The  desire  rapidly  to 
lay  up  large  rewards  from  professional 
efforts  has  engendered  fierce  rivalry  among 
members  of  our  profession,  and  in  their 
strenuous  efforts  to  outstrip  the  rest,  these 
commercial  practitioners  have  come  into 
sharp  conflict  with  others  with  similar  de- 
termination. This  constant  friction  has 
produced  heat,  which  is  often  expressed  by 
vindicative  and  uncharitable  denunciation 
of  others  following  along  this  golden  path- 
way. Out  of  this  conflict  factions  and 
cliques  have  been  born,  and  it  is  a lament- 
able fact  that  one  little  group  in  close  con- 
clave in  such  place  or  other  is  found  pour- 
ing unlimited  wrath  upon  the  heads  of 
some  other  group  or  individual. 

It  is  a very  judicious  thing  for  a man  to 
give  to  his  own  affairs  the  time  that  he 
so  unprofitably  consumes  in  saying  ugly, 
unjust  things  about  the  other  fellow.  Many 
of  the  unkind  things  said  about  others  are 
not  based  upon  one’s  own  knowledge  of 
matters,  but  upon  hearsay  evidence.  Such 
evidence  is  not  admissible  in  any  trial  court 
in  the  world,  therefore  it  should  not  be  con- 
sidered by  any  medical  man. 

Because  of  the  fact  that  members  of  our 
profession  frequently  express  themselves 
in  derogation  of  others  within  our  ranks, 
question  their  ability,  impugn  their  integ- 
rity, adversely  criticize  their  methods — and 
all  too  often  in  the  presence  of  the  laity — 
the  public  has  somewhat  conceived  the  im- 
pression that  physicians  are  possessed  with 
small  powers  to  relieve  their  human  ills, 
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using  the  logical  argument  that  we  admit 
that  many  among  us  are  not  competent  to 
administer  to  the  sick.  From  this  the 
public  naturally  concludes  that  it  is  not 
worth  while  to  appeal  to  any  doctor  for 
the  alleviation  of  their  physical  troubles. 

It  is  only  by  our  establishing  more  cor- 
dial relations  with  one  another,  praising 
the  other  fellow  when  praise  can  be  con- 
scientiously bestowed,  withholding  un- 
friendly criticism,  and  creating  and  fos- 
tering good  fellowship  in  our  ranks  that 
we  can  present  a solid  phalanx  capable  of 
withstanding  all  assaults  from  without. 

Now  that  the  bureaucrats  are  seriously 
threatening  our  country  with  socialized 
medicine,  we  need  more  than  ever  a solid 
phalanx  for  a better  reason,  namely,  to 
educate  the  people  so  that  we  and  they  may 
prevent  the  bureaucrats  with  communistic 
ideas  from  playing  upon  the  credulity  of 
an  unsuspecting  public  and  leading  them 


to  believe  that  socialized  medicine  is  the 
panacea  for  all  ills. 

Many  of  us  know  that  some  of  the  “scape- 
goats” in  Washington  are  flooding  this 
country  with  literature  that  is  the  fanciful 
fulminations  of  fanatical  fakirs.  Organ- 
ized medicine,  working  together  intelligent- 
ly, understandingly,  and  courageously,  can 
crush  this  group  and  render  an  outstanding 
service  both  to  the  profession  and  to  the 
public. 

I sincerely  trust  that  you  will  not  regard 
my  preachments  against  some  of  our  most 
flagrant  delinquencies  as  too  severe,  nor 
for  a moment  think  that  I fail  to  recognize 
and  appreciate  the  many  admirable  attri- 
butes found  in  the  members  of  the  medical 
profession. 

I want  the  members  of  the  Tennessee 
State  Medical  Association  to  know  my  great 
esteem  for  them.  No  man  is  more  desir- 
ous than  I of  winning  and  holding  your 
most  cordial  regards. 


Clea>ioieiUL 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  L.  Crane,  M.D.,  Ph.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Director 


Tires — Batteries — Gas — Oil — Road  Service 
OTTENVILLE  TIRE  COMPANY 
400  Twenty-First  Avenue,  South 
Car  Service  to  Fit  the  Doctor’s  Pressing  Needs 
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Surgical  Insurance 

Move  that: 

1.  The  Tennessee  State  Medical  Associa- 
tion sponsor  a prepaid  medical  plan 
underwritten  by  old  line  insurance 
companies  in  the  same  manner,  or  on 
the  order  of  that  which  has  recently 
been  adopted  by  the  state  of  Rhode 
Island. 

2.  That  the  Board  of  Incorporators,  or  a 
similar  board,  be  requested  to  serve 
as  an  Insurance  Committee. 

3.  That  the  plan  be  limited  to  an  indem- 
nity plan  submitted  to  the  insurance 

• companies  on  an  equally  competitive 
basis. 

The  above  motions  were  discussed  and  ap- 
proved by  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association  at  the 
1948  meeting.  Complying  with  these  ac- 
tions of  the  House  each  member  of  the 
Board  of  Incorporators  was  approached  and 
expressed  his  willingness  to  serve  on  the 
Insurance  Committee.  The  Health  Insur- 
ance Council,  a nationally  known  organiza- 
tion of  sick  and  accident  insurance  compa- 
nies, appointed  a committee  of  its  member- 
ship to  be  of  service  in  carrying  out  the 
plans  above  outlined  by  the  House  of  Dele- 
gates. This  committee  was  composed  of : 

Mr.  J.  E.  Taylor,  Chairman,  National 
Life  Insurance  Co.,  Nashville 


Mr.  M.  D.  Miller,  Equitable  Assurance 
Co.,  New  York 

Mr.  J.  A.  Henry,  Continental  Assurance, 
Chicago,  Illinois 

Mr.  E.  Mitchell,  Provident  Life  & Acci- 
dent, Chattanooga 

Dr.  John  B.  Steele,  Volunteer  Life,  Chat- 
tanooga 

It  might  be  added  here  that  neither  the 
National  Life  of  Nashville,  nor  the  Volun- 
teer Life  of  Chattanooga  issue  health  and 
accident  insurance  policies. 

It  will  be  recalled  that  the  original  Board 
of  Incorporators  of  the  Tennessee  Medical 
Service  Plan  were  elected  at  a special  meet- 
ing of  the  House  of  Delegates  in  Septem- 
ber, 1946.  This  committee  is  composed  of 
the  following: 

Mr.  Maclin  Davis,  Chairman,  Nashville 
Mr.  John  T.  O’Connor,  Knoxville 
Mr.  J.  Frank  Porter,  Columbia 
Mr.  R.  H.  Peoples,  Memphis 
Dr.  R.  B.  Wood,  Knoxville 
Dr.  N.  S.  Shofner,  Nashville 
Dr.  John  B.  Steele,  Chattanooga 
Dr.  W.  C.  Chaney,  Memphis 
Dr.  J.  P.  Sloan,  Jamestown 
Mr.  Taylor  secured  copies  of  all  the 
master  policies  issued  under  the  Rhode 
Island  Plan.  He  and  Mr.  Maclin  Davis 
studied  these  policies  and  requested  a meet- 
ing of  the  two  committees.  This  meeting 
was  held  on  Sunday,  July  25th,  in  Nashville. 
As  a result  of  the  meeting  two  committees 
were  appointed.  The  first  committee  in 
Nashville  consisted  of  Mr.  Taylor  and  Drs. 
Shofner  and  Smith.  Their  duty  was  to  out- 
line the  objectives  and  principles  of  the 
program  for  voluntary  prepaid  surgical 
and  obstetrical  insurance,  to  submit  a fee 
schedule  for  surgical  indemnities  and  an 
agreement  for  participating  physicians. 

The  second  committee  was  composed  of 
Mr.  Peoples,  Drs.  Chaney  and  Kelly.  The 
duty  of  this  committee  was  to  study  the  ad- 
visability of  increasing  the  coverage  to 
care  for  medical  and  other  cases. 

The  original  meeting  of  the  House  of 
Delegates  suggested  that  as  experience 
justified,  riders  might  be  added  to  the  sur- 
gical policy  to  give  more  comprehensive 
coverage.  It  is  on  this  phase  of  the  work 
that  the  Memphis  committee  is  working. 
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The  work  of  the  first  committee  is  pub- 
lished in  this  issue  of  the  Journal. 

It  was  suggested  that  as  soon  as  the  first 
committee  was  ready  with  its  report  a 
meeting  of  the  House  of  Delegates  could 
approve  or  amend  the  report  so  that  the 
condition  of  the  policy  and  the  schedule  of 
fees  to  be  paid  can  be  submitted  to  the  in- 
surance companies.  With  this  data  each 
company  could  write  a policy  which  could 
be  offered  for  sale  in  Tennessee.  While 
this  policy  is  being  written  each  individual 
doctor  in  Tennessee  can  study  the  condi- 
tions under  which  he  will  work  and  know 
the  fee  which  he  will  receive  for  any  serv- 
ices rendered.  Policies  with  their  premiums 
as  determined  by  each  insurance  company 
will  be  submitted  to  the  Insurance  Commit- 
tee. If  satisfied  that  all  conditions  are  met, 
the  Insurance  Committee  will  be  able  to  ap- 
prove the  policy  for  the  State  Medical  Asso- 
ciation. When  so  approved  the  companies 
could  begin  selling  the  policies  through  their 
regular  channels. 

A special  meeting  of  the  House  of  Dele- 
gates is  called  for  Sunday,  August  29th  un- 
less some  serious  unforseen  obstacle  arises. 
It  is  the  hope  of  the  Committee  that  these 
policies  will  be  offered  probably  on  Janu- 
ary 1.  1949. 

Constitution  and  By-Laws 

With  this  issue  of  the  Journal  every 
member  of  the  Association  will  receive  a 
copy  of  the  Constitution  and  By-Laws  of 
the  Association. 

This  reprint  was  authorized  by  the  House 
of  Delegates  for  several  reasons.  The  last 
printing  of  the  Constitution  and  By-Laws 
was  in  1939  and  several  amendments  have 
been  made  since  that  date.  At  the  1948 
meeting  of  the  House  of  Delegates  some 
amendments  to  the  Constitution  were  pro- 
posed and  several  By-Law  changes  were 
made.  In  view  of  these  changes  the  House 
instructed  the  Headquarters  Office  to  print 
this  Constitution  and  By-Laws. 

The  minutes  of  the  House  of  Delegates 
for  the  last  nine  years  have  been  very  care- 
fully searched  and  each  amendment  has- 
been  dated.  The  proposed  amendments  to 
the  Constitution  are  included.  Action  on 
these  proposals  will  be  taken  at  the  next 
annual  meeting  of  the  House.  In  several 
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places  the  1948  session  amended  one  part 
of  the  By-Laws  without  changing  the  same 
language  in  other  sections.  These  instances 
are  recorded  and  the  next  session  of  the 
House  of  Delegates  can  remedy  these  de- 
fects. 

The  House  of  Delegates  is  authorized  to 
create  certain  Standing  Committees  and 
Special  Committees.  The  duties  of  the 
Standing  Committee  are  set  out  in  various 
sections  of  the  By-Laws.  A number  of  the 
Standing  Committees  were  discontinued  by 
the  1948  session  and  the  sections  of  the  By- 
Laws  referring  to  their  duties  were  omitted. 

In  the  case  of  the  Special  Committee  their 
duties  were  assigned  by  the  House  of 
Delegates  when  created  and  no  provisions 
for  their  existence  or  duties  were  written 
into  the  By-Laws.  These  committees  are 
listed  in  a footnote  and  the  question  of  de- 
fining their  duties  will  be  considered  by  the 
House  of  Delegates. 

This  edition  of  the  By-Laws  is  stapled  in 
the  Journal.  It  may  be  removed  without 
damage  to  the  Journal.  We  request  each 
member  to  save  his  copy.  There  will  prob- 
ably be  another  printing  of  the  Constitution 
and  By-Laws  after  the  next  meeting  of  the 
House  of  Delegates  which  will  act  on  the 
amendments  to  the  Constitution  that  are 
now  pending. 


Special  Meeting  of  the  House 
of  Delegates 

President  H.  W.  Qualls  has  called  a spe- 
cial meeting  of  the  House  of  Delegates  for 
August  29,  1948,  at  the  Maxwell  House, 
Nashville,  10:00  a.m.,  CDST. 

The  purpose  of  the  meeting  is  to  consider 
the  report  of  the  committee  appointed  by 
the  House  of  Delegates  to  implement  the 
prepayment  surgical  care  plan  sponsored 
by  the  Association  and  underwritten  by 
commercial  carriers. 

Read  the  report  of  the  committee  in  this 
Journal  and  let  your  delegates  know  what 
you  think  of  it. 

Every  delegate  should  be  present.  All 
members  of  the  Association  are  welcome 
to  the  meeting. 


Medicine  of  the  Year 
Elsewhere  in  the  Journal  will  be 
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found  an  announcement  of  MEDICINE 
OF  THE  YEAR,  an  annual  review  of  medi- 
cal progress  to  be  issued  as  a supplement  to 
the  Journal  of  the  Tennessee  State  Medical 
Association  appearing  early  in  1949.  The 
Association  has  provided  this  feature  for 
its  members  in  the  belief  that  it  consti- 
tutes a valuable  educational  opportunity  at 
small  expense  and  one  which  will  be  a 
distinct  benefit  to  all  who  subscribe.  The 
contributors  are  all  men  of  outstanding 
reputation  in  their  field,  distinguished  as 
teachers  and  medical  writers.  Their  names 
guarantee  a comprehensive  and  critical 
account  of  the  significant  and  important 
events  in  medicine  during  the  preceding 
year,  well  written  and  of  practical  interest 
to  every  physician.  The  cost  is  nominal. 

The  arrangement  by  which  this  Annual 
Review  is  made  available  to  members  of 
the  Tennessee  State  Medical  Association 
requires  that  a certain  proportion  of  the 
members  subscribe  to  this  service  if  it  is  to 
be  provided.  The  value  of  the  service  is 
sufficient  reason  for  subscribing.  However, 
because  of  the  short  time  remaining  in 
which  to  ascertain  the  number  of  sub- 
scribers, it  is  urged  that  subscriptions  be 
entered  promptly  in  order  that  a sufficient 
number  be  obtained  to  ensure  that  the  an- 
nual will  be  available  to  all  who  wish  it. 
SUBSCRIBE  NOW! 


The  Surgical  Plan  of  the  Tennessee 
State  Medical  Association 

(A)  Objectives  and  Principles 

The  Tennessee  State  Medical  Association 
(hereinafter  sometimes  referred  to  as  the 
“Association”)  establishes  as  its  objectives: 

(1)  To  increase  the  extent  to  which  vol- 
untary insurance  against  the  cost  of  medical 
care  is  made  available  to  the  people  of  the 
State  of  Tennessee ; 

(2)  To  increase  the  effectiveness  of  such 
insurance  through  the  voluntary  coopera- 
tion of  its  members; 

(31  To  make  such  insurance  available  at 
the  lowest  practicable  cost  under  competi- 
tive conditions ; and 

(4)  To  safeguard  the  physician-patient 
relationship  deemed  necessary  by  the  Asso- 
ciation to  maintain  and  improve  the  high 


standards  of  medical  care  in  the  State  of 
Tennessee. 

In  order  to  attain  such  objectives  the 
Association  hereby  sponsors  a program  of 
prepaid  non-occupational  surgical  insurance 
on  the  following  principles: 

(1)  The  attached  Master  Schedule  of 
Surgical  Indemnities  shall  serve  as  a stand- 
ard for  use  in  connection  with  this  plan ; 
such  Schedule  is  subject  to  change  by  the 
Association  as  conditions  and  experience 
warrant. 

(2)  The  Association  shall  make  a deter- 
mined effort  to  obtain  the  consent  of  its 
members  to  participate  in  the  plan.  Par- 
ticipation shall  mean  the  doctor’s  agree- 
ment with  the  Association  to  accept  for  a 
minimum  of  one  calendar  year  the  amounts 
in  the  Indemnity  Schedule  as  full  payment 
for  the  procedures  listed  therein  for  per- 
sons coming  within  the  defined  income 
group  and  their  dependents  insured  under 
policies  endorsed  by  the  Association,  as 
hereinafter  set  forth ; provided  such  per- 
sons authorize  that  the  benefits  be  paid  by 
the  insurance  carrier  direct  to  the  physi- 
cian. 

(3)  The  Association  shall  make  a de- 
termined effort  to  interest  all  insurance 
companies  licensed  to  do  business  in  the 
State  of  Tennessee  in  underwriting  this 
plan. 

(4)  Persons  who  shall  receive  surgical 
service  for  the  indemnity  fee  listed  in  the 
Master  Schedule  of  Surgical  Indemnities 
include  (a)  individuals  without  dependents 
whose  incomes  do  not  exceed  $2,400  per  an- 
num, and  (b)  individuals  with  dependents 
whose  incomes  do  not  exceed  $3,600  per  an- 
num. Persons  whose  incomes  exceed  such 
limits  shall  have  such  indemnity  fee  applied 
towards  the  physician’s  total  bill  with  such 
persons  liable  for  any  additional  fee  charged 
by  the  physician.  These  income  limits  are 
subject  to  change  by  the  Association  from 
time  to  time  as  warranted  by  conditions 
and  experience. 

(5)  Each  insurance  company  desiring  to 
have  its  policies  approved  under  this  pro- 
gram shall  submit  to  the  Association  the 
policy  form  or  forms  it  plans  to  offer  with 
the  endorsement  of  the  Association ; such 
policy  forms  may  include  coverages  in  ex- 
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cess  of  that  required  by  the  Association  for 
endorsement. 

(6)  The  Association  shall  review  the 
policy  forms  and,  if  it  finds  that  the  In- 
demnity Schedules  and  other  provisions  in 
such  policies,  except  as  hereinafter  noted, 
meet  the  minimum  standards  of  coverage 
and  believes  that  the  promotion  and  sale  of 
•such  policies  will  contribute  toward  the  at- 
tainment of  the  objectives  of  its  program, 
the  Association  shall  forthwith  grant  its 
consent  to  the  use  by  the  company  of  the 
statement  “The  Benefits  in  this  Policy  are 
Accepted  and  Approved  by  the  Tennessee 
State  Medical  Association,”  or  such  similar 
statement  as  may  be  approved  by  the  Asso- 
ciation, on  such  policy  forms  and  in  its  ad- 
vertising and  promotional  literature  to  be 
used  in  connection  therewith;  for  the  sake 
of  simplicity,  some  of  the  less  frequent 
types  of  procedures  may  be  omitted  from  the 
printed  fee  schedule  in  such  policy  forms, 
with  the  understanding  that  the  attached 
Indemnity  Schedule  shall  govern  for  un- 
printed procedures. 

(7)  All  advertisements  and  promotional 
literature  involving  the  Association’s  name 
shall  be  submitted  to  the  Association  and 
the  use  of  any  such  material  shall  be  subject 
to  disapproval  of  the  Association  on  rea- 
sonable notice  to  the  company. 

(8.  The  Association  shall  be  under  no  ob- 
ligation whatsoever  to  review  the  premium 
rate  or  rates  of  those  policies  submitted  for 
its  approval  under  this  program,  since  it 
is  the  desire  of  the  Association  to  permit 
such  rates  to  seek  their  natural  levels 
through  competition;  however,  the  Associ- 
ation may  request  any  company  to  furnish 
it  with  the  rates  at  which  the  policies  are 
to  be  or  are  being  offered  to  the  public  and 
the  company  shall  comply  with  such  re- 
quest within  a reasonable  time. 

(9)  The  Association  may  request  ex- 
perience and  enrollment  figures  from  any 
insurance  company  and  the  company  shall 
comply  therewith  in  reasonable  time,  but 
such  statistics  shall  not  be  made  public  in 
any  manner  which  will  identify  any  of  the 
statistics  with  any  one  insurance  company 
without  that  company’s  consent. 

(10)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  shall  not 


interfere  with  the  insured’s  free  choice  of 
a physician. 

(11)  The  Association  shall  not  interfere 
with  an  insurance  company’s  rights  and 
obligations  under  the  terms  of  the  policy 
form  endorsed  by  the  Association  provided, 
however,  that  payments  made  by  the  in- 
surance company  under  such  policy  for  pro- 
cedures not  listed  in  the  attached  Indemnity 
Schedule  shall  be  subject  to  review  by  the 
Association. 

(12)  The  Association  may  at  any  time, 
upon  thirty  days’  prior  written  notice  to 
an  insurance  company,  withdraw  its  con- 
sent to  the  use  of  its  endorsement  on  any 
policy  form  and  in  advertising  and  promo- 
tional literature  in  connection  therewith. 
In  the  event  of  such  withdrawal  (a)  the 
company  shall  cease  forthwith  to  use  such 
endorsement  on  all  new  policies  on  such 
forms  and  in  advertising  and  promotional 
literature  in  connection  therewith;  (b)  the 
Association  endorsement  of  all  oustanding 
policies  of  said  company  on  said  form  shall 
nevertheless  continue  until  the  next  follow- 
ing anniversary  date  of  issue  of  such  poli- 
cies; and  (c)  the  company  shall  have  no 
cause  of  action  against  the  Association  ex- 
cept upon  proof  of  malice. 

(13)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  may  at 
any  time,  upon  thirty  days’  prior  written 
notice  to  the  Association  cease  to  issue  its 
policies  with  the  Association  endorsement. 
Thereafter,  such  company  shall  not  use  the 
endorsement  of  the  Association  on  any  new 
policies  issued  or  in  advertising  or  promo- 
tional literature  in  connection  therewith. 
In  such  event  the  Association’s  endorse- 
ment of  all  outstanding  policies  of  said 
company  shall  nevertheless  continue  until 
the  next  following  anniversary  date  of  is- 
sue of  such  policies. 

(14)  An  insurance  company  whose  poli- 
cies are  approved  under  this  program  shall 
not  be  prevented  thereby  from  issuing  poli- 
cies which  are  not  endorsed  by  the  Associa- 
tion so  long  as  such  policies  and  the  adver- 
tising and  promotional  literature  in  con- 
nection therewith  do  not  use  the  name  of 
the  Association. 

(15)  A Committee  of  the  Association 
shall  confer  with  the  insurance  companies 
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on  problems  which  arise  in  connection  with 
this  program,  for  the  purpose  of  taking  ap- 
propriate action  upon  administrative  mat- 
ters, complaints  of  persons  insured  and/or 
participating  doctors,  and,  if  so  authorized, 
to  act  in  the  name  of  the  Association  to 
carry  out  these  principles. 

(16)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  shall  not 
make  it  a condition  of  selling  any  policy 
form  endorsed  by  the  Society  that  the  pros- 
pective policyholder  shall  take  any  addi- 
tional or  other  form  of  insurance. 

[Special  attention  is  called  to  section 
(16).  The  Sub-committee  did  not  agree  on 
this  article,  so  it  is  submitted  to  the  House 
of  Delegates.  | 

(B)  Master  Schedule  of  Surgical  In- 
demnities— Including  Usual  Pre-  and 
Post-Operative  Care 


Tendon,  repair,  one  primary  25.00 

each  additional  10.00 

Maximum  100.00 

Septic  finger  (tendon  sheath  involvement)  15.00 
Septic  hand  (tendon  sheath  and  compart- 
ments) 75.00 

Lacerations,  extensive,  including  debride- 
ment   25.00 

Cysts 

Cyst,  sebaceous,  removal  $ 10.00 

Pilonidal  cyst  or  sinus  50.00 

Thyroglossal  cyst,  removal  100.00 

Bronchial  cyst,  removal  100.00 

T umors 

Tumors,  benign  external,  removal  $ 10.00 

Tumors,  benign,  removal  deep  25.00 

Epulis,  removal  15.00 

Parotid  tumor,  removal  75.00 

Epithiolioma  of  face,  surgical  removal  25.00 

Cancer  of  tongue,  (resection  or  removal)  100.00 
Same  with  neck  dissection  150.00 

Cancer  of  lip  (local  operation)  35.00 

Same  with  neck  dissection  125.00 


Biopsy 


I.  Multiple  Procedures 

When  more  than  one  operation  is  per- 
formed at  one  time,  payment  will  be  made 
for  each  in  accordance  with  this  Schedule, 
subject  to  a maximum  total  of  $150.  Fur- 
thermore, the  maximum  total  with  respect 
to  all  operations  due  to  the  same  or  related 
cause  which  are  performed  during  a contin- 
uous period  of  disability  shall  be  $150.  For 
this  purpose  all  procedures  performed 
through  the  same  incision  shall  be  consid- 
ered one  operation,  and  operations  that  are 
not  separated  by  three  months  shall  be 
deemed  to  have  been  performed  during  “a 
continuous  period  of  disability.” 

II.  Unlisted  Procedures 

In  addition  to  the  procedures  listed  in 
this  Schedule,  amounts  shall  be  payable  for 
any  other  operations.  The  maximum 
amounts  for  such  procedures  shall  be  de- 
termined in  amounts  consistent  with  those 
listed. 

Schedule 

General  Surgery 

Infections  and  Traumata 
Abscesses  incision  and  drainage,  Furuncles 


excepted  $ 5.00 

Deep  cervical  abscess 25.00 

Carbuncle  25.00 

Ulcer,  surface  excision  . 10.00 


Biopsy,  superficial  $ 5.00 

Biopsy,  bone  or  bone  marrow  15.00 

Biopsy,  needle  aspiration  5.00 

Glands 

Glands,  superficial,  removal  $ 10.00 

Dissection  glands  of  neck,  deep  chain  100.00 

Radical  Axilla  or  groin  100.00 

Thyroid 

Thyroidectomy,  subtotal  $125.00 

Thyroidectomy,  two-stage,  subtotal  (with  or 

without  ligation)  complete  procedure  150.00 

Parathyroidectomy  150.00 

Breasts 

Breast  abscess,  drainage  $ 25.00 

Breast  cyst  or  abscess,  aspiration  10.00 

Breast  tumor,  benign  removal  35.00 

Breast,  radical  removal,  including  axillary 

dissection  150.00 

Breast,  simple  removal  75.00 

Miscellaneous 

Ligation,  saphenous  vein  low,  including 

retrograde  injection,  if  done  $ 25.00 

Bilateral 50.00 

Ligation,  saphenous  vein,  high,  and  combined 

including  retrograde  injection  30.00 

Bilateral  60.00 

Toe  nail,  ingrown,  removal  radical  20.00 

Stone,  submaxillary  or  parotid  duct  25.00 

Removal  of  submaxillary  salivary  gland  50.00 

Injection,  varicose  veins  complete  procedure  25.00 

Injection  without  ligation  3.00 

Maximum  30.00 

Endoscopy 


(Whfen  preliminary  and  related  to  surgical 
service  only) 
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Bronchoscopy,  diagnostic,  preceding  surgery  $25.00 


Operative  50.00 

Cystoscopy 

Observation  (preceding  surgery)  15.00 

Ureteral  catheterization  20.00 

Operative  35.00 

Gastroscopy  15.00 

Laryngoscopy 

Diagnostic  (by  Laryngoscope)  10.00 

Operative  25.00 

Sigmoidoscopy  and  biopsy  10.00 

Esophagoscopy  . 25.00 


Special  Surgery 

Thoracic  Surgery 


Pneumolysis  $ 75.00 

Pleura,  paracentesis  10.00 

Empyema,  closed  drainage  25.00 

Emypema,  rib  section  . 75.00 

Phrenic  nerve,  crushing  25.00 

Thoracoplasty  (First  stage  or  partial)  75.00 

(Complete)  150.00 

Thoracoplasty  (complete)  150.00 

Lobectomy  150.00 

Aneurysmorraphy  150.00 

Induction  of  artificial  pneumothorax  25.00 

Refills  5.00 


Abdominal  Surgery 


Abdomen,  paracentesis  $ 10.00 

Herniotomy,  single  inguinal,  femoral  or 

umbilical  100.00 

Herniotomy,  bilateral  inguinal  or  femoral  125.00 

Herniotomy,  hiatus  or  diaphragmatic  150.00 

Herniotomy,  ventral  or  incisional  100.00 

Esophageal  diverticulum  125.00 

Gastrotomy  or  gastrostomy  100.00 

Gastrectomy  150.00 

Gastro-enterostomy  125.00 

Peptic  ulcer,  perforated,  closure  100.00 

Peptic  ulcer,  subtotal  gastrectomy  150.00 

Pyloric  stenosis  (Rammstedt’s  in  infant)  100.00 

Intestines,  anastomosis  125.00 

Intestines,  (small)  resection  125.00 

Laparotomy  75.00 

Colon,  resection  150.00 

Colostomy  75.00 

Appendectomy  100.00 

Diverticulum,  intestinal  (Meckel’s)  100.00 

Common  Duct  with  or  without 

cholecystectomy  150.00 

Appendiceal,  abscess,  drainage  100.00 

Subdiaphragmatic  abscess  100.00 

Cholecystectomy  125.00 

Common  duct,  resection  or  reconstruction  150.00 

Cholecystostomy  100.00 

Cholecysduodenostomy  125.00 

Pancreas,  drainage  100.00 

Splenectomy  150.00 


Proctology 

Hemorrhoids,  injection,  each  $3.00  maximum  $30.00 


Hemorrhoids,  external 25.00 

Hemorrhoid,  thrombosis,  incision  . 5.00 

Complete  hemorrhoidectomy  in  hospital  85.00 

Complete  hemorrhoidectomy  in  office  35.00 

Fistulectomy,  single,  excision  of  tract  50.00 

Multiple,  excision  of  tracts 85.00 

Fissurectomy  10.00 

Polypectomy  25.00 

Abscess,  ischio-rectal  or  peri-rectal  drainage  25.00 

Carcinoma  of  rectum,  resection  150.00 

Prolapsed  rectum,  repair  100.00 


Urology 


Circumcision,  infant  not  requiring 

anesthesia  $ 5.00 

Circumcision,  excepting  the  above 15.00 

Urethrotomy  50.00 

Prostatic  abscess  35.00 

Prostatectomy,  perineal 125.00 

Prostatectomy  suprapubic — one  stage 

including  vasectomy  if  required  125.00 

Prostatectomy,  suprapubic — two  stage  in- 
cluding vasectomy 150.00 

Prostatectomy,  transurethral 125.00 

Punch  operation  with  suprapubic  drainage  100.00 
Perineoplasty  with  uretheral  repair  75.00 

Hydrocele,  radical  operation  50.00 

Litholopaxy  50.00 

Epididymectomy  50.00 

Vasectomy  (when  not  preliminary  to 

prostatectomy)  15.00 

Vesiculectomy  100.00 

Varicocelectomy  25.00 

Orchidectoniy  simple  50.00 

With  gland  dissection  100.00 

Cystotomy  or  Cystostomy 75.00 

Cystostomy  with  fulguration  100.00 

Cystectomy  150.00 

Ureter  transplantation,  single  ...  100.00 

bilateral  150.00 

Bladder  tumor,  diverticula,  etc.  (resection)  — 

open  operation  125.00 

Uretero-lithotomy  100.00 

Nephrotomy  125.00 

Nephrostomy  125.00 

Nephrectomy 125.00 

Nephropexy  100.00 

Pyelotomy  100.00 

Plastic  on  pelvis  and  ureter  125.00 

Heminephrectomy  125.00 

Excision  and  suture  of  urinary  fistula 

(suprapubic)  50.00 

(vaginal)  100.00 

Penis  amputation 75.00 

Same  with  groin  dissection  150.00 

Plastic  Hypo — and  epispadias 125.00 

Meatotomy  5.00 

Caruncle  excision 15.00 

Caruncle  fulguration  15.00 
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Neuro-Surgery 

Skull 


Simple  fracture  (non-operable)  with  brain 
injury  $ 35.00 

Depressed  75.00 

Compound  . . . . 150.00 

Brain  tumors  150.00 

Brain  Injuries;  operable  type 

Extradural  hematoma  $150.00 

Subdural  hematoma  150.00 

Exploratory  Trephination 

One  side  50.00 

Two  sides  75.00 

Intracortical  clot  150.00 

Arterio-venous  fistula,  intracranial  . 150.00 

Spinal  Cord 

Section  of  anterior  or  posterior  roots  $150.00 

Decompressive  laminectomy  150.00 

Removal  of  or  exploration  for  an  extruded 
nucleus,  pulposus  or  ruptured  interverte- 
bral disc  150.00 


Peripheral  Nerve 

Suture,  decompression,  or  transplantation  of 


single  nerve  $ 25.00 

Each  additional  10.00 

Maximum 100.00 

Pneumonenchephalogram  25.00 

Ventriculogram  35.00 

Spinal  cord  tumors  150.00 

Operation  for  pain  associated  with  malig- 
nancy or  similar  untreatable  disease  re- 
quiring intraspinal  nerve  sections  or 
cordotomy  150.00 

Miscellaneous 

Section  of  sensory  root  for  5th  nerve 

neuralgia  $150.00 

Section  of  vestibular  nerve  for  Meniere’s 

disease  or  aural  vertigo  150.00 

Operation  for  scalenus  anticus  syndrome  50.00 

Craniotomy  for  brain  abscess  150.00 

Craniotomy  for  conditions  not  listed 

herewith  150.00 

Bilateral  orbital  decompression  150.00 

Choroidectomy  for  hydrocephalus  . 150.00 

Excision  of  meningocele  75.00 

Lumbar  puncture  (with  fracture  or  operative 

work  only)  (diagnostic  excluded)  5.00 

Sympathetic  System 

Unilateral  lumbar  sympathectomy  $100.00 

Bilateral  lumbar  sympathectomy  150.00 

Resection  of  pre-sacral  plexus  150.00 

Bilateral,  thoraco  lumbar  sympathectomy  150.00 


Obstetrics 

Pregnancy,  delivery  $ 50.00 

(Does  not  cover  prenatal  and  postnatal 
home  and  office  care.) 

Miscarriage  (curettage)  25.00 

Caesarean  section,  vaginal  100.00 

Caesarean  section,  abdominal  100.00 

Pregnancy,  ectopic  100.00 

Gynecology 

Bartholin’s  gland,  incision  $ 5.00 

Bartholin’s  gland,  excision  25.00 

Labial  tumors  and  cysts,  removal  20.00 

Atresia  of  vagina,  plastic  50.00 

Fistula,  recto-vaginal  100.00 

Fistula,  vesico-vaginal  100.00 

Cul-de-sac,  drainage  35.00 

Cauterization  3.00 

Maximum  12.00 

Cauterization  10.00 

Dilatation  and  curettage  with  or  without 

cauterization  25.00 

Uterine  polyp  removal  with  dilatation 

and  curettage  25.00 

Cervical  polyp  removal  5.00 

Trachelorrhaphy  35.00 

Cervix  amputation  50.00 

Oophorectomy  or  resection  of  ovaries  100.00 

Hysterectomy  150.00 

Myomectomy  100.00 

Uterine  flexions,  etc.,  correction  (plus 

surgery  of  tubes  and  ovaries)  100.00 

Same  with  vaginal  plastic  work  125.00 

Salpingectomy  100.00 

Salpingoophorectomy  100.00 

Cystocele 50.00 

Rectocele  50.00 

Combined  cystocele  and  rectocele  75.00 

Prolapse  operations  (interposition, 

Manchester)  100.00 

Vulvectomy  75.00 

With  groin  dissection  150.00 


Ophthalmology 

Foreign  body,  removal,  within  anterior 

or  posterior  chamber  $ 75.00 

Cornea,  paracentesis  20.00 

Conjunctival  suture  15.00 

Conjunctival  flap  for  corneal  ulcer,  etc.  25.00 

Chalazion  (excision),  single  10.00 

Multiple  25.00 

Lachrymal  sac,  removal  50.00 

Entropion  or  ectropion,  Ziegler’s  puncture  30.00 
Entropion  or  ectropion,  plastic  operation  50.00 

Entropion  or  ectropion,  plastic  operation 

grafts  or  flaps  50.00 

Symblepharon,  release  30.00 

Pterygium  35.00 

Corneal  Ulcer — Cauterization  5.00 

Corneal  ulcer,  deliminating  keratotomy  25.00 

Tarsorrhaphy,  orbicularis  paralysis  30.00 
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Ptosis,  (single)  50.00 

Strabismus,  one  or  more  muscles  75.00 

Cataract,  needling  50.00 

Cataract,  removal  100.00 

Iridectomy  75.00 

Removal  foreign  body  of  cornea 3.00 

Glaucoma,  filtration  operation 100.00 

Enucleation  or  evisceration  75.00 

Tumor,  exenteration  of  orbit  100.00 

Dacryocystorhinostomy  75.00 

Detached  Retina  125.00 

Otology 

Aural  Polyp  $ 10.00 

Paracentesis  tympani  10.00 

Mastoidectomy,  acute  single  100.00 

Mastoidectomy,  acute  bilateral 125.00 

Mastoidectomy,  radical  single  150.00 

Fenestration  for  otosclerosis  150.00 

Nose  and  Throat 

Nasal  polyps,  removal $ 10.00 

Antrum,  Caldwell-Luc  50.00 

Ethmoideetomy  35.00 

Frontal  sinus,  radical  100.00 

Turbinectomy  10.00 

Submucous  resection  50.00 

Palatorrhaphy 100.00 

Tonsillectomy  and  adenoidectomy 

Under  15  25.00 

Over  15  , 35.00 

Laryngectomy  150.00 

Tracheotomy  50.00 

Malignant  disease,  accessory  sinuses 

(Radical  Operation) — One  sinus 100.00 

Multiple  150.00 

Malignant  disease,  tonsil  and  pharynx 

(Radical  Operation)  100.00 

Antrum  puncture  and  irrigation  5.00 

Antrum  window  50.00 

Orthopedic 

Spinal  fusion  $150.00 

Cartilage  of  condyle  of  femur,  removal  of.  . 75.00 

Bone  plate,  removal  of  25.00 

Talipes  50.00 

Semilunar  cartilage,  removal  from  joint  . 75.00 

Tenotomy,  simple,  open 25.00 

Closed  15.00 

Claw  foot,  except  bone  surgery — see  foot 

stabilization  50.00 

Coccyx,  excision  of  25.00 

Arthrotomy,  any  major  joint  75.00 

Hallux  Valgus,  single  radical  operation  . 50.00 

Exostectomy  25.00 

Osteomyelitis,  sequestrum  removal 25.00 

Hallux  valgus,  bilateral  radical  operation  for  75.00 

Foot  stabilization  150.00 

Hammer  toe,  operation  for  35.00 

Arthrodesis  of  knee,  hip,  shoulder  or  elbow  150.00 

Torticollis,  operation  for  75.00 

Arthroplasty,  any  major  joint  150.00 

Hip  joint,  resection  150.00 


Any  other  major  joint,  resection 100.00 

Any  joint,  resection  of,  fingers  or  toes  25.00 

Amputations 

Shoulder,  Disarticulation  $125.00 

Upper  arm  50.00 

Forearm  50.00 

Hand  50.00 

Finger,  single  15.00 

Each  additional  10.00 

Hip  125.00 

Thigh 75.00 

Knee  75.00 

Leg  75.00 

Toe  15.00 

Each  additional  10.00 

Foot  50.00 

Elbow  75.00 

Scapulo  thoracic  amputation  150.00 

Dislocations — Closed 

Carpal  bone,  one  . . . . $ 25.00 

Each  additional  10.00 

Clavicle  25.00 

Elbow  25.00 

Finger,  one  5.00 

Each  additional  5.00 

Hip  35.00 

Knee  35.00 

Mandible  10.00 

Metacarpal  bone,  one 15.00 

Each  additional  5.00 

Metatarsal  bone,  one  15.00 

Each  additional 5.00 

Patella  15.00 

Rib 10.00 

Shoulder  25.00 

Tarsal  bone,  one  25.00 

Each  additional  10.00 

Thumb  10.00 

Toe,  one  5.00 

Each  additional  5.00 

Vertebra,  one  or  more  ...  100.00 

Simple  Fractures — Closed 

Lower  jaw  $ 25.00 

Carpal  bone,  one  25.00 

Each  additional  10.00 

Clavicle  25.00 

Coccyx  10.00 

Femur  75.00 

Tibia  or  fibula  or  both  50.00 

Potts’  or  Cottons  Fracture  75.00 

Finger,  one  10.00 

Each  additional  5.00 

Humerus  50.00 

Metacarpal  bone,  one  15.00 

Each  additional  10.00 

Metatarsal  bone,  one  15.00 

Each  additional  10.00 

Patella,  closed  25.00 

Nasal  bone  or  bones — reduction  25.00 

Pelvis  75.00 
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Radius  or  Ulna,  or  both  25.00 

Rib,  one  or  more 10.00 

Sacrum  35.00 

Scapula  25.00 

Skull  35.00 

Sternum  25.00 

Tarsal  bone,  one  (exclude  os  calcis  and 

astragalus)  25.00 

Each  additional  10.00 

Toe,  one 10.00 

Each  additional  5.00 

Vertebra,  one  or  more 100.00 

Os  Calcis  or  Astragalus,,  or  both  50.00 


Open  Reductions  and  Compound  Fractures — 
For  compound  fractures  the  maximum  amount  will 
be  one  and  one-half  times,  and  for  fractures  or 
dislocations  requiring  an  open  operation  will  be 
twice  the  amount  shown  for  the  corresponding- 
simple  fractures  or  dislocations,  but  in  no  case 
more  than  $150. 

(C)  Participating  Physician  of  the 
Tennessee  State  Medical  Association 

I hereby  subscribe  as  a participating 
physician  under  the  program  sponsored  by 
the  Tennessee  State  Medical  Association  for 
surgical  insurance  as  accepted  and  approved 
by  the  Tennessee  State  Medical  Associa- 
tion. 

In  consideration  of  my  being  listed  as 
such  “Participating  Physician,”  I hereby 
agree  that  my  charges  for  the  services  in- 
cluded in  the  Master  Schedule  of  Surgical 
Indemnities  and  rendered  to  the  insured  or 
his  dependents,  shall  not  exceed  the  amount 
specified  therein,  provided  the  insured  is  (a) 
an  individual  without  dependents  whose  in- 
come does  not  exceed  $2,400  per  annum  or 
(b)  an  individual  with  dependents  whose 
income  does  not  exceed  $3,600  per  annum. 

I understand  that  persons  whose  incomes 
exceed  such  limits  shall  have  such  indemnity 
applied  towards  my  total  bill  with  such  per- 
sons liable  for  any  additional  fee  charged 
by  me. 

I understand  that  nothing  in  this  agree- 
ment is  intended  to  affect  the  relationship 
between  the  physician  and  his  patient  nor 
to  restrict  the  physician  in  the  exercise  of 
his  right  to  refuse  to  treat  any  patient  for 
appropriate  professional  reasons. 

I further  agree  to  abide  by  the  rulings 
of  the  Association’s  Committee  which  will 
function  under  this  program  for  the  express 
purpose  of  facilitating  any  administrative 
problems  that  may  arise. 


I agree  not  to  withdraw  my  consent  as  a 
participating  physician  prior  to 

M.D. 

Address : 

Date : 
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Circular  Letter  “Promotes”  Medical 
Care 

A circular  letter,  dated  June  22  and 
mailed  by  Dr.  Milton  Terris,  of  Bethesda, 
Md.,  has  been  received  by  a large  number  of 
people.  The  letters  are  written  on  the  let- 
terhead of  the  “Committee  for  the  Creation 
of  a Medical  Care  Section  in  the  American 
Public  Health  Association.” 

The  names  of  the  committee,  which  ap- 
pear on  the  letterhead,  include  a number  of 
prominent  and  outstanding  people.  Some 
of  them,  however,  are  not  very  closely  as- 
sociated with  medical  care.  Among  these 
are  Isadore  Falk,  Nathan  Sinai  and  Elin 
Anderson. 

Is  there  a need  for  a Medical  Care  Section 
in  the  American  Public  Health  Association? 

Urges  More  Activity  Within  County 
Medical  Societies 

Dr.  Louis  H.  Bauer,  Hempstead,  N.  Y., 
a member  of  the  A.M.A.  Board  of  Trustees, 
president  of  the  Medical  Society  of  the 
State  of  New  York  and  executive  director 
of  the  World  Medical  Association,  made  a 
plea  recently  for  more  activity  within 
county  medical  societies. 

“In  many  areas,  the  county  medical  so- 
ciety has  become  just  another  society,”  he 
said  in  one  of  his  recent  addresses,  adding: 

“Medicine  has  become  overorganized. 
Surgical  societies,  obstetrical,  pediatric, 
and  general  practice  societies,  and  others 
have  sprung  up  everywhere.  In  many 
places  this  has  reduced  the  interest  in  coun- 
ty medical  society  activities,  lowered  at- 
tendance at  its  meetings,  and  diminished 
the  county  society’s  influence  in  the  com- 
munity. Never  before  has  there  been  a 
greater  need  for  alert  and  powerful  county 
medical  societies.  Never  before  has  medi- 
cine been  so  deeply  involved  in  the  solution 


- 


Bi 


306  SECRETARY'S  LETTER  August,  19*8 


of  community  problems  and  the  guidance  of 
social  forces. 

“The  American  Medical  Association  and 
the  various  state  societies  depend  ultimate- 
ly for  their  effectiveness  in  any  given  com- 
munity upon  the  influence  of  the  county 
medical  society  in  that  community.  The 
county  medical  society  in  turn  depends  for 
its  power,  its  usefulness — its  very  life — 
upon  you,  the  individual  physician.  Are 
you  doing  all  you  can  to  strengthen  the  arm 
and  to  forward  the  work  of  your  county 
medical  society?” 

Addresses  Conference  on  Rural  Health 

Thomas  A.  Hendricks,  secretary  of  the 
A.M.A.  Council  on  Medical  Service,  told  the 
27th  annual  Conference  of  the  Country  Life 
Association  last  week  that  community 
health  leadership  is  of  vital  concern 
throughout  the  country  today. 

“This  community  plan  leadership  is  im- 
portant” he  said,  “because  of  the  dangers 
of  an  atomic  attack  by  a foreign  country. 
Such  an  attack  would  mean  a dispersal  of 
industry  and  a dispersal  of  large  masses 
from  urban  to  rural  areas.  Although  the 
force  of  such  an  attack  would  fall  on 
the  large  cities,  the  rural  districts  must  be 
prepared  to  take  care  of  many  of  those  sur- 
viving any  attack  upon  our  cities  and  now 
is  the  time  to  work  out  such  a plan — no 
matter  how  devoutly  we  hope  that  such  a 
catastrophe  will  never  take  place.” 

The  Conference  was  held  at  Berea  Col- 
lege. Berea,  Ky.,  and  the  theme  was:  “Ru- 
ral Policies  and  Policy  Making.” 

Way  Back  When 

Recently,  I thumbed  through  the  minutes 
of  the  first  annual  meeting  of  the  A.M.A. 
held  in  Baltimore,  May,  1848,  and  came 
across  this  eloquent  passage  for  the  address 
of  President  Nathaniel  Chapman,  of  Phil- 
adelphia : 

“This  assemblage  presents  a spectacle  of 
moral  grandeur  delightful  to  contemplate. 
Few  of  the  kind  have  I ever  witnessed 
more  imposing  in  its  aspect,  and  certainly 
none  inspired  by  purer  motives,  or  having 
views  of  a wider  range  of  beneficence  . . . 

“The  pilgrimage  you  have  performed  in 
coming  hither,  at  so  many  sacrifices  of  com- 
fort and  convenience,  evinces  the  ardour  of 
your  zeal,  and  the  loyalty  of  your  devotion 


. . . Then  a few  pages  beyond,  I read  this 
classification  of  epidemics  as  set  down  by 
the  Committee  on  Practical  Medicine: 

“Epidemics  are  regarded  as  arising  from 
three  general  sources,  to  wit : contagion,  in- 
fection, and  meteoration  ; and  in  accordance 
with  this  view  of  their  etiology,  they  may  be 
divided  into  contagious,  infectious,  and 
meteroratious.” 

The  meteoratious  epidemics  were  defined 
as  “Those  wide-spreading  maladies  which 
arise  from  certain  latent  influences  of  the 
general  atmosphere,  and  which  have  no 
special  relations  or  connections  with  sea- 
son, localities  and  climates.  The  most  nota- 
ble examples  of  this  kind  are  influenza  and 
cholera.” 


Dear  Doctor : 

Several  months  ago,  you  will  recall,  Gen- 
eral MacArthur  had  a group  of  consultants 
advising  him  on  all  phases  of  the  Japanese 
Social  Security  System,  including  sickness 
insurance.  At  the  time  the  consultants 
were  appointed,  the  A.  M.  A.  voiced  disap- 
proval because  it  felt  that  the  consultants 
were  largely  employed  by,  or  connected 
with,  groups  in  this  country  which  believe 
that  compulsory  sickness  insurance  is  the 
only  way  of  solving  our  medical  problems. 

Brig.  Gen.  Crawford  W.  Sams,  Chief  of 
the  medical  branch  of  the  Civil  Affairs 
Division  in  Tokyo,  recently  sent  me  a com- 
plete copy  of  the  consultants’  report  for 
analysis  by  the  A.  M.  A.  He  also  suggested 
that  the  A.  M.  A.  appoint  a committee  of 
qualified  physicians,  who  could  meet  with 
the  consulting  staff  in  Japan  and  go  over 
the  entire  situation  with  them. 

As  a result,  five  officers  of  the  A.  M.  A. 
— President  R.  L.  Sensenich,  President- 
Elect  Ernest  E.  Irons,  Dr.  Elmer  L.  Hen- 
derson, chairman  of  the  Board  of  Trustees, 
and  Dr.  E.  J.  McCormick  and  John  H. 
Fitzgibbon,  members  of  the  Board  of  Trus- 
tees— left  by  air  for  Tokyo  Sunday,  Au- 
gust 1. 

Established  law  and  custom  in  Japan 
may  call  a different  solution  of  some  of  the 
complex  medical  problems.  But  our  stand 
has  been  that  we,  as  a medical  profession, 
#do  not  want  any  new  ideas  forced  on  the 
Japanese  people  that  we  ourselves  would 
not  be  willing  to  accept. 


August,  1948 


SECRETARY'S  LETTER 


307 


Draft  Status  of  Physicians.  Many  in- 
quiries are  being  received  at  headquarters 
relative  to  the  status  of  doctors  under  the 
draft. 

The  Selective  Service  Act  of  1948,  passed 
by  the  80th  Congress  and  approved  by  the 
President  on  June  24,  1948,  does  not  con- 
tain any  special  provision  for  the  registra- 
tion and  induction  of  physicians  as  such. 
Physicians  in  the  age  groups  applicable  to 
inductees  generally  will  be  required  to  reg- 
ister and  may  be  inducted  unless  they  quali- 
fy for  deferment  or  exemption  under  the 
provisions  of  the  law. 

Dr.  Miller  Reports  on  World  Health  Ses- 
sion. Several  interesting  letters  have  been 
received  at  headquarters  from  Dr.  James  R. 
Miller,  Hartford,  Conn.,  a member  of  the 
A.  M.  A.  Board  of  Trustees,  who  served  as 
one  of  three  official  delegates  attending  the 
first  meeting  of  the  World  Health  Organi- 
zation in  Geneva. 

The  World  Health  Assembly  opened  on 
June  24  with  delegates  and  observers  repre- 
senting 70  countries  present. 

Delegations  from  all  parts  of  the  world 
agreed  that  the  World  Health  Organization 
should  not  attempt  in  any  way  to  interfere 
in  local  affairs  but  should  confine  itself  to 
strengthening  national  health  administra- 
tions in  their  efforts  to  deal  effectively  with 
the  problems  that  faced  them. 

Establishment  of  a world  influenza  cen- 
ter in  an  effort  to  prevent  repetition  of  the 
1918  influenza  tragedy  that  killed  millions 
was  approved  by  the  program  committee. 

Dr.  Miller  plans  to  prepare  a report  on 
the  WHO  session  within  a short  time. 

Submits  Medical  Care  Suggestions.  Dr. 
R.  B.  Robins,  of  Camden,  Arkansas,  a Dem- 
ocratic National  Committeeman,  presented 
several  medical  care  recommendations  from 
the  viewpoint  of  the  medical  profession  to 
the  Democratic  platform  committee  when 
it  met  in  connection  with  the  party  conven- 
tion in  Philadelphia  recently.  Dr.  Robins, 
who  spoke  at  the  Third  National  Confer- 
ence of  County  Medical  Society  Officers 
preceding  the  annual  A.  M.  A.  session  in 
Chicago  in  June,  is  the  only  doctor  on  the 
Democratic  National  Committee. 

The  recommendations  he  made  follow: 

“The  high  standards  of  medical  care  ex- 


isting in  this  country  can  best  be  main- 
tained and  made  available  to  all  by: 

“1.  Providing  preventive  medical  services 
through  professionally  competent  health  de- 
partments for  the  whole  country. 

“2.  Extending  the  benefits  of  modern 
medical  sciences  in  the  fields  of  prenatal 
care,  childbirth,  infant  welfare,  and  child 
care. 

“3.  Providing  adequate  hospitals  and  di- 
agnostic facilities  so  all  areas  of  the  coun- 
try will  be  adequately  served  and  thus  at- 
tract physicians  to  areas  now  lacking  them. 

“4.  The  preceding  three  items  should  be 
provided  by  local  communities  assisted 
where  necessary  by  state  or  federal  sup- 
port. 

“5.  We  recommend  the  further  and  more 
rapid  development  of  protection  against  the 
costs  of  medical  care  within  the  American 
system  of  individual  initiative  and  freedom, 
by  means  of  the  well  established  voluntary 
insurance  principle. 

“6.  We  invite  attention  to  the  fact  that 
any  medical  program  will  be  inadequate  un- 
less there  are  maintained  minimum  stand- 
ards of  nutrition,  housing,  clothing  and 
recreation. 

“7.  We  urge  that  all  Government  agencies 
concerned  with  health  be  grouped  in  one 
division,  and  that  in  solving  medical  and 
health  programs  the  Government  agency  or 
agencies  seek  or  ask  for  the  co-operation 
and  assistance  of  medical  profession.” 

World  Medical  Association.  No  doubt 
many  of  you  read  the  fine  editorial  in  the 
July  24  issue  of  The  Journal  of  the  A.  M.  A. 
on  the  World  Medical  Association,  which 
was  founded  in  Paris  in  September,  1947. 
Dr.  Louis  H.  Bauer,  Hempstead,  N.  Y.,  a 
member  of  the  A.  M.  A.  Board  of  Trustees, 
is  secretary  general  of  the  organization. 

Attention  is  again  called  to  the  fact  that 
since  the  problems  are  such  as  will  interest 
every  physician  who  participates  in  civic 
and  in  medical  affairs,  opportunity  is  of- 
fered to  individual  physicians  to  become 
Founder  Sustaining  Members  of  the  World 
Medical  Association.  The  annual  member- 
ship dues  are  $10.  Many  physicians  are 
subscribing  for  five  years  in  advance  in 
order  to  place  the  WMA  promptly  on  an 
established  basis.  Physicians  who  wish  to 
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affiliate  with  the  United  States  Committee 
of  the  WMA  may  do  so  by  sending  their 
checks  to  Dr.  Bauer,  World  Medical  Asso- 
ciation, 2 East  103  Street,  New  York. 


AND  WE  QUOTE 



The  history  of  liberty  is  the  history  of 
the  limitation  of  governmental  power,  not 
the  increase  of  it.  When  we  resist  . . . . 
concentration  of  power  we  are  resisting 
the  powers  of  death,  because  concentration 
of  power  is  what  always  precedes  the  de- 
struction of  human  liberties. 

— Woodrow  Wilson. 


Press  Release,  Food  and  Drug  Adminis- 
tration, July  29,  1948 
Druggists  and  the  medical  profession 
were  urged  today  by  the  Federal  Security 
Agency’s  Food  and  Drug  Administration  to 
return  all  stocks  of  Siliform  Ampuls  to  the 
manufacturer,  The  Heilkraft  Medical 
Company,  Boston,  Mass.  This  injection 
drug,  which  should  be  sterile,  is  potentially 
dangerous  since  samples  collected  on  the 
market  contain  living  organisms.  Siliform 
is  injected  by  some  physicians  and  osteo- 
paths in  the  belief  that  it  will  relieve  pa- 
tients suffering  with  rheumatism  as  claimed 
by  the  manufacturer.  The  Food  and  Drug 
Administration  found  the  contaminated 
samples  after  a routine  inspection  at  the 
Heilkraft  factory  disclosed  that  the  Sili- 
form Ampuls  had  been  manufactured 
without  sterilization.  Intensive  recall  ef- 
forts by  the  manufacturer  and  the  Food 
and  Drug  Administration  for  the  past  two 
weeks  have  not  brought  in  all  of  the  con- 
taminated stocks.  The  article,  which  moves 
slowly,  was  shipped  to  37  states  from  Maine 
to  California  and  later  was  redistributed 
by  wholesalers  who  cannot  trace  many  of 
their  sales.  Some  going  back  as  far  as 
1946  have  been  found  on  the  market.  These' 
ampuls  may  be  in  the  hands  of  doctors, 
hospitals,  clinics,  and  retail  and  wholesale 
druggists. 
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Prepayment  Progress 
Forward  On  All  Fronts 

Progress  all  along  the  line  in  the  volun- 
tary health  insurance  field  resulted  from 
the  recent  annual  session  of  the  American 
Medical  Association.  So  important  is  the 
question  that  a meeting  of  state  medical 
society  presidents  and  their  representatives 
was  called  by  the  Council  on  Medical  Serv- 
ice just  before  the  A.  M.  A.  session  to  dis- 
cuss prepayment  problems.  In  addition  a 
special  Reference  Committee  on  Medical 
Service  and  Prepayment  Insurance  was  ap- 
pointed by  the  House  of  Delegates  to  serve 
during  the  session. 

Free,  frank  and  open  discussion  of  all 
views  took  place  at  both  the  preliminary 
meeting  and  before  the  Reference  Commit- 
tee. From  these  discussions  the  following 
overall  impressions  on  the  prepayment  sit- 
uation are  gained : 

1.  That  no  national  insurance  company 
or  merger  of  Blue  Cross  and  Associated 
Medical  Care  Plans  is  thought  advisable  at 
this  time; 

2.  That  some  agency  for  enrolling  na- 
tional accounts  is  desirable; 

3.  That  studies  as  to  how  such  an  agency 
should  be  set  up  be  continued  and  encour- 
aged ; 

4.  That  recommendations  resulting  from 
these  studies  are  to  be  brought  before  the 
profession  by  the  Council  on  Medical  Serv- 
ice ; 

5.  That  further  meetings  of  state  presi- 
dents or  their  representatives  to  discuss 
prepayment  developments,  such  as  the  en- 
rollment of  national  accounts,  be  called  by 
the  Council ; 

6.  That  everything  possible  should  be 
done  to  further  and  expedite  the  voluntary 
health  insurance  program. 

New  Prepayment  Organizations 

Two  new  organizations  of  state  medical 
society  plans  providing  for  voluntary  health 
insurance  were  formed  during  the  Chicago 
session. 
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1.  Western  States  Conference  on  Medical 
Service  Plans 

Feeling  that  the  problems  on  the  West 
Coast  differ  ir\  some  respects  from  those  of 
other  sections  of  the  country,  representa- 
tives from  a number  of  western  states 
formed  their  own  Conference.  These  repre- 
sentatives stated  that  this  did  not  mean 
that  they  were  withdrawing  their  support 
from  Associated  Medical  Care  Plans,  but 
they  felt  that  the  states  from  their  section 
of  the  country  could  best  handle  their  pre- 
payment problems  by  such  a permanent 
Conference.  It  is  understood  that  states 
composing  this  Conference  are:  Washing- 
ton, Oregon,  California,  Wyoming,  Colora- 
do, Nevada,  Idaho,  New  Mexico,  Montana, 
Utah,  Arizona,  and  the  Territories  of 
Hawaii  and  Alaska.  It  is  also  understood 
that  although  North  Dakota  was  not  repre- 
sented at  the  meeting  when  the  Conference 
was  formed,  that  state  plan  will  be  a mem- 
ber of  the  new  organization. 

2.  Representatives  of  Private  Insurance 
Underwritten  Plans 

The  following  states  which  are  handling 
programs  through  private  insurance  car- 
riers formed  their  own  organization : Illi- 
nois, Wisconsin,  Tennessee,  Rhode  Island, 
South  Dakota,  Maine,  Arkansas,  and  Min- 
nesota. 

This  group  does  not  contemplate  setting 
up  a separate  corporation  independent  of 
the  A.  M.  A.  It  will  function  in  regard  to 
plans  and  programs  designed  to  further 
voluntary  health  insurance  coverage 
through  the  private  insurance  carriers. 

Report  of  Reference  Committee  On 
Prepayment 

“Your  Reference  Committee  met  to  con- 
sider the  report  of  the  Council  on  Medical 
Service  on  a meeting  held  by  this  Council 
and  representatives  of  thirty-six  state 
medical  associations  and  the  Hawaii  Terri- 
tory on  June  19,  1948. 

“The  purpose  of  this  meeting  of  June  19, 
1948  was  to  discuss  the  advisability  of  As- 
sociated Medical  Care  Plans  and  Blue  Cross 
to  establish  or  create  a national  enrollment 
organization  to  implement  the  hospital  and 
medical  health  insurance  coverage  of  em- 
ployees of  national  employers.  It  was 
agreed  by  those  attending  the  meeting  that 


there  was  a need  for  such  organization. 
This  matter  was  then  referred  to  the  Coun- 
cil on  Medical  Service  and  the  commission 
of  A.  M.  C.  P.  for  further  study,  to  deter- 
mine the  structural  organization  and  prop- 
er function  of  such  a needed  organization 
and  they  were  asked  to  report  their  recom- 
mendations at  an  early  date. 

“Your  Committee  after  hearing  the  opin- 
ion expressed  by  the  Council  on  Medical 
Service  and,  representative  commissioners 
of  the  A.  M.  C.  P.  is  in  accord  with  and 
approved  the  principles  enunciated,  and 
the  action  taken  at  this  meeting  of  June  19, 
1948.’’ 


State  Association  Activities 
Orientation  Lectures  Successfid 

The  annual  report  of  the  Medical  Society 
of  the  District  of  Columbia  reports  that  the 
“orientation  lectures  for  new  members 
proved  a most  successful  undertaking.’’ 
Lectures  were  presented  on  four  successive 
Saturday  afternoons,  each  session  lasting 
an  hour.  The  course  included  such  subjects 
as  “Medical  Organization”  (the  History, 
Functions,  Services,  etc.  of  the  Society), 
“Medical  Ethics,”  “Medical  Malpractice,” 
“Medical  Economics”  and  “Public  Rela- 
tions.”— Medical  Annals,  June,  1948. 

Evaluating  Your  State  Association 

The  semi-annual  report  of  the  Commit- 
tee on  Study  of  the  Organization  and  Ob- 
jectives of  the  Connecticut  State  Medical 
Society  provides  an  excellent  picture  as 
well  as  an  evaluation  of  the  Society’s  activi- 
ties. This  Committee  has  divided  its  study 
into  six  basic  fields: 

1.  The  Organization  of  the  Council 

2.  The  Committees  of  the  Society 

3.  The  Journal  of  the  Society 

4.  The  Organization  and  Functions  of 
the  Central  Offices  of  the  Society 

5.  The  Relationship  of  the  Society  to  the 
Community 

6.  The  Financial  Structure  of  the  Socie- 
ty. 

The  report  is  well  worth  reading  and  ap- 
pears on  pages  578-583  of  the  June,  1948 
issue  of  the  Connecticut  State  Medical 
Journal.  A 
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Unusual!  To  Say  the  Least 

The  Medical  Society  of  the  State  of  North 
Carolina  housed  its  technical  and  scientific 
exhibits  in  a tent  during  the  recent  annual 
session.  The  tent  was  connected  to  the 
hotel  by  a covered  walk  and,  according  to 
reports,  the  exhibitors  were  more  than 
satisfied  before  the  meeting  was  over.  As 
an  ad<.ed  attraction  twelve  prizes  were  of- 
fered by  exhibitors.  And  to  top  it  all,  the 
registration  broke  all  previous  records. 

Ohio  Tackles  Rural  Health  Problem 

The  Committee  on  Rural  Health  of  the 
Ohio  State  Medical  Association  made  the 
following  recommendations  for  improving 
the  rural  medical  care  situation  in  the 
state:  (1)  A study  should  be  made  of  the 

feasibility  of  establishing  some  type  of 
rural  scholarship  in  medicine  for  boys  from 
rural  high  schools.  In  the  event  such  a 
scholarship  is  established,  no  obligation  as 
to  repayment  of  money  or  specification  as 
to  type  or  area  of  practice  should  be  includ- 
ed; (2)  That  attention  of  medical  educators 
should  be  directed  to  revamping  medical 
school  curriculum  to  include  more  on  diag- 
nosis and  treatment  of  diseases  and  routine 
office  practice;  (3)  However,  it  was  also 
recommended  that  subsidization  of  rural 
physicians  to  encourage  them  to  establish  a 
rural  practice  should  not  be  undertaken. 

Another  G.  P.  Award. 

The  Medical  Society  of  New  Jersey  is  the 
second  state  society  to  present  an  award  to 
its  outstanding  general  practitioner.  This 
distinction  was  conferred  upon  Dr.  Jacob 
S.  Wolfe,  an  82-year  old  practitioner,  at  the 
182nd  meeting  of  the  Society. 

County  Society  Activities 
More  On  the  Telephone  Anstvering  Service 

In  the  last  two  issues  we  have  carried 
items  in  regard  to  the  handling  of  night 
calls.  Medical  society  bulletins  indicate 
that  more  and  more  of  the  county  societies 
are  becoming  interested  in  this  service. 

Considering  the  establishment  of  a tele- 
phone bureau  are : Montgomery  County 
(Dayton,  Ohio)  ; Washtenaw  County  (Ann 
Arbor,  Mich.)  ; Greene  County  (Springfield, 
Mo.)  ; and  Cumberland  County  (Portland, 
Maine). 

A recent  survey  completed  by  the  Council 


on  Medical  Service  shows  that  57  medi- 
cal societies  have  made  such  services 
available  to  the  public.  They  range  all  the 
way  from  a very  complicated  switchboard 
operation  with  direct  lines  from  physicians’ 
offices  to  the  use  of  fire  stations  as  emer- 
gency call  headquarters.  For  a list  of  the 
societies  operating  such  a service  write  the 
Council  on  Medical  Service.  Tell  us  the 
type  of  service  that  interests  you,  and  we 
will  supply  information  as  to  where  it  is 
operating  successfully. 

A Basic  Question 

A recent  discussion  in  the  Erie  County 
(N.  Y.)  Bulletin  of  a meeting  called  to  con- 
sider the  development  of  a program  of 
planning  and  coordination  of  public  health 
activities  pointed  out  “the  basic  question 
first  decided  was  whether  the  problem  of 
unifying  public  health  functions,  facilities 
and  responsibilities  in  the  community 
should  be  delegated  to  a committee  within 
the  structure  of  the  Council  (of  Social 
Agencies)  or  be  left  to  a health  council  or 
unit  independently  organized.” 

With  the  increased  interest  in  community 
health  planning,  this  question  has  come  to 
be  important.  Health  planning  and  coordi- 
nation are  becoming  more  and  more  a func- 
tion of  health  councils.  Some  health  coun- 
cils are  a part  of  the  Community  Chest 
Agency ; others  are  a unit  of  the  health  de- 
partment ; and  still  others  are  separate 
agencies  in  themselves,  sometimes  spon- 
sored by  the  medical  society.  Which  form 
of  organization  is  best  is  a moot  question 
at  present,  but  it  is  worthy  of  careful  con- 
sideration. That  is  just  what  the  Erie 
County  group  plans  to  do.  They  have  re- 
ferred the  matter  to  a committee  requesting 
a report  at  an  early  fall  meeting. — Bulletin 
M.  S.  C.  of  Erie,  6-1+8. 

Essay  Contest 

The  Harlan  County  (Kentucky)  Medical 
Society  recently  sponsored  an  essay  con- 
test among  high  school  students  on  the 
question  of  “Why  the  Private  Practice  of 
Medicine  Furnishes  This  Country  with  the 
Finest  Medical  Care.”  The  first  prize  of- 
fered by  the  Society  was  $25  and  went  to 
a local  high  school  student. 

A number  of  county  medical  societies 
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have  sponsored  similar  contests,  and  it 
would  seem  that,  with  proper  handling,  this 
activity  provides  an  excellent  medium  for 
reaching  not  only  students  but  their  fami- 
lies as  well. — Ky.  M.  J 7-^8. 

Telling  Our  Story 

Many  mediums  are  used  to  tell  the  story 
of  medicine,  the  county  medical  society,  and 
the  doctor;  yet,  the  newspaper  still  stands 
out  in  front.  A truly  excellent  example  of 
the  use  of  newspaper  space  appeared  re- 
cently in  the  Dallas  (Texas)  Daily  Times 
Herald.  An  18-page  section,  sponsored  by 
the  Dallas  County  Medical  Society,  was  de- 
voted entirely  to  medicine,  the  medical  so- 
ciety, and  the  doctors.  No  reader  could 
miss  separating  this  section  and  spending 
a lot  of  time  on  it. 

Prepayment  Notes 
Only  Two  to  Go 

The  Maine  Medical  Association  has  ap- 
proved a prepaid  medical  care  plan  to  be 
underwritten  by  insurance  companies.  The 
plan  will  be  similar  to  that  adopted  in 
Rhode  Island.  Income  limits  for  full 
coverage  are  to  be  $2,000  for  individuals 
and  $3,000  for  families.  Operation  is  not 
expected  to  begin  until  early  1949.  This 
leaves  only  two  states — South  Carolina  and 
Georgia — without  a prepayment  program 
either  in  operation  or  well  along  in  the  or- 
ganization stage. 

42  states  have  plans  in  operation 
4 states  have  a program  approved  but 
not  in  operation 

2 states  are  still  in  the  process  of  study 

Michigan  Medical  Service  Passes 
Million  Mark 

Michigan  Medical  Service  is  the  first  of 
the  medical-society  sponsored  prepayment 
plans  to  enroll  more  than  one  million  sub- 
scribers. As  of  April  30,  1948,  enrollment 
was  reported  at  1,075,000. 

United  Medical  Service  reported  866,280 
subscribers  on  April  30.  The  March  31  en- 
rollment for  Massachusetts  Medical  Service 
was  729,031  and  for  California  Physicians’ 
Service,  545,722.  Washington  State  Medi- 
cal Bureau  is  nearing  the  half  million  mark, 
reporting  411,195  total  enrollment  on 
March  31,  1948. 


Two  Statistical  Reports  Available 

Two  detailed  reports  on  prepayment  plan 
statistics  are  available  at  the  present  time. 
One  is  a four-year  experience  study  made 
by  Michigan  Medical  Service.  The  other  is 
a two-year  study  of  the  experience  of  the  six 
New  York  plans  made  by  Mr.  George  Far- 
rell, Director  of  the  Bureau  of  Medical  Care 
Insurance  for  the  Medical  Society  of  the 
State  of  New  York.  Both  of  these  studies 
contain  extremely  interesting  and  valuable 
data.  Physician  members  of  the  medical 
society  prepayment  plans  may  wish  to 
spend  a little  time  reviewing  both  publica- 
tions. 

It  Can  Be  Done 

The  question  is  often  asked  as  to  whether 
a predominantly  rural  state  can  set  up  a 
prepayment  plan  which  will  be  actuarially 
sound.  There  are  many  examples  of  the 
fact  that  this  can  be  done.  Iowa  Medical 
Service  is  one.  That  the  plan  is  actuarially 
sound  is  shown  by  the  fact  that  a $25  fee 
asked  of  the  original  participating  physi- 
cians has  now  been  paid  back  in  full,  plus 
the  fact  that  the  plan  is  soon  going  to  offer 
lower  premium  rates  to  its  subscribers. 
Iowa  Medical  Service  is  one  of  the  smaller 
plans  numerically  but  is  doing  a good  job 
of  providing  prepaid  medical  care  to  those 
who  need  it  most. 

Enrolling  Farm  Groups 

The  Arkansas  Health  Plan  offers  another 
excellent  example  of  prepayment  in  a pre- 
dominantly rural  state.  The  Plan,  spon- 
sored by  both  the  Arkansas  Medical  Society 
and  Hospital  Association,  enrolled  almost 
6,000  farmers  and  members  of  their  fam- 
ilies during  the  first  six  months  operation. 
The  Farm  Bureau  Federation  has  actively 
supported  the  program.  Area-wide  enroll- 
ment campaigns  have  been  carried  on  by  14 
county  Farm  Bureaus,  and  a dozen  others 
are  in  process.  The  enrollment  methods 
developed  by  the  Arkansas  Plan  may  well 
prove  a useful  pattern  for  reaching  rural 
areas  elsewhere. 

Plans  Increase  Benefits 

Montana  Physicians  Service  has  in- 
creased the  income  limits  for  service  bene- 
fits from  $4,000  to  $5,000  annually.  This  is 
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well  above  the  average  income  ceiling  and, 
for  practical  purposes,  almost  makes  the 
plan  a service  plan.  As  an  additional  bene- 
fit, medical  and  surgical  care  in  the  hospital 
has  been  extended  from  90  to  180  days. 

California  Physicians’  Service  is  prepar- 
ing to  issue  individual  contracts  for  self- 
employed  persons  or  for  groups  of  less  than 
five  people.  A program  is  also  under  way 
to  include  indigent  patients  in  Santa  Bar- 
bara County  under  a C.  P.  S.  contract. 

Reprints  On  “ Grass  Roots”  Conference 
Available 

Over  250  persons  attended  the  Third 
Session  of  the  National  Conference  of 
County  Medical  Society  Officers  held  in 
Chicago,  June  20.  County  society  officers 
were  present  representing  39  states,  the 
District  of  Columbia,  and  the  Territory  of 
Hawaii.  Copies  of  the  talks  and  a digest  of 
the  discussion  will  soon  be  available  on  re- 
quest. Write  to  the  Council  on  Medical 
Service. 

The  Board  of  Trustees  authorized  a con- 
tinuance of  the  Grass  Roots  Conferences. 
A.  M.  Mitchell,  M.D.,  of  Terre  Haute,  Indi- 
ana, who  has  presided  over  the  past  three 
meetings,  was  unanimously  elected  by  those 
present  at  the  Chicago  session  to  continue 
to  serve  as  chairman. 

Hospital  Construction  Act  Progress 

Progress  under  the  Hill-Burton  Act 
(Public  law  725)  is  far  better  than  most 
proponents  of  the  Act  expected.  Only 
six  months  have  passed  since  approval  of 
the  first  project;  yet  (July  1)  347  projects 
have  been  approved  in  42  states.  Also  con- 
trary to  expectations,  the  program  is  reach- 
ing into  areas  really  in  need  of  additional 
facilities. 

The  picture  on  May  15,  1948  was  as 
follows  (July  data  not  available) : 

46  states  and  territories  have  state-wide 
plans  approved; 

39  million  dollars  are  involved  in 

272  construction  projects  approved  in  31 
states. 

The  272  projects  include : 

244  hospitals ; 23  health  centers ; and  5 
auxiliary  facilities. 

Most  of  the  212  proposed  general  hospi- 
tals are  under  50  beds : 


Beds  Number  of  Hospitals 

Under  25  51 

25  to  50  76 

50  to  75  52 

75  to  100  10 

100  and  over  23 

Most  of  these  general  hospitals  will  be 
located  in  rural  communities: 

93  in  towns  under  2,500  population 
47  in  towns  2,500  to  5,000  population 
35  in  towns  5,000  to  10,000  population 
23  in  towns  10,000  to  25,000  population 
4 in  towns  25,000  to  50,000  population 
10  in  towns  50,000  population  and  over 

Council  Grants  Seal  to  67th  Plan 
The  Council  on  Medical  Service  has 
granted  the  Seal  of  Acceptance  to  the  Rhode 
Island  Plan.  This  Plan  is  a voluntary  pre- 
payment surgical-obstetrical  benefit  pro- 
gram to  be  underwritten  by  private  insur- 
ance companies  and  Blue  Cross.  It  was  de- 
veloped under  the  auspices  of  the  Rhode 
Island  Medical  Society.  Although  there  is 
no  official  relationship  between  the  plan 
and  “Hospital  Service  Corporation  of 
Rhode  Island,”  the  Rhode  Island  Plan  was 
designed  so  that  Blue  Cross  would  be  eligi- 
ble to  participate. 


NEWS  NOTES  AND  COMMENTS 


William  Palmer  Hardy,  M.D.,  announces 
the  removal  of  his  office  from  Nashville  to 
the  Medical  Building,  Oak  Ridge,  Tennes- 
see. Practice  limited  to  Pediatrics. 


Morris  Adair,  M.D.,  announces  the  re- 
moval of  his  office  to  Suite  524  Bennie- 
Dillon  Building,  Nashville.  Practice  lim- 
ited to  Otolaryngology  and  Endoscopy. 


Richard  C.  Light,  M.D.,  announces  the 
opening  of  his  office  for  the  practice  of 
Dermatology  and  Syphilology,  227  Bennie- 
Dillon  Building,  Nashville. 


Jackson  P.  Lowe,  M.D.,  announces  the 
opening  of  his  office  at  414  Doctors  Build- 
ing, Nashville.  Practice  limited  to  General 
Surgery. 


Philip  L.  Lyle,  M.D.,  is  now  associated 
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with  Dr.  Robert  E.  Sullivan,  432  Doctors 
Building,  Nashville.  Practice  limited  to 
Ophthalmology. 


Milton  Grossman,  M.D.,  announces  the 
opening  of  his  office  for  the  practice  of 
Internal  Medicine  at  346  Doctors  Building, 
Nashville. 


James  P.  Leathers,  M.D.,  announces  the 
opening  of  his  office  for  the  practice  of 
Ophthalmology  and  Otolaryngology,  Doc- 
tors Building,  Lebanon. 


Benjamin  F.  Byrd,  Jr.,  M.D.,  announces 
the  opening  of  his  offices  for  the  practice  of 
General  Surgery,  2122  West  End  Avenue, 
Nashville. 


“Better  Babies  in  the  South” 

We  have  received  a final  report  of  the 
28th  Annual  Session  of  the  Southern  Pedi- 
atric Seminar  held  in  Saluda,  North  Caro- 
lina, July  5-17,  1948.  The  total  attendance 
amounted  to  81.  In  addition  to  those  re- 
ported in  the  July  Journal,  Drs.  J.  0.  Fields, 
Milan  and  J.  P.  Harmon,  Oak  Ridge  at- 
tended. Dr.  J.  R.  Bowman,  Johnson  City 
and  Dr.  James  G.  Hughes,  Memphis  de- 
livered special  lectures. 


Postgraduate  Instruction 
The  postgraduate  course  in  Cancer  closed 
with  warm  praise  by  all  physicians  in  the 
circuit  which  included  the  teaching  centers 
of  Murfreesboro,  Gallatin,  Lebanon,  Win- 
chester and  Shelbyville. 

Many  physicians  stated  it  was  the  best 
course  since  the  first  one  offered  in  Tennes- 
see twelve  years  ago.  Still  others  stated 
all  had  been  good,  but  this  was  a prize 
course  because  the  instructor  was  an  able 
teacher,  speaker  and  clinician.  All  stated 
that  Dr.  Lee  is  so  liberal  with  his  time 
over  their  cases  in  practice. 

The  fifth  circuit  just  opened  in  the  cen- 
ters in  east  Tennessee  in  the  mountain 
area.  They  are : 


Newport  9 

Morristown  12 

Knoxville 83 

LaFollette  14 

Oak  Ridge 12 


The  volume  of  consultations  over  patients 
in  the  practice  of  physicians  who  are  mem- 
bers of  the  group  seems  to  be  growing  and 
creates  greater  demand  on  the  time  of  Dr. 
Lee.  This  seems  to  be  a part  of  the  program 
which  the  doctors  greatly  appreciate.  Dr. 
Lee  takes  pride  in  his  efforts  to  pay  at  least 
one  visit  to  the  office  of  every  physician 
enrolled  in  all  his  centers  and  offer  his 
services  in  consultation  or  over  any  prob- 
lem the  physician  may  bring  before  him. 


Medical  Editors  and  Writers  Meet  at 
Springfield,  Illinois,  Sept.  29 

The  5th  annual  meeting,  Mississippi 
Valley  Medical  Editors’  Association  will  be 
held  at  the  Hotel  Abraham  Lincoln,  Spring- 
field,  Illinois,  September  29. 

The  meeting  will  be  held  during  the  13th 
annual  convention  of  the  Mississippi  Val- 
ley Medical  Society.  All  ethical  physicians 
and  those  interested  in  medical  writing  are 
cordially  invited. 

If  interested  write  Harold  Swanberg, 
M.D.,  Secretary,  W.C.U.  Bldg.,  Quincy,  Illi- 
nois for  a complete  program. 
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Knox  County 

July  20:  Presentation  of  the  movie  film 
to  the  Academy,  by  Dr.  J.  M.  Stockman. 

Acceptance  on  behalf  of  the  Academy,  by 
Dr.  Dan  R.  Thomas. 

Some  Movie  Films. 


OTHER  MEDICAL  SOCIETIES 


The  Southern  Medical  Association 
Meeting,  Miami,  Fla.,  October  25-28, 1948 

The  forty-second -annual  meeting  of  the 
Southern  Medical  Association  will  be  held 
at  Miami,  Florida  on  October  25-28  with 
the  Dade  County  Medical  Association  as 
sponsor. 

Dinner  Key  was  selected  as  general  head- 
quarters for  the  following : registration ; 
all  section  meetings,  scientific,  technical  and 
hobby  exhibits;  and  motion  pictures.  Din- 
ner Key  (the  former  Pan  American  Air 
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Depot)  is  ten  minutes’  ride  from  the  gen- 
eral hotel  headquarters  and  make  it  possible 
to  hold  all  of  the  above  activities  in  one 
location.  There  is  parking  space  for  over 
a thousand  automobiles  around  the  main 
building. 

The  evening  programs  will  be  held  at  the 
Municipal  Auditorium. 

Hotel  reservations  will  be  handled  by  the 
Hotel  Committee,  Southern  Medical  Associ- 
ation Meeting,  % City  of  Miami  Conven- 
tion Bureau,  320  N.E.  Fifth  Street,  Miami 
32,  Florida.  All  requests  for  rooms  should 
be  made  immediately. 

There  will  be  twenty-one  section  meet- 
ings, two  general  sessions,  one  conjoint 
meeting  (American  College  of  Chest  Physi- 
cians, Southern  Chapter)  and  the  “Miami 
Day”  General  Clinical  Sessions. 


Announcing  the  Nashville  Post- 
graduate Medical  Assembly 

The  Nashville  Academy  of  Medicine  will 
conduct  its  first  regional  Postgraduate 
Medical  Assembly  in  Nashville  on  October 
6,  7,  1948. 

Papers  will  be  read  by  twelve  out-of-state 
essayists  on  timely  subjects  including  the 
fields  of  obstetrics,  E.E.N.T.,  orthopedics, 
urology,  plastic  surgery,  antibiotics,  ane- 
mias, endocrinology,  gynecology,  and  radi- 
ology. 

Roundtable  luncheons  have  been  ar- 
ranged whereby  physicians  attending  the 
Assembly  will  have  opportunity  to  discuss 
the  various  papers  and  subjects  with 
groups  of  the  visiting  essayists. 

Subjects  have  been  so  chosen  as  to  have 
appeal  to  the  internist,  the  surgeon  and  the 
general  practitioner.  It  is  emphasized  that 
members  of  the  American  Academy  of 
General  Practice  will  receive  credit  on  their 
required  150  hours  of  postgraduate  in- 
struction for  attendance  at  this  Assembly. 

More  than  500  physicians  and  surgeons 
are  expected  to  attend.  Hotel  reservations 
should  be  secured  at  an  early  date.  The 
Hermitage  and  Andrew  Jackson  Hotels 
can  accommodate  early  requests. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  H.  M.  Aushejrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Misconceptions  Regarding  Use  of  Carbon  Dioxide 
in  Treatment  of  Respiratory  Depression  and 
Asphyxia.  H.  M.  Ausherman,  Current  Researches 
in  Anesthesia  and  Analgesia,  Vol.  27,  pp.  172- 
175,  May-June,  1948. 

The  popular  misconception  that  carbon  dioxide 
or  carbon  dioxide-oxygen  mixtures  are  valuable  in 
the  treatment  of  asphyxia  or  respiratory  depres- 
sion is  one  that  exists  widely  today.  In  the 
asphyxiated  patient  the  blood  oxygen  concentra- 
tion is  very  low,  but  the  blood  carbon  dioxide 
level  is  above  normal,  and  in  these  patients  carbon 
dioxide  no  longer  acts  as  a respiratory  stimulant 
but  is  actually  a respiratory  depressant;  therefore, 
there  is  no  rational  basis  for  the  administration 
of  carbon  dioxide  in  these  conditions.  For  these 
reasons  the  use  of  carbon  dioxide  as  a respiratory 
stimulant  is  not  only  contraindicated  but  is  actually 
dangerous.  The  carbon  dioxide  level  of  the  blood 
will  adjust  itself  if  oxygen  is  supplied  in  adequate 
amounts  to  the  tissues. 

The  use  of  the  suck  and  blow  type  of  resuscita- 
tive  apparatus  is  obsolete  and  is  discarded  in 
favor  of  the  positive  pressure  type  of  apparatus. 
In  the  treatment  of  asphyxia  in  the  newborn,  the 
suck  and  blow  type  is  particularly  contraindicated 
because  it  is  ineffective  in  the  atelectatic  lung. 
Also  manual  methods  of  artificial  respiration  are 
without  avail  in  asphyxia  in  the  newborn  because 
it  is  not  possible  to  draw  air  into  an  atelectatic 
lung  in  this  way.  The  prevention  of  atelectasis  is 
not  aided  by  carbon  dioxide  inhalation;  in  fact, 
not  only  does  it  not  prevent  atelectasis  but  it  pre- 
disposes to  it  by  displacing  nitrogen  from  the 
lungs. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Malignant  Hypertension.  Birchall  R.  Robert,  M.D. 

New  Orleans.  American  Practitioner,  Vol.  2,  p. 

713,  July,  1948. 

This  is  a very  useful  and  complete  summary  of 
the  present  knowledge  of  malignant  hypertension 
written  from  the  standpoint  of  the  clinician. 

Malignant  hypertension  usually  has  an  onset  so 
violent  and  a course  so  rapid  that  its  natural 
history  separates  it  from  all  other  types  of  hyper- 
tension. 

A discussion  of  the  pathological  approach  and 
classification  of  Bright’s  disease  and  hypertension 
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is  presented.  The  characteristic  lesion  in  malignant 
hypertension  is  necrosis  of  the  renal  arterioles  and 
to  a lesser  extent  of  the  arterioles  of  the  heart, 
pancreas,  adrenals,  spleen,  gastrointestinal  tract, 
brain  and  muscles.  Yet  these  lesions  lack  specific- 
ity and  are  also  found  in  the  terminal  stages 
of  all  diseases  in  which  renal  failure  and  hyper- 
tension are  associated. 

On  the  clinical  side  of  the  outstanding  features 
are  rapidity  of  progress,  which  is  measured  in 
months  rather  than  years,  and  termination  in  renal 
failure.  The  patient  usually  complains  of  severe 
occipital  headache,  fatigability,  rapid  loss  of  weight, 
nocturia  with  or  without  hematuria,  and  rapid 
impairment  of  vision.  The  average  age  is  42 
years  and  the  majority  of  patients  are  between  33 
and  55  years.  The  diastolic  blood  pressure  is 
usually  elevated  out  of  proportion  to  the  systolic. 
The  heart  is  usually  enlarged  and  varying  de- 
grees of  congestive  heart  failure  present.  Papil- 
ledema is  always  present  and  the  i-etinal  arterioles 
are  constricted,  usually  with  hemorrhages  and 
exudate. 

Renal  function  is  impaired  and  there  is  usually 
increased  non-protein  nitrogen.  Albuminuria  is 
usually  present. 

Electrocardiogram  usually  shows  the  so-called 
left  ventricular  strain  pattern. 

As  the  disease  progresses,  renal  function  be- 
comes more  impaired  and  albuminuria  increases. 
The  prognosis  is  poor,  no  matter  what  form  of 
treatment  is  used.  Various  methods  of  treatment 
have  been  suggested  and  the  following  are  dis- 
cussed : 

X-ray  radiation  of  the  pituitary  gland,  kidney 
extract,  dietary  measures  (low  salt  and  so-called 
rice  diet),  sympathectomy. 

The  author  feels  that  if  careful  evaluation  of 
the  patient’s  cardiac  and  renal  function  discloses 
no  contraindication,  immediate  sympathectomy  is 
the  treatment  of  choice. 

This  article  has  an  excellent  bibliography. 


DERMATOLOGY 

By  Clarence  Shaw,  M.D. 

1013  Provident  Building 
Chattanooga  2 


The  Mechanism  of  Adhesive  Plaster  Irritation. 
Samuel  M.  Peck,  M.D.,  Herbert  Rosenfeld,  M.D., 
K.  K.  Li,  M.D.  and  Arthur  Glick,  M.D.  Journal 
of  Investigative  Dermatology,  Vol.  10,  p.  367, 
May,  1948. 

A study  of  the  mechanism  of  adhesive  plaster 
dermatitis  was  made  using  two  types  of  adhesive 
tape.  One  was  the  ordinary  type  of  hospital  ad- 
hesive and  the  other  was  a tape  containing  zinc 
propionate  and  zinc  caprylate.  It  was  found  that 
the  adhesive  tape  containing  the  fatty  acid  salts 
showed  much  less  tendency  to  produce  irritation 
than  the  one  which  did  not  contain  such  acid  salts. 
In  addition,  adhesive  tape  containing  fatty  acid 


salts  adhered  more  closely  to  the  skin,  showed 
less  tendency  to  develop  wrinkles  and  when  re- 
moved did  not  have  a slimy  deposit  on  its  under 
surface.  pH  studies  showed  that  the  pH  of  the 
normal  skin  was  5.2;  that  the  pH  under  the  ad- 
hesive giving  the  greatest  irritation  grows  to  6.3 
at  the  end  of  7 days  and  6.7  at  the  end  of  14 
days.  Under  the  adhesive  containing  fatty  acid 
salts  the  pH  rose  to  5.7  at  the  end  of  7 days  and 
reached  6.4  at  the  end  of  14  days.  Although  the 
bacterial  flora  was  altered  qualitatively  and  quan- 
titatively under  both  types  of  adhesive  tape  the 
decrease  was  especially  evident  under  the  tape  con- 
taining the  fatty  acid  salts.  When  irritation  to 
adhesive  tape  developed  it  could  be  shown  that  the 
numbers  of  bacteria  on  the  irritated  surface  were 
much  greater  than  those  on  the  nonirritated  areas. 
It  was  shown  that  when  the  irritation  was  due  to 
bacteria  it  could  be  prevented  by  previous  treat- 
ment of  the  skin  with  the  fatty  acid  salts  but  that 
irritation  could  not  be  prevented  if  it  was  due  to 
specific  sensitization  to  ingredients  of  the  adhesive 
plaster.  The  experiments  indicate  that  the  bacteria 
of  the  skin  surface  play  an  important  role  in  the 
irritation  produced  by  adhesive  tape  and  that  the 
incorporation  of  bactericidal  and  bacteriostatic 
agents  tends  to  eliminate  the  type  of  adhesive  tape 
irritation  in  which  the  bacteria  play  a role. 

Adhesive  tapes  produce  3 types  of  irritation,  (1) 
an  unimportant  fleeting  reaction  which  is  most 
marked  in  hairy  areas  and  is  due  to  the  mechanical 
trauma  of  removing  the  tape;  (2)  a reaction  due  to 
specific  sensitivity  to  1 or  more  of  the  ingredients 
of  the  adhesive  tape.  This  is  relatively  rare;  (3) 
a reaction  due  to  changes  in  pH  and  to  the  bacterial 
flora  on  the  skin  surface  under  the  adhesive  plaster. 
This  is  the  most  common  type. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Review  of  Three  Hundred  Anterior  and  Posterior 

Colporrhaphies.  W.  O.  Johnson,  M.D.,  Louisville, 

Kentucky. 

An  analysis  of  300  cases  of  anterior  and  posterior 
colporrhaphy  with  associated  pathology  is  pre- 
sented. From  pelvic  relaxation  to  complete  pro- 
lapse, the  process  is  essentially  the  same,  varying 
only  in  degree.  Cystoceles  and  rectoceles  are  direct 
traumatic  hernias  and  should  be  so  considered  and 
repaired,  with  the  same  meticulous  anatomical  care 
as  hernias  in  other  locations.  The  author’s  steps 
in  the  repair  of  these  hernias  are  presented.  In 
every  case  in  this  series  an  anterior  and  posterior 
colporrhaphy  was  done  in  the  following  manner: 
An  anatomical  dissection  and  reapproximation  of 
the  structures  to  cure  the  direct  traumatic  hernias. 

1.  Anatomical  repair  of  pelvic  floor  that  will  give 
sufficient  support. 

2.  Change  the  vaginal  direction  so  that  it  goes 
from  the  symphysis  back  to  the  hollow  of  the 
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sacrum  (in  an  oblique  direction). 

3.  Lessen  the  vaginal  opening  so  that  the  walls 
will  not  prolapse  through,  but  vaginal  canal  must 
be  preserved. 

4.  Bladder  must  be  properly  replaced  and  sup- 
ported. 

5.  Have  uterus  (if  left  in)  in  anterior  position 
with  support  of  cardinal  ligament  and  out  of  line 
with  axis  of  vagina. 

6.  Make  repair  before  the  tissues  have  become 
so  fibrotic  that  they  cannot  resume  normal  function. 

Proper  anatomical  repair,  at  about  40  years  of 
age,  will  prevent  long  years  of  disabling  symptoms, 
give  more  satisfactory  results,  avoid  complications, 
and  enable  the  mother  to  have  better  health  to  as- 
sume her  responsibilities  in  middle  life. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Significance  of  Industrial  Health.  Robert  A.  Kehoe. 

Occupational  Medicine,  Vol.  4,  p.  395,  October, 

November,  December,  1947. 

Whether  or  not  one  is  aware  of  it,  a conflict  of 
social,  political  and  economic  ideologies  is  raging 
in  the  present  world,  and  one  cannot  guess  the 
outcome  of  these  individual  and  collective  conflicts. 
The  underlying  problem  presented  by  this  state 
of  affairs  is  one  of  achieving  a common  basis  of 
understanding  and  cooperation  among  all  kinds  of 
men.  Little  has  been  done  in  the  systematic  exam- 
ination and  interpretation  of  the  mechanisms  of 
human  society.  This  knowledge  can  be  gained  only 
by  patient,  objective  observation  and  unbiased  ex- 
amination of  the  factors  affecting  human  conduct 
and  -of  the  means  by  which  individuals  and  groups 
can  resolve  their  differences  and  adapt  themselves 
to  the  demands  of  a continually  changing  society. 

It  is  not  pre-supposed  that  the  industrial  physi- 
cian can  bind  up  the  wounds  of  society  but  the 
same  error  of  devoting  attention  to  the  immediate 
and  of  failure  to  adapt  work  and  training  to  the 
changes  that  have  occurred  in  American  industry 
is  present.  This  error  is  about  to  be  corrected 
in  that  several  educational  and  medical  centers  are 
about  to  embark  on  programs  of  investigation  and 
specialized  training  where  it  is  hoped  one  can  study 
and  master  the  existing  and  future  occupational 
hazards  to  the  health  of  the  nation. 

We  must  learn  how  the  population  may  exert 
its  full  strength  in  effective  production.  One  must 
find  out  how  to  fit  handicapped,  as  well  as  whole 
people,  into  employment  for  which  they  are  suited 
by  physique,  temperament  and  training.  Many  of 
the  industrial  organizations  of  this  country  have 
demonstrated  a willingness  to  contribute  toward 
the  solution  of  these  problems.  It  will  be  neces- 
sary to  create  both  the  fabric  and  pattern  of  pro- 
fessional training  and  practice  and  the  ultimate 
possibilities  will  be  as  broad  as  vision  and  faith 
will  permit. 


American  technical  and  medical  training  is 
characterized  by  the  acquisition  of  both  knowledge 
and  skill.  It  represents  learning  by  the  combina- 
tion of  study  and  performance;  acquiring  mastery 
of  the  tools  (whether  of  the  laboratory,  library  or 
clinic)  and  of  subject  matter,  whether  theory  or 
practice,  by  working  under  the  supervision  of  men 
who  have  demonstrated  their  capabilities. 

A current  task  that  demands  attention  is  that  of 
conducting  careful  clinical  and  physiologic  obser- 
vations on  groups  of  industrial  employees  under 
varying  occupational  conditions  over  long  periods 
of  time.  First  one  should  determine  the  initial 
physiologic  status  of  these  industrial  groups  and 
later,  through  correlation  with  the  environmental 
condition,  demonstrate  the  change  that  took  place 
with  time  or  in  respect  to  that  environment. 

The  practice  of  industrial  medicine  differs  from 
the  type  of  medical  practice  with  which  we  are 
more  familiar,  hence  the  professional  training  must 
be  different.  It  must  be  practiced  in  industry  and 
therefore,  we  must  transplant  much  of  it  from 
medical  centers  into  the  plants.  The  difficulty  has 
been  that  one  has  been  unable  to  disassociate  one’s 
self  from  the  idea  that  all  medical  practice  and 
training  must  be  centered  in  the  hospital.  With 
industrial  medicine  it  must  be  insisted  that  this 
is  not  the  case. 

To  study  man  in  his  environment,  to  understand 
the  man  and  control  his  environment  as  his  needs 
require  are  the  essential  goals  of  industrial  hygiene. 
This  is  accomplished  not  by  the  physician  alone, 
but  through  collaboration  of  the  social,  biological 
and  physical  sciences  and  disciplines  in  research, 
practice  and  instruction.  Industry,  by  and  large, 
has  not  had  good  advice  in  hygienic  matters,  partly 
because  of  the  dearth  of  information  and  partly 
because  of  the  lack  of  adequately  trained  profes- 
sional advisers.  No  estimate  can  be  made  of  the 
social  and  economic  assets  represented  by  in- 
creased safety  and  satisfaction  in  the  day’s  work, 
and  increasing  the  quality,  continuity  and  duration 
of  man’s  productive  efforts. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M.D 
Bennie-Dillon  Building.  Nashville 


Face  Presentation.  Stephen  J.  Rudolf,  Jr. 

American  Journal  of  Obstetrics  and  Gynecology, 

Vol.  54,  pp.  987-993,  1947. 

From  January  1,  1931  through  July  31,  1946, 
at  the  Philadelphia  Lying-In  Hospital,  there  were 
61  face  presentations,  an  incidence  of  1 in  every 
576  deliveries.  The  purpose  of  this  paper  is  an 
analysis  of  these  61  cases  as  to  etiology,  manage- 
ment and  end  results. 

There  was  almost  an  equal  number  of  primip- 
arous  and  multiparous  patients;  but  almost  60 
per  cent  of  the  multiparous  patients,  or  30  per 
cent  of  the  total  patients,  had  had  two  or  more 
children.  Of  the  primiparous  patients,  there  were 
11,  or  38  per  cent,  with  some  form  of  pelvic  ab- 
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normality,  while  of  the  32  multiparous  patients 
there  wei-e  only  seven,  or  22  per  cent,  showing 
pelvic  abnormality.  One-half  of  the  patients  with 
abnormal  pelves  gave  birth  to  infants  weighing 
7 to  8 pounds.  Almost  25  per  cent  of  the  infants 
were  well  above  the  average  birth  weight  i.e.,  8 
pounds  or  more.  Therefore,  instead  of  only  18 
cases  of  disproportion  (i.e.,  taking  pelvic  measure- 
ments alone  as  the  criterion),  there  were  30  cases 
in  all  with  some  degree  of  cephalopelvic  dispro- 
portion; or,  almost  one-half  of  the  cases  showed 
either  small  pelvis  by  measurement  or  an  average 
pelvic  with  an  oversized  infant.  The  incidence  of 
monstrosities  in  this  series  was  high.  Of  the  61 
infants,  seven,  or  over  11  per  cent,  were  monstros- 
ities. Five  of  these  infants  were  anencephalic 
monsters,  while  the  other  two  were  acraniora- 
chischisis.  This  figure  is  somewhat  lower  than  the 
average  given  in  most  texts  for  the  incidence  of 
monstrosities  in  face  presentation. 

Morbidity  and  Mortality.  There  were  no  ma- 
ternal deaths  in  this  series,  and  the  maternal 
morbidity  (using  the  standard  of  morbidity  as  a 
temperature  of  100.4  F.  occurring  during  any  two 
24-hour  periods  through  the  tenth  day  excluding 
the  first  twenty-four  hours)  was  8.7  per  cent. 
The  fetal  mortality  for  face  presentation  was 
nearly  four  times  the  average  fetal  mortality  for 
the  hospital,  but  compares  favorably  with  most 
statistics  for  face  presentation.  A total  of  twelve, 
or  19.7  per  cent,  of  the  babies  were  either  still- 
born or  died  before  the  tenth  day.  There  were 
eight,  or  over  13  per  cent,  stillbirths  and  four,  or 
6.5  per  cent,  neonatal  deaths.  This  is  an  uncor- 
rected fetal  mortality;  of  these  twelve  infant 
deaths,  seven  were  monstrosities  and  one  was  a 
normal  infant  weighing  less  than  two  pounds. 

Type  of  Delivery.  Nineteen,  or  almost  one-third, 
of  the  patients  delivered  spontaneously,  including 
two  primiparous  patients  and  three  multiparous 
patients  with  posterior  positions,  all  of  which 
rotated  spontaneously.  Another  25  per  cent  of  the 
patients  were  delivered  by  forceps  without  forcep 
rotation.  So  there  was  a total  of  six  posterior 
and  four  transverse  positions  which  rotated  spon- 
taneously (one  transverse  was  rotated  manually 
and  then  delivered  by  low  forceps).  Internal  podalic 
version  and  breech  extraction  was  used  in  almost 
25  per  cent  of  the  cases;  cesarean  section  was  the 
method  of  delivery  in  eight,  or  13  per  cent  of  the 
cases.  Two  of  the  sections  were  done  electively 
before  the  onset  of  labor,  one  with  placenta  previa 
as  the  indication  and  the  other  after  X-ray  diag- 
nosis of  face  presentation  was  made. 

According  to  this  small  series  the  prognosis  for 
both  the  mother  and  the  infant  does  not  seem  grave. 
Although  the  maternal  mortality  for  the  hospital 
is  generally  low,  the  absence  of  maternal  mortality 
in  this  series  cannot  be  disregarded.  At  first 
glance  an  infant  mortality  of  19.8  per  cent  seem 
high;  but  a corrected  figure  (excluding  monsters 
and  infants  under  3 pounds  birth  weight)  of  four, 


or  6.5  per  cent,  compares  favorably  with  the  gen- 
eral average  for  the  hospital  for  the  years  in- 
cluded in  this  series. 

There  has  been  a definite  trend  in  this  hospital 
toward  more  conservatism  in  the  treatment  of  face 
presentation.  The  fact  that  over  50  per  cent 
of  the  cases  delivered  spontaneously  or  with  only 
low  forceps  supports  the  dictum,  “If  a ‘face’  is 
progressing,  leave  it  alone.”  Fourteen,  or  almost 
25  per  cent,  of  the  cases  were  managed  by  internal 
podalic  version  and  breech  extraction.  This  means 
that  over  one-half  of  the  cases  requiring  major 
operative  procedure  for  delivery  were  managed  by 
version.  Eleven  of  the  versions  were  done  be- 
tween 1931  and  1938,  inclusive,  while  only  three 
have  been  done  since  1938.  On  the  other  hand,  be- 
tween 1931  and  1938  only  eight  patients,  or  25  per 
cent,  delivered  spontaneously,  while  since  1938 
there  were  eleven,  or  almost  40  per  cent,  delivered 
spontaneously.  This  parallels  the  trend  of  this 
clinic  to  do  fewer  versions. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Glaucoma  Following  Cataract  Extraction.  M.  J. 

South.  American  Journal  of  Ophthalmology, 

July,  1948. 

A series  of  2,086  cases  seen  at  the  Wilmer 
Ophthalmological  Institute  from  1925  to  1943  was 
studied.  The  percentage  of  all  glaucoma  cases  was 
4.2.  In  the  group  with  intracapsular  extraction 
with  round  pupil  it  was  1.6.  Most  of  the  prevention 
of  glaucoma  is  technical,  at  the  time  of  operation, 
such  as  removing  all  or  as  much  as  possible  of  the 
lens  to  minimize  postoperative  iridocyclitis,  the 
most  common  cause.  Loss  of  vitreous  is  reduced 
by  adequate  anesthesia,  a speculum  which  does 
not  press  on  the  eye,  and  detention  when  possible 
of  a round  pupil.  Corneoscleral  sutures  were  used 
to  close  the  wound  well  and  to  prevent  delayed  ref- 
ormation of  the  anterior  chamber.  If  it  had  not 
reformed  at  the  end  of  six  days,  air  was  injected. 
To  prevent  mechanical  block  by  vitreous  an  ade- 
quate peripheral  iridotomy  or  iridectomy  should  be 
done  at  the  time  of  operation. 

In  treatment  of  glaucoma  that  was  associated 
with  an  acute  iridocyclitis,  foreign  protein  and 
mydriatics  were  used.  When  lens  material  is  re- 
tained, disensitization  with  lens  protein  may  help. 
A trephine  operation  is  advised  if  these  measures 
fail.  In  cases  without  iridocyclitis,  miotics  were 
used,  and  the  tension  carefully  recorded.  If  oper- 
ation was  necessary,  the  choice  was  cyclodialysis, 
in  the  upper  quadrant  if  possible,  with  miotics  for 
at  least  several  weeks  afterwards.  This  operation 
may  be  repeated.  If  it  failed,  trephining  was  rec- 
ommended. 

In  only  39.5  per  cent  of  cases  of  glaucoma  fol- 
lowing cataract  extraction  was  the  final  vision 
20  70  or  better. 
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PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Pruritus  Ani:  The  Etiologic  Factor  and  Treatment 
in  100  Cases.  Emil  Granet,  M.D.,  New  York 
City,  New  York.  New  England  Journal  of  Med- 
icine, Vol.  223,  July-December,  1940,  pp.  1015- 
1019. 

Pruritus  ani  is  a symptom  resulting  from  num- 
erous causes,  some  of  them  obscure.  Obvious 
causes  are  dermatologic  entities,  that  is,  mycotic 
infection,  neurodermatitis,  lichen  planus,  psoriasic, 
oxyuris  infestations  and  psychoneurosis  with  anal 
fixation.  Pathologic  lesions  in  the  lower  rectum 
or  anus  are  responsible  wholly  or  in  part  for 
pruritus  ani.  Among  these  are  redundant  pro- 
lapsing rectal  mucosa,  internal  hemorrhoids,  proc- 
titis, hypertrophied  papillae,  cryptitis,  fissure  and 
fistula.  These  conditions  when  found  must  be 
eliminated  surgically.  The  concept  of  pruritus  ani 
as  a reflex  symptom  due  to  disease  in  a distant 
organ  is  untenable,  because  it  is  not  supported  by 
satisfactory  clinical  evidence. 

In  many  cases  these  appear  to  be  a direct 
relation  between  fecal  soiling  of  the  perianal  skin 


and  the  presence  of  pruritus  ani.  This  is  evidenced 
as  a dermatosis  induced  in  the  perianal  skin  by 
irritant  substance  in  the  feces  of  specifically  sensi- 
tive (atopic)  patients.  Evidence  favoring  this 
concept  exists  in  studies  of  the  involved  skin, 
which  show  changes  similar  to  those  found  in  other 
types  of  chemical  dermatosis.  Postive  patch-test 
reaction  to  solution  of  indole,  skatole,  and  fecal 
emulsion  obtained  in  some  patients  with  active 
pruritus  ani  are  further  evidence  in  regard  to 
etiology.  It  seems  likely  that  constant  soiling  of 
the  perianal  skin  with  feces  is  responsible  for  the 
recurrence  which  are  so  frequent  after  sympto- 
matic treatments  such  as  sensory-nerve  block  by 
injection  of  alcohol  or  anesthetic  oils,  roentgen-ray 
therapy  and  undercutting  operations. 

Based  on  this  concept  a routine  of  management 
by  anal  hygiene  and  medication  was  instituted  in 
one  hundred  patients  with  severe  pruritus  ani. 
This  simple  routine  of  treatment  directed  toward 
preventing  fecal  perianal  soiling  resulted  in  subjec- 
tive and  objective  improvements  ranging  from  good 
to  excellent  in  ninety-three  per  cent  of  the  eighty 
patients  who  followed  directions.  That  fecal  soil- 
ing is  a great  factor  in  the  causation  of  pruritus 
ani  is  a borne  out  fact  that  eighty  per  cent  of 
these  patients  reported  recurrences  after  an  in- 
terval of  careless  anal  hygiene  as  after  cessation 
of  treatment. 
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SOME  NOTES  ON  THE  NEWER  CONCEPTS  OF  THE  TRANSMISSION  AND 
TREATMENT  OF  SCABIES* 

ROBERT  N.  BUCHANAN,  JR.,  M.D.,  Nashville 


Recently  it  has  come  to  notice  that  there 
is  an  increase  in  the  prevalence  of  scabies. 
Scabies  is  not  reported  to  the  public  health 
authorities  or  to  any  other  statistical  fact- 
finding source,  so  that  figures  supporting 
the  impression  of  increased  incidence  are 
not  available.  But  I think  the  experience 
of  increased  frequency  of  scabies  is  rather 
universal  among  general  practitioners  and 
specialists.  That  this  should  be  true  was 
not  unexpected.  Dr.  Grant  Peterkin1  of 
Edinburgh  told  me  that  some  of  the  older 
British  dermatologists  predicted  somewhat 
of  an  epidemic  of  scabies.  This  prediction 
was  based,  I understand,  on  past  experi- 
ences in  which  the  prevalence  of  scabies 
went  in  cycles.  As  practicing  physicians 
become  more  aware  of  scabies  as  a diag- 
nostic possibility  in  the  various  pruritic 
eruptions  it  is  only  natural  that  the  diag- 
nosis will  be  made  more  frequently  and 
proper  treatment  prescribed.  As  this  prac- 
tice becomes  more  diligently  and  widely  ap- 
plied scabies  will  tend  to  become  less  fre- 
quent. With  the  decrease  in  frequency, 
alertness  on  the  part  of  the  physicians  de- 
clines and  after  that  a new  cycle  of  in- 
creasing incidence  follows. 

During  the  1930’s  a period  of  low  inci- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13,  14,  15,  1948. 


dence  was  observed,  hence  the  prediction 
of  something  of  an  epidemic  sort.  It  was 
also  realized  that  war  with  its  disruption 
of  normal  living,  with  the  prevailing  crowd- 
ing and  moving,  increased  personal  con- 
tacts therefore  afforded  more  opportu- 
nity for  the  transmission  of  scabies.  Cer- 
tainly those  of  us  serving  in  the  armed 
forces  and  especially  those  deployed  in  Eu- 
rope were  impressed  by  the  frequency  with 
which  scabies  was  encountered.  This  ob- 
servation and  concern  has  persisted  since 
returning  to  civil  life.  By  1942  the  impor- 
tance of  the  problem  of  scabies  was  evi- 
denced by  the  huge  increase  in  the  number 
of  articles  on  the  subject  appearing  in  the 
literature,  especially  in  the  British  medical 
journals.  Scabies  was  one  of  the  most  im- 
portant military  and  war-time  skin  dis- 
orders. Bereston  and  Ceccolini2  reporting 
on  the  incidence  of  the  various  dermatoses 
in  20,000  army  induction  examinations  did 
not  find  scabies  among  the  ten  most  common 
diseases.  But  in  the  troops  the  problem 
was  entirely  different  as  shown  by  Lunn’s3 
observation  that  scabies  and  pyoderma  have 
again  become  the  most  prevalent  skin  dis- 
eases in  the  military  forces. 

With  the  increasing  incidence  and  inter- 
est in  the  subject  of  scabies  it  was  to  be 
expected  that  certain  fundamental  studies 
on  the  life  cycle  and  biology  of  the  acarus 
would  be  made.  Heilesen4  reports  in  a 
most  thorough  and  original  study  the  re- 
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suits  of  three  years  investigation.  He  de- 
scribes certain  morphological  features  of 
the  acarus  scabiei  which  had  not  been  de- 
scribed before.  Eugene  A.  Hand0  in  dis- 
cussing the  life  cycle  of  the  organism  points 
out  that  the  acarus  eggs  hatch  seven  days 
after  being  laid.  The  first  organism  is  a 
six-legged  larva  which  leaves  the  burrow 
to  live  on  the  skin  surface  where  a series 
of  moults  take  place.  The  first  moult  takes 
place  about  the  16th  day,  releasing  the  oc- 
topod  nymph.  This  second  form  lives  in 
crusts  on  the  skin  surface.  Other  moults 
take  place  on  about  the  21st  and  28th  days, 
finally  setting  free  pubescent  males  and 
females. 

It  is  at  this  time  that  mating  takes 
place.  After  mating  the  male  generally 
dies  within  a few  days.  Development  con- 
tinues in  the  fertilized  female.  In  the  6th 
week  a final  moult  takes  place.  At  this 
time  an  oviduct  for  laying  eggs  is  formed. 
The  fertilized  oviparous  adult  female  then 
burrows  into  the  skin,  forming  the  char- 
acteristic burrows  and  laying  eggs  as  it 
goes.  According  to  Buxton,6  the  life  of  the 
female  isn’t  exactly  known,  but  it  seems 
probable  that  she  lays  more  than  two  eggs 
daily  to  a total  of  about  forty  or  fifty.  He 
further  states  that  probably  all  stages, 
nymphs  and  larvae,  are  sensitive  to  dry- 
ness, and  even  if  humidity  is  high  it  is 
thought  that  no  stage  of  the  mite  is  able 
to  survive  unfed  for  longer  than  a few 
days.  Munro8  is  quoted  that  isolated  larva 
lives  not  more  than  thirty  hours  if  kept 
moist.  According  to  Munro,  the  interval 
from  deposition  of  egg  to  emergence  of 
adult  female  might  be  less  than  eight  days. 
Heilesen4  states  that  the  entire  cycle  of 
development  occupies  at  least  fourteen  to 
seventeen  days  which  is  some  faster  than 
that  found  by  Hand.5 

The  adult  female  lives  at  the  end  of  the 
burrow.  The  males  usually  remain  out- 
side the  burrow.  Males  are  smaller  than 
females,  measuring  200-235  m.  in  length 
and  145-190  m.  in  width,  whereas  the  fe- 
males range  from  330  to  350  m.  in  length 
and  from  250  to  350  m.  in  width.  So  much 
for  the  life  cycle. 

In  a perfectly  amazing  piece  of  work, 
Kenneth  Mellanby7  reports  on  the  trans- 


mission of  scabies.  He  quotes  Lydon  who 
stated  that  blankets  were  the  chief  means 
of  spread  of  scabies  infection,  a point  not 
in  agreement  with  other  workers,  partic- 
ularly those  in  France,  who  have  considered 
that  scabies  is  primarily  spread  by  per- 
sonal contact,  and  have  suggested  that  it 
may  be  considered  as  a venereal  disease. 
Munro  in  19198  has  shown  that  scabies 
may  be  transmitted  by  fomites,  but  his  re- 
sults do  not  indicate  how  often  such  trans- 
mission is  likely. 

Mellanby  set  about  to  discern  exactly 
how  the  disease  is  normally  transmitted. 
His  experiments  were  made  under  con- 
trolled institutional  conditions  using  paci- 
fists as  volunteers.  These  volunteers  were 
subjected  to  different  types  of  contact  with 
scabies  infection.  Throughout  the  experi- 
ment the  volunteers  cooperated  loyally  and 
there  was  no  reason  to  suspect  that  the 
instructions  were  not  conscientiously  exe- 
cuted. The  first  part  of  the  experiment 
concerned  transmission  by  fomites. 

“The  volunteers  were  put  in  contact  with 
blankets  and  underclothing  previously  used 
by  scabies  patients.  Care  was  taken  to  use 
fomites  only  from  patients  about  whom 
there  was  no  doubt  of  the  diagnosis  of 
scabies.  Where  bedding  was  used  it  had 
normally  been  in  contact  with  the  patients 
for  several  weeks,  and  for  the  last  twenty- 
four  hours  before  transfer  the  two  inside 
blankets  in  contact  with  the  patient  were 
the  same  as  those  subsequently  in  contact 
with  the  volunteer.  In  most  of  the  experi- 
ments using  blankets  alone  the  volunteer 
was  naked  so  as  to  insure  contact.  The 
volunteer  never  bathed  for  a period  of  at 
least  a fortnight  after  the  beginning  of  an 
experiment,  and  later  when  it  was  felt  that 
it  might  be  a disadvantage  to  start  with 
too  clean  a skin,  bathing  was  prevented  for 
a further  week  before  the  experiment 
started.  Bedding  and  underclothing  were 
used  by  the  volunteers  for  a period  of  seven 
days,  the  bedding  being  slept  in  at  night 
only,  whereas  the  underclothing  was  worn 
continuously  day  and  night.  In  the  earlier 
experiments  the  blankets  and  underclothing 
were  kept  for  periods  of  several  days  under 
conditions  of  known  temperature  and  hu- 
midity. It  was  thereby  hoped  to  discover 
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how  climatic  conditions  influenced  the  in- 
fectivity  of  the  materials.  When  a dozen 
or  more  experiments  had  been  made  with- 
out infecting  the  volunteers  it  was  thought 
best  to  work  under  conditions  which  would 
appear  to  offer  the  maximum  chance  of  in- 
fection. The  results  obtained  in  all  these 
experiments  may  be  summarized  as  follows : 

(a)  “Volunteer  used  blankets  one  to  seven 
days  after  they  had  been  used  by  scabies 
patient:  6 experiments,  all  negative ( i.e., 
no  volunteer  infected). 

(b)  “Volunteer  used  underclothing  two 
to  seven  days  after  it  had  been  used  by 
scabies  patient:  6 experiments,  all  nega- 
tive. 

(c)  “Volunteer  used  bed  immediately 
after  it  was  vacated  by  scabies  patient: 
19  experiments,  all  negative. 

(d)  “Volunteer  used  underclothing  im- 
mediately after  it  was  removed  from  scabies 
patient : 32  experiments — 30  negative,  2 
positive  (i.e.,  2 volunteers  became  infected) . 

“The  men  were  stripped  and  inspected 
daily  for  a period  of  about  a month  (some- 
times longer)  after  each  experiment.  The 
inspection  took  several  minutes,  and  any 
suspicious  lesions  or  areas  in  which  irri- 
tation was  felt  were  scrutinized  with  a 
high-power  lens  or  a binocular  microscope. 
. . . In  some  cases  at  least  seven  weeks 
passed  before  clinical  signs  of  scabies  de- 
veloped in  an  infected  volunteer.  Some 
signs  of  infection  were  always  visible  to 
careful  inspection  at  an  earlier  date,  and 
considering  the  care  with  which  the  daily 
inspections  were  carried  out  it  seemed  im- 
possible for  any  inspections  to  have  been 
missed.  Furthermore,  the  same  men  were 
used  throughout  the  whole  series  of  experi- 
ments, so  that  a slowly  developing  case 
would  have  eventually  been  detected.” 

The  second  part  of  the  experiment  con- 
cerned transmission  by  personal  contact. 

“When  two  infected  volunteers  were  at 
last  obtained  it  became  possible  to  test  the 
effects  of  personal  contact.  On  four  occa- 
sions uninfected  volunteers  slept  together 
in  the  same  bed  as  those  men  suffering 
from  scabies.  The  scabies  patients  both 
had  a general  infection  of  the  body  (this 
was  two  to  three  months  after  their  con- 
tact with  infected  underclothing) , and  the 


disease  would  probably  have  been  detected 
at  a routine  inspection  such  as  is  commonly 
held  in  the  services,  but  the  degree  of  in- 
fection was  very  much  less  than  usually 
seen  in  patients  coming  for  treatment.  The 
men  wore  pajamas  during  these  experi- 
ments. In  three  instances  the  volunteer 
and  infected  men  slept  together  for  seven 
nights,  and  mites  were  found  on  all  three 
volunteers  after  periods  of  eight,  nine  and 
twelve  days  from  the  start  of  the  experi- 
ment. In  a fourth  case  the  volunteer  slept 
for  two  nights  under  the  conditions  de- 
scribed above  and  did  not  develop  the  dis- 
ease.” 

Mellanby  concluded : 

“In  63  experiments  using  underclothing 
and  blankets  scabies  was  transmitted  twice 
only,  although  everything  was  done  to  favor 
transmission.  In  none  of  the  experiments 
(25  in  all)  using  blankets  alone  was  in- 
fection transmitted,  justifying  the  assump- 
tion that  under  normal  conditions  blankets 
can  seldom  be  responsible  for  the  trans- 
mission of  the  disease.  On  the  other  hand, 
a small  number  of  experiments  have  shown 
that  transmission  by  comparatively  slight 
personal  contact  may  be  readily  accom- 
plished.” 

Mellanby  believes  “that  scabies  is  nor- 
mally transmitted  by  personal  contact 
either  of  a slight  or  of  a venereal  nature. 
There  is  no  doubt  that  small  children  are 
the  first  members  of  a family  to  be  in- 
fected ; the  way  in  which  children  play 
with  their  arms  around  each  other’s  necks 
suggests  an  easy  manner  of  transmission. 
Children  then  probably  infect  their  mother, 
who  passes  on  the  scabies  to  the  father. 

“One  reason  for  the  importance  that  is 
attached  to  fomites  in  scabies  transmission 
is  that  lice  are  well  known  to  be  spread 
by  this  means,  and  as  both  scabies  and 
pediculosis  are  parasitic  diseases  it  might 
be  expected  that  transmission  would  occur 
in  a similar  manner.  As,  however,  the  itch 
mite  lives  beneath  the  skin  of  the  host  dur- 
ing the  major  part  of  its  life,  and  the  body 
louse  lives  on  the  clothes  only  going  to  the 
body  to  feed,  it  is  not  surprising  that  con- 
siderable difference  should  exist. 

“The  evidence  given  here  is  not  sufficient 
to  enable  us  to  say  that  disinfection  of 
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clothing  and  blankets  is  unnecessary  in 
cases  of  scabies,  though  this  conclusion 
seems  quite  probable. 

“In  many  cases  where  reinfection  has 
been  attributed  to  fomites,  one  of  three 
possibilities  has  not  always  been  excluded: 

1.  “Contact  with  another  case  of  scabies 
(a  person  who  is  once  infected  is  likely  to 
continue  to  have  the  same  contacts  with 
continual  risk  of  infection). 

2.  “Incomplete  cure,  which  may  take  sev- 
eral weeks  to  manifest  itself. 

3.  “Certain  lesions  remain  visible  and 
irritant  for  weeks  after  cure,  and  unless 
living  parasites  are  found,  it  is  dangerous 
to  consider  that  a reinfection  or  relapse 
has  actually  occurred.” 

However,  every  competent  observer  did 
not  agree  with  Mellanbv.  A.  C.  Roxburgh9 
a year  later  stated,  “Although  Kenneth 
Mellanby’s  experiments  with  blankets 
seemed  to  show  infection  was  unlikely  to 
be  transferred  by  them,  clinical  evidence 
continues  to  support  the  well  established 
belief  that  clothing  and  bed  clothing  fre- 
quently transfer  the  infection.  Conse- 
quently it  will  be  wise  to  continue  disin- 
fection of  these.”  And  R.  T.  Brain10  two 
years  after  Mellanby’s  report  in  an  article 
on  scabies  in  children  states  that  one  of 
the  essentials  for  success  is  the  disinfec- 
tion of  clothing.  He  emphasizes  that  all 
clothing  which  has  been  in  direct  contact 
with  the  infected  patient’s  skin  must  be 
disinfected. 

In  my  own  experience  I agree  with  Mel- 
lanby,  but  I have  never  done  any  experi- 
ments as  nice  as  his.  In  treating  some 
600  soldiers  of  a regiment  of  the  Brazilian 
Expeditionary  Forces  in  Italy  in  1945,  no 
effort  was  made  to  provide  those  men  with 
a change  in  garments  or  bedclothes.  Fol- 
low up  inspection  did  not  lead  us  to  believe 
that  any  failures  in  securing  cures  should 
be  blamed  on  not  supplying  disinfection  or 
change  in  raiment.  The  natural  habitat  of 
the  scabies  mite  is  on  the  body  and  not  in 
the  clothing.  Perhaps  at  times  a few  mites 
stray  from  the  body  and  infection  takes' 
place  by  clothing,  but  I think  this  is  in- 
frequent. Personal  contact  is  much  more 
important  in  transmission.  Both  Rox- 
burgh9 and  Brain10  emphasize  the  impor- 


tance of  treating  all  persons  in  a household 
at  the  same  time  in  order  to  prevent  re- 
infection. 

Now,  a few  words  about  clinical  mani- 
festations. Certainly  I have  been  impressed 
by  how  infrequently  one  encounters  the 
so-called  typical  case  with  burrows,  on 
finger  webs,  wrists,  elbows,  axillary  folds, 
abdomen,  about  the  navel,  on  the  buttocks, 
at  the  fold  of  the  hip  over  the  thigh,  about 
the  nipples  of  women  and  on  the  genitalia 
of  men. 

Itching  varies  tremendously  with  the 
individual.  Some  people  with  only  a few 
lesions  will  itch  terrifically,  while  another 
patient  with  a severe  case  will  not  com- 
plain nearly  as  much.  In  patients  who 
bathe  infrequently  it  may  be  most  trying 
to  demonstrate  burrows,  and  better  yet  an 
acarus,  to  explain  the  itching  of  which  they 
may  complain.  There  is  some  evidence  that 
infection  alone  doesn’t  cause  much  itching, 
but  that  itching  is  considerably  dependent 
on  the  host  becoming  sensitive  to  the  mite 
or  its  products.  Heilesen4  was  not  able  to 
demonstrate  sensitization  in  scabies  pa- 
tients by  skin  tests  with  extracts  of  the 
acarus.  But  in  experimental  reinfections 
a shortening  of  the  incubation  period  and 
more  intense  itching  were  demonstrated. 
This  suggests  some  change  in  reactivity. 
He  was  unable  to  demonstrate  any  differ- 
ence between  primary  infection  and  rein- 
fection with  respect  to  the  number  of  mites 
present  or  their  distribution.  Itching 
tended  to  occur  early  in  reinfected  patients, 
but  it  also  developed  early  in  some  pa- 
tients with  first  infections.  He  found  that 
eosinophilia  occurred  especially  in  cases  of 
long  duration  and  in  patients  with  severe 
eruptions  and  many  parasites. 

From  the  standpoint  of  therapy  I do  not 
intend  to  review  the  many  agents  which 
have  been  tried  and  used  with  varying  de- 
grees of  success.  My  remarks  shall  be  con- 
fined to  some  of  the  newer  remedies  and 
perhaps  my  favorite,  benzyl  benzoate, 
should  not  be  regarded  as  new.  Benzyl 
benzoate  in  the  form  of  “pernol”  was  ad- 
vocated by  Sacks  and  Juliusberg  as  long 
ago  as  1900.  However,  it  was  not  until 
1937  following  the  report  of  Kissmeyer11 
that  it  became  popular.  Mellanby,  Johnson 
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and  Bartley1-  in  British  Medical  Journal 
in  1942  have  a good  summary  of  the  better 
older  remedies. 

The  age-old  remedy  of  sulfur  ointment 
has  stood  the  test  of  time,  and  no  one  will 
deny  it  is  effective.  But  I prefer  the  clean- 
er, less  obnoxious  and  effective  benzyl  ben- 
zoate. Horace  A.  Nathan,13  reporting  on 
the  treatment  with  benzyl  benzoate  of  810 
patients,  concluded  that  “No  cases  of  der- 
matitis have  developed  in  this  series  after 
benzyl  benzoate  treatment.”  This  report 
is  too  sanguine,  for  undoubtedly  there  are 
some  cases  of  dermatitis  from  benzyl  ben- 
zoate. Mellanby,  Johnson  and  Bartley12 
concluded  that  of  the  treatments  of  scabies 
in  common  use  two  only — sulfur  ointment 
and  benzyl  benzoate  are  satisfactory.  They 
reported  100  per  cent  effectiveness  with 
benzyl  benzoate,  using  it  25  per  cent  benzyl 
benzoate,  35  per  cent  soft  soap  and  40  per 
cent  spirit,  and  equally  satisfactory  cures 
were  obtained  whether  or  not  the  patient 
was  scrubbed.  Slepyan11  reported  a clean, 
simple,  non-irritating  five-hour  treatment 
of  scabies  in  which  the  active  ingredient 
was  25  per  cent  benzyl  benzoate.  He  found 
no  recurrence  in  189  cases.  They  were  fol- 
lowed only  14  days,  however.  Benzyl  ben- 
zoate should  not  be  used  in  concentrations 
of  less  than  20  per  cent. 

I believe  that  benzyl  benzoate  is  the  best 
scabicide  available,  and  that  if  properly 
used  will  cure  every  case  of  scabies  with 
very  little  irritation  and  that  many  of  the 
so-called  failures  and  irritations  are  due 
to  improper  use  rather  than  being  due  to 
any  fault  of  the  medicament.  Simply  be- 
cause a patient  still  has  itching  a day  or 
so  after  the  scabies  treatment  has  been 
completed  does  not  mean  failure  or  irrita- 
tion but  may  mean  only  a residual  pruritus 
from  the  previously  existing  scabies,  ex- 
coriations, eczematization,  etc. 

In  my  opinion,  thoroughness  of  treat- 
ment is  much  more  important  than  the 
scabicide  selected.  Benzyl  benzoate,  if 
properly  used,  will  do  the  work  with  less 
objectionable  features,  dermatitis,  messi- 
ness and  unattractive  odors,  than  any  other 
agent.  Its  main  drawback,  in  my  opinion, 
is  in  some  patients  transient  smarting  when 


first  applied.  This  actually  may  be  quite 
objectionable  in  children. 

My  routine  is  as  follows: 

1.  Take  a thorough  bath,  scrubbing  brisk- 
ly, using  both  cloth,  soap  and  water. 

2.  Apply  the  benzyl  benzoate  emulsion  all 
over.  Emphasize  the  necessity  for  complete 
application. 

3.  Wait  five  minutes,  allowing  the  appli- 
cation to  dry,  and  then  apply  the  emulsion 
thoroughly  again. 

4.  Twenty-four  hours  later  repeat  the 
process,  but  omit  the  bath. 

5.  Thirty-six  to  forty-eight  hours  later 
take  a thorough  bath  and  put  on  clean 
underwear  and  bed  sheets. 

I do  not  think  changing  underwear  and 
sheets  is  at  all  necessary,  but  when  con- 
venient nothing  is  to  be  lost  by  doing  this 
step  and  perhaps  the  likelihood  of  derma- 
titis is  diminished. 

The  question  frequently  arises  concern- 
ing DDT  (dichloro-diphenyl-trichloroeth- 
ane)  as  a scabicide.  It  is  not  satisfactory, 
but  combination  of  benzyl  benzoate,  Tween 
80,  benzocaine  and  DDT  has  been  used 
satisfactorily  in  the  treatment  of  pedicu- 
losis and  scabies.15’ 10  Of  course  the  ben- 
zyl benzoate  is  the  effective  scabicide  in 
this  preparation. 

In  two  reports  covering  the  use  of  “Tet- 
mosal”  soap  (tetra  ethyl  thiuram  monosul- 
phide) as  a scabicide  and  for  prophylactic 
purposes,  Gordon  et  al.17  and  Mellanby18 
report  that  the  repeated  use  of  tetmosal 
soap  cures  a high  proportion  (80  per  cent) 
of  established  cases  of  scabies,  but  that  the 
soap  is  unlikely  to  supersede  any  of  the 
standard  methods  employed  which  result 
in  more  than  90  per  cent  cures.  The  sim- 
plicity of  the  procedure  in  which  the  pa- 
tient is  supplied  a bar  of  soap  with  in- 
structions to  use  it  when  bathing  suggests 
the  possible  value  of  the  soap  to  be  used 
in  disorganized  communities  as  in  war  or 
for  use  in  institutions. 

Irritation  was  not  too  frequent,  most 
people  being  able  to  use  it  for  long  periods 
without  harm.  For  those  who  were  irri- 
tated, stopping  the  use  of  the  soap  was  all 
that  was  required. 
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Summary 

1.  During  the  past  few  years  there  has 
been  an  increasing  incidence  of  scabies. 

2.  Transmission  takes  place  mainly  by 
direct  contact  and  not  through  fomites. 

3.  Severity  of  symptoms  depends  on  more 
than  infestation,  being  influenced  by  the 
development  of  sensitivity  on  the  part  of 
the  host. 

4.  Successful  treatment  can  be  accom- 
plished with  a number  of  therapeutic 
agents.  Thorough  treatment  is  more  im- 
portant than  which  acceptable  therapeutic 
agent  is  employed. 

5.  Over-treatment  is  unnecessary  and 
often  causes  a very  annoying  dermatitis. 

BIBLIOGRAPHY 

1.  Personal  communication  with  the  author. 

2.  Bereston,  Eugene  S.,  and  Cecolini  Edward  M. 
(M.C.A.U.S.)  : “Archives  Dermatology  and  Syph- 
ilology.”  47:  844-848.  June,  1943. 

3.  Lunn,  H.  F. : Journal  Royal  Army  Medical 
Corps.  79:  203-206.  October,  1942. 

4.  Heilesen,  Bjorn:  “Acta  Dermatology  and  Ve- 
nereology.” Supp.  14.  26:  1-370.  1946. 

5.  Hand,  Eugene  A.:  U.  S.  Navy  Medical  Bul- 
letin. 46:  834-844.  June,  1946. 

6.  Buxton,  P.  A.:  British  Medical  Journal.  2: 
397-401.  Sept.  20,  1941. 

7.  Mellanby,  Kenneth:  British  Medical  Journal. 
2:  405-406.  Sept.  20,  1941. 

8.  Munro,  J.  W. : Quoted  by  Buxton  (6)  and 

Mellanby  (7).  Journal — Royal  Army  Medical 
Corps.  33:  1.  1919. 

9.  Roxburgh,  A.  C. : The  Practitioner.  149: 
228-233.  Oct.,  1942. 

10.  Brain,  F.  T.:  The  Practitioner.  150:  213- 
237.  April,  1943. 

11.  Kissmeyer,  A.:  The  Laucet.  1:  21.  Jan. 
2,  1937. 

12.  Mellanby,  Kenneth,  Johnson,  C.  G.,  and  Bart- 
ley, W.  C. : British  Medical  Journal.  2:  1-4.  July 
4,  1942. 

13.  Nathan,  Horace  A.:  The  Laucet.  1:  97-98. 
Jan.  20,  1945. 

14.  Slepyan,  Albert  H. : Journal  Medical  Asso- 
ciation. 124:  1127-1128.  April  15,  1944. 

15.  Eddy,  Gaines  W.:  Journal  Investigative  Der- 
matology. 7 : 85-91.  1946. 

16.  Carpenter,  Cedric  C.,  Heinlein,  John  A.,  Sulz- 
berger, Marion  B.,  Baier,  Rudolph  L.:  Journal  In- 
vestigative Dermatology.  7 : 93-97.  1946. 

17.  Gordon,  M.,  Davey,  T.  H.,  Unsworth,  K. 
Hellier,  F.  F.,  Parry,  S.  C.,  and  Alexander,  J.  R.  B.: 
British  Medical  Journal.  1:  803-806.  June  17, 
1944. 

18.  Mellanby,  Kenneth:  British  Medical  Journal. 
1:  38-39.  Jan.  13,  1945. 


DISCUSSION 

DR.  ROBERT  L.  PATTERSON  (Chattanooga)  : 

I think  Dr.  Buchanan  is  to  be  congratulated  on 
presenting  a very  interesting  paper  on  what  to 
me  is  a highly  interesting  subject. 

Scabies  is  one  of  the  most  commonly  misdiag- 
nosed and  undiagnosed  diseases  that  we  meet  in 
dermatology.  It  presents  many  different  clinical 
appearances,  everything  from  the  adult  who  has 
clean,  hygienic  habits  and  may  present  anything 
from  one  scabietic  burrow  up  to  the  typical  case 
we  see  a myriad  of  scabietic  lesions  all  over  the 
ilies  whose  hygienic  habits  are  not  too  good,  where 
we  see  a myraid  of  scabietic  lesions  all  over  the 
body.  It  is  found  in  all  the  classical  locations  as 
well  as  completely  generalized,  and  the  scabietic 
burrow  itself  is,  of  course,  the  diagnostic  lesion 
that  we  are  looking  for- — but  in  many  cases  it  is 
something  that  is  rather  difficult  to  find. 

In  so  many  cases  the  scabietic  burrow  is  cov- 
ered up  with  general  eczematous  lesions  produced 
by  secondary  infection  following  scratching,  and 
also  in  even  more  cases  from  eczematization  caused 
by  multitudes  of  treatments  that  have  been  ap- 
plied, either  self -treatment  or  advised  by  any 
number  of  friends,  pharmacists,  and  so  on.  This 
makes  the  problem  of  diagnosis  in  scabies  very 
difficult. 

Location  and  recognition  of  the  typical  scabietic 
burrow  certainly  makes  the  diagnosis  of  scabies, 
and  it  isn’t  necessary  to  have  a generalized  erup- 
tion to  have  a classical  case  of  scabies. 

I think  a little  incident  that  occurred  during  the 
war  typifies  how  unpredictible  the  incubation  pe- 
riod of  scabies  is.  I saw  a sailor  who  was  on 
duty  in  a submarine  in  the  Pacific.  This  sub- 
marine had  been  at  sea  for  four  months.  The 
crew,  when  they  left  to  go  to  sea,  had  all  been 
carefully  examined  and  all  were  free  of  skin  dis- 
ease. Three  days  prior  to  ending  this  four-month 
cruise,  during  which  time  they  had  not  put  in 
at  a single  poi-t,  one  sailor  in  the  crew  developed 
typical  scabies.  I saw  him  when  the  ship  docked, 
and  he  had  typical  scabietic  burrows  in  classical 
distribution.  No  other  member  of  the  crew  had 
the  disease. 

Of  course,  the  question  arises,  how  in  the  world 
did  this  occur  three  days  prior  to  the  end  of  a 
four-month  cruise?  Apparently  this  man  had 
been  infected  prior  to  embarking  on  the  cruise, 
and  apparently  the  incubation  period  of  the  dis- 
ease in  that  particular  case  wras  of  that  length 
of  time. 

As  far  as  the  treatment  of  scabies  is  concerned, 
a great  deal  could  be  said.  I think  the  most  com- 
mon thing  we  have  to  combat  here  is  over-treat- 
ment. Many,  many  people,  if  they  have  any  itch- 
ing eruption  of  any  description,  feel  that  treat- 
ment on  practically  a 24-hour-per-day  basis  is  the 
desirable  thing,  and  if  a doctor  prescribes  anti- 
scabietic  treatment  they  use  it,  follow  his  direc- 
tions, and  after  the  application  of  benzol  benzoate 
or  any  other  scabieticide  there  is  a certain  amount 
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of  itching  that  lasts  for  a period  anywhere  from 
a few  days  to  a week. 

Instead  of  the  patient  allowing  this  conclusion 
to  clear  up  naturally  without  adding  further  in- 
jury, usually  he  applies  medication  repeatedly. 
This  is  something  we  try  to  warn  the  patient  about. 
I try  to  give  non-refillable  prescriptions,  even  of 
benzol  benzoate,  which  I believe  is  the  mildest  and 
most  effective  anti-scabietic  remedy;  but  I have 
seen  definite  instances  of  quite  serious  sensitivity 
to  benzol  benzoate  not  from  proper  application  of 
it  but  from  over-zealous  treatment. 

The  variety  of  treatments  that  the  average  pa- 
tient with  scabies  has  used  is  amazing.  Most  of 
them  have  used  anywhere  from  six  to  ten  dif- 
ferent empyrical  preparations  prior  to  consulting 
a physician. 

The  after-treatment  of  scabies  I have  men- 
tioned, but  I want  to  emphasize  that  after  the 
adequate  treatment  of  scabies  with  benzol  ben- 
zoate or  any  other  effective  seabieticide,  I think 
probably  something  very  soothing  and  bland,  such 
as  starch  baths,  is  indicated.  Allowing  the  pa- 
tient merely  to  quiet  this  sensitized  skin  is  all 
we  are  trying  to  accomplish  at  that  time,  and 
the  application  of  any  other  strong  medicament 
certainly  is  contraindicated. 

Of  the  drugs  used,  I think  benzol  benzoate  is 
by  far  the  choice,  and  I don’t  know  how  to  explain 
what  I am  about  to  say,  but  it  has  been  my  ex- 
perience that  various  types  and  brands  of  benzol 
benzoate  differ  considerably.  In  a 25  to  30  per 
cent  preparation  of  benzol  benzoate  there  should 
be  no  more  variation  than  there  would  be  in  acetyl 
salycylic  acid  and  aspirin,  but  for  some  reason 
or  other  I think  certain  brands  of  benzol  benzoate 
produce  much  better  clinical  results  than  others. 

As  Dr.  Buchanan  has  pointed  out,  there  is  con- 
siderable criticism,  particularly  in  younger  chil- 
dren, of  the  quite  severe  burning  and  stinging 
effect  of  benzol  benzoate  when  first  applied.  There 
are  a lot  of  preparations  on  the  market  at  the 
present  time  which  combine  benzocain  with  benzol 
benzoate.  This  in  a large  part  alleviates  the 
stinging  and  burning  sensation.  I have  used 
many  of  the  preparations  with  generally  good  re- 
sults, but  I do  think  that  the  use  of  benzocain 
probably  adds  one  possible  irritant  and  one  com- 
pound to  which  people  may  be  allergic. 

It  is  my  opinion  that  just  the  use  of  plain  benzol 
benzoate  will  produce  equally  as  good  results  as 
it  will  combined  with  benzocain. 

I want  to  congratulate  Dr.  Buchanan  on  an  ex- 
cellent paper.  (Applause.) 

DR.  A.  H.  LANCASTER  (Knoxville)  : Mr. 
Chairman  and  gentlemen:  I have  enjoyed  Dr. 
Buchanan’s  paper.  I think  he  has  brought  us 
up-to-date  on  the  investigative  work  of  the  life 
cycle  of  the  parasite.  In  some  patients  I see,  the 
life  cycle  is  much  shorter  than  some  men  advocate; 
in  many,  I believe,  the  life  cycle  is  in  the  neigh- 
borhood of  two  weeks,  particularly  is  this  true 
in  infants.  This  is  possibly  due  to  the  fact  that 


the  infant  is  kept  warm  during  the  day  which 
increases  the  cutaneous  metabolism.  We  see  many 
babies  two  and  three  months  of  age  who  are  ab- 
solutely covered  with  scabies  and  no  other  mem- 
ber of  the  family  has  it.  The  parents  often  say 
he  came  home  from  the  hospital  with  it;  this  may 
be  true,  I do  not  know.  In  these  tiny  infants  you 
will  find  the  palms,  soles,  scalp,  and  face  involved. 

When  the  patient  presents  himself  at  the  office 
with  scabies,  very  often  he  has  complications  that 
are  just  as  important  as  the  scabies.  Some  have 
a pyoderma  as  well  as  a dermatitis  from  over- 
treatment with  a proprietary  medicine  as  there  are 
many  good  preparations  on  the  market  which 
are  counter-prescribed  every  day.  It  would  be 
amazing  to  know  what  per  cent  of  our  itch  pa- 
tients have  been  taken  into  a room  in  the  back 
of  a drug  store,  examined,  and  prescribed  for  by 
the  pharmacist.  Many  times  they  go  back  a few 
days  later  and  are  examined  and  prescribed  for 
again;  sometimes  this  happens  as  many  as  five 
or  six  times.  In  our  office  we  take  an  interest  in 
seeing  how  many  of  the  patients  consulting  us 
with  itch  have  been  treated  by  the  druggist;  some 
days  we  run  as  many  as  three  to  six  patients. 

In  considering  the  therapeutic  agents,  I am  of 
the  opinion  that  benzyl  benzoate  is  the  best  anti- 
scabietic  drug  we  have  in  America  today.  Some 
of  us  think  of  it  as  being  new  but  it  has  been 
used  since  1912.  Most  of  the  preparations  we 
prescribe  today,  mixed  by  pharmaceutical  houses, 
are  irritating  to  a high  per  cent  of  the  patients. 
It  is  not  always  the  benzyl  benzoate  that  irri- 
tates; it  may  be  some  of  the  other  ingredients 
in  the  compound  such  as:  alcohol,  soap,  benzocain, 
aiid  DDT.  I see  no  need  for  DDT  in  an  anti- 
scabietic  preparation;  it  is  a shotgun  prescription. 
Benzocain  is  fine  and  often  effective,  since  it  kills 
the  ova,  but  this  ingredient  is  a sensitizing  agent, 
and  we  may  get  some  irritation  from  it  as  well 
as  the  benzyl  benzoate.  The  Swiss  have  been 
using  a preparation  called  Eurax  which  is  pre- 
pared in  a 10  per  cent  ointment  base.  Appar- 
ently it  is  going  to  be  a solution  to  many  of  the 
problems  which  confront  us  with  scabies.  A pre- 
paratory bath  is  not  necessary  and  one  or  two 
nights  application  is  usually  considered  adequate 
for  a cure;  however,  it  may  be  applied  for  five 
consecutive  nights  without  fear  of  producing  an 
irritation.  When  this  preparation  is  used,  it  is 
not  necessary  to  treat  the  pyoderma  present.  I 
intend  to  stay  with  a 5 per  cent  sulfur  ointment 
in  the  treatment  of  infants,  for  benzyl  benzoate 
is  irritating  to  a high  per  cent  of  them.  I recom- 
mend that  the  sulfur  ointment  be  applied  twice 
a day  for  three  days,  applying  it  to  the  face  and 
scalp  at  night  only.  I further  recommend  that 
the  child  be  bathed  daily.  It  is  true  we  will  get 
a sulfur  irritation  occasionally,  but  if  we  do,  we 
know  it  is  due  to  the  sulfur  and  not  to  one  of 
three  or  four  different  ingredients. 

There  are  many  things  I should  like  to  say  on 
this  subject,  but  Dr.  Thompson  says  my  time  is 
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up.  I must  say  again  that  I have  enjoyed  Dr. 
Buchanan’s  paper.  (Applause.) 

DR.  HOWARD  KING  (Nashville):  During  the 
last  few  years  I have  joined  two  organizations, 
contrary  to  my  wishes.  Six  years  ago  I joined 

what  might  be  called  the  Cardiac  Lodge.  Last 

year  I joined  what  is  called  the  Geriatric  Society, 
and  now  I am  said  to  be  the  oldest  dermatologist 
in  Tennessee.  That  is  probably  true.  One  of  my 
best  friends  says  he  thinks  also  that  I am  the 
hard-headedest.  That  may  be  true,  as  well. 

This  to  me  has  been  a very  interesting  discus- 
sion. The  essayist  has  taken  up  a dry,  drab  old 
subject  and  has  made  a very  fascinating  and 
instructive  presentation  of  it. 

As  to  the  diagnosis  of  scabies,  I have  told  my 

students  for  many  years  that  any  young  doctor 

who  can  learn  to  diagnose  scabies  consistently  is 
not  only  a good  detective  but  a good  dermatologist. 
This  disease  taxes  the  greatest  skill  of  the  best 
dermatologist  at  times.  He  will  make  mistakes. 
It  has  been  my  privilege  to  pick  up  a few  cases 
of  scabies,  in  traveling  men  mostly,  who  have  been 
passed  up  by  some  of  the  best  dermatologists  in 
America — dermatologists  I know  to  be  the  best. 
I am  sure  I have  passed  Tip  some  myself. 

This  disease  has  an  eruption  in  which  the  lesions 
that  you  see  are  over  90  per  cent  not  burrows  but 
are  either  scratch  marks,  pyoderma  or  urticaria. 
All  those  things  go  with  scabies. 

Of  course,  the  burrow  is  the  typical  lesion  of 
scabies,  but  the  burrow  within  itself,  unless  it  is 
in  the  right  place  on  the  human  body,  should  not 
mean  a thing.  In  other  words,  if  you  saw  a lesion 
on  an  adult’s  cheek  that  looked  ever  so  much  like 
a typical  burrow,  you  would  know  it  could  not 
be  a.  burrow  because  the  scabies  mite  assiduously 
avoids  the  face  and  head  of  the  adult.  It  will  get 
on  the  baby’s  face,  but  not  the  adult’s.  She  is 
just  as  particular  in  her  habits  as  the  body  louse. 

After  the  diagnosis  is  made,  the  treatment  should 
be  easy.  The  most  interesting  part  of  his  dis- 
cussion to  me  has  been  the  research  work  which 
has  recently  been  done  by  these  men  quoted  in  the 
paper,  as  to  the  life  cycle  of  the  parasite  and  its 
transmission.  I am  not  prepared  to  believe  all 
that  the  men  have  said.  I still  believe  that  the 
bed  clothing  and  the  clothing  of  the  patient  stand 
a fine  chance  of  transmitting  the  disease.  Cer- 
tainly I,  for  one,  would  not  choose  to  sleep  in  a 
bed  that  a scabies  patient  slept  in  last  night  with- 
out the  linen  being  changed.  I feel  sure  you  would 
have  a good  chance  to  catch  scabies  if  you  did 
that.  I am  also  sure  I have  seen  too  many  pa- 
tients who  did  get  it  from  bedclothes.  It  was 
interesting  that  only  two  out  of  all  that  reported 
group  were  able  to  contract  scabies — two  out  of 
thirty-two — from  actually  wearing  the  underwear 
and  sleeping  in  the  bed  that  the  scabies  patient 
had  been  in.  To  me  that  certainly  is  a wrong 
percentage.  I don’t  believe  that  common  practice 
would  bear  that  out.  Certainly  more  investigation 
should  be  required  to  determine  that,  in  my  opinion. 


It  is  interesting  to  think  that  this  is  an  animal 
that  can  create  so  much  trouble  in  this  world, 
that  is  born  and  lives  her  lifetime  out  in  a month. 

As  to  the  treatment  of  scabies,  I am  still  an 
old-timer.  I would  not  pick  a quarrel  with  the 
essayist,  as  he  is  a member  of  my  own  household; 
yet  I am  not  going  to  accept  his  plan  of  treatment. 
The  old-fashioned  remedy  of  a mixture  of  balsam 
Peru  and  sulphur  in  my  experience  has  cured  100 
per  cent  of  patients  with  scabies,  and  how  you  can 
beat  100  per  cent  I don’t  know. 

For  fifteen  years  I used  that  remedy  for  three 
consecutive  nights,  but  I saw  during  those  fifteen 
years  some  considerable  little  dermatitis.  Then  I 
began  to  use  it  for  only  two  nights,  and  since  that 
time  I have  seen  practically  no  dermatitis  from 
that  remedy. 

In  the  short  time  that  benzyl  benzoate  has  been 
used  (and  there  is  no  denying  that  it  is  a very 
effective  remedy) , I am  sure  I have  seen  a much 
higher  percentage  of  dermatitis,  certainly  in  chil- 
dren. Not  only  that,  but  the  patients  who  use 
it  complain  of  a considerable  burning  and  irrita- 
tion immediately  after  its  use,  whereas  this  old- 
time  remedy,  when  it  is  applied,  feels  good  and 
is  pleasant  and  soothing  immediately  after  appli- 
cation. 

Also,  some  of  these  pharmaceutical  houses  have 
become  “smart,”  like  they  usually  do,  and  have 
tried  to  trick  the  doctor  into  something  very  up- 
to-date;  for  instance,  a mixture  that  contains 
benzyl  benzoate,  benzocain  and  DDT.  I wish 
every  one  of  you  in  this  room  could  have  seen  a 
patient  I looked  at  last  Friday  who  had  used  a 
remedy  called  Topicide,  and  could  have  seen  what 
a terrific  dermatitis  that  apparently  had  created 
within  less  than  a week.  That  patient  had  some- 
thing that  was  far  worse  than  any  scabies,  so 
much  worse  that  it  was  pitiful. 

Many  other  combinations  are  put  out  by  the 
various  pharmaceutical  houses  and  there  will  be 
more  and  more,  no  doubt,  under  certain  trade 
names  that  may  be  attractive.  As  for  me,  the 
odor  of  this  old  remedy  of  balsam  and  sulphur 
is  not  disagreeable,  but  pleasant.  If  it  cures  100 
per  cent,  with  very  little  dermatitis,  why  seek 
something  else? 

The  idea  of  the  “eain”  in  these  other  prescrip- 
tions is  to  use  a soothing  anesthetic  along  with 
the  parasiticide.  For  me,  I fell  out  with  all  mem- 
bers of  the  “cain”  family  many  years  ago,  so  it  is 
almost  an  affront  to  me  now  to  talk  about  putting 
any  kind  of  “cain”  on  anybody  unless  you  are 
looking  for  trouble.  It  is  all  right  to  use  novo- 
cain, of  course,  in  operative  procedures,  but  with 
the  “cain”  family  I am  on  the  “outs”  forever. 
That  idea,  I think,  is  certainly  very  bad. 

In  conclusion,  I wish  to  state  that  sheer  up-to- 
dateness  in  the  practice  of  medicine  drives  enough 
people  into  my  office  to  make  me  a reasonably  fair 
income.  (Laughter  and  applause). 


September,  1948 


329 


HYSTERECTOMY— INDICATIONS  AND  TECHNIQUE* 

JOHN  C.  BURCH,  M.D.,  HORACE  T.  LAVELY,  JR,  M.D,  and  DEANE  D.  WALLACE,  M.D., 
Nashvillef 


The  surgical  advances  of  the  last  two 
decades  are  clearly  reflected  in  a marked 
improvement  in  the  morbidity  and  mortal- 
ity figures  associated  with  hysterectomy 
operations.  In  the  first  200  hysterectomies 
at  Vanderbilt  University  Hospital  the  mor- 
tality was  4.2  per  cent.1  In  850  Vanderbilt 
cases  collected  in  1940  it  had  fallen  to  2.2 
per  cent.  In  the  last  500  cases  of  this 
series,  it  was  1.0  per  cent.2 

The  principal  causes  of  death  were  peri- 
tonitis, embolism,  and  intestinal  obstruc- 
tion. Better  selection  of  cases,  the  use  of 
antibiotic  drugs,  and  the  application  of 
sharp  dissection  in  separating  the  sigmoid 
have  decreased  the  number  of  cases  of  peri- 
tonitis. Gastro-intestinal  intubation  and 
the  physiological  control  of  fluid  balance 
have  been  of  tremendous  value  in  its  treat- 
ment. 

Early  ambulation  has  lessened  the  inci- 
dence of  thrombophlebitis  and  pulmonary 
embolism.  The  prompt  recognition  of 
thrombophlebitis  and  its  treatment  by 
block,  ligation,  or  anticoagulants  have 
markedly  decreased  the  number  of  emboli 
in  established  cases. 

In  our  series  the  major  causes  of  post- 
operative obstruction  were  a dissolution  of 
the  peritoneal  sutures  in  the  abdominal  wall 
and  incomplete  peritonealization  of  the  op- 
erative area. 

Modern  anesthesia,  a better  understand- 
ing of  the  mechanism  of  shock,  and  better 
facilities  for  blood  replacement  have  al- 
lowed more  radical  surgery  with  a more 
meticulous  technique. 

Morbidity  following  hysterectomy  opera- 
tions largely  results  from  wound  infection, 
pulmonary  disorders,  and  urinary  compli- 
cations. Much  can  be  done  in  eliminating 
infection  by  careful  preparation  of  the  pa- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13,  14,  15,  1948. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  School  of  Medicine, 
and  the  Burch  Clinic,  Nashville. 


tient,  scrupulous  technique,  and  the  use  of 
antibiotic  drugs  when  indicated.  Atelec- 
tasis is  the  chief  pulmonary  complication 
and  effective  methods  are  available  for  its 
prevention,  recognition,  and  treatment. 
Urinary  infections  are  prone  to  occur  fol- 
lowing retention  of  urine  and  repeated  cath- 
eterization. Its  best  preventive  is  the 
early  elimination  of  the  bedpan  in  favor 
of  the  stool. 

The  surgical  advances  of  the  last  few 
years  have  led  many  surgeons  to  abandon 
the  supravaginal  operation  for  the  more  ex- 
tensive total  operation.  Its  chief  advan- 
tages are  the  elimination  of  subsequent 
carcinoma  in  the  retained  stump  as  well 
as  the  prevention  of  annoying  and  persist- 
ent discharges.  Many  surgeons  contend 
that  the  advantages  of  the  total  operation 
are  nullified  by  the  lower  morbidity  and 
mortality  of  the  sub-total  procedure.  Since 
the  incidence  of  stump  carcinoma  is  fairly 
frequent,  it  is  clear  that  the  total  operation 
would  have  distinct  advantages  if  the  mor- 
bidity and  mortality  could  be  reduced  to 
the  range  of  the  lesser  procedure 

In  attempting  to  improve  results,  a 
definite  plan  for  the  management  of  these 
cases  has  gradually  evolved.  The  results 
have  clarified  many  questions  relating  to 
the  problem  of  hysterectomy. 

In  an  analysis  of  138  recent,  consecutive, 
personal  cases  there  was  no  mortality,  em- 
bolism or  thrombophlebitis.  Included  in 
the  series  was  an  exceptionally  large  num- 
ber of  the  more  difficult  types  of  referred 
cases.  The  primary  diagnoses  are  listed  in 
Table  I.  One  hundred  and  seventeen  of 
the  cases  had  an  uncomplicated  postopera- 
tive course,  while  in  18,  one  of  the  compli- 
cations listed  in  Table  II  was  present. 

A case  was  considered  as  morbid  if  the 
temperature  reached  100.4°  F.  on  any  two 
consecutive  days  of  hospitalization  after 
the  first  postoperative  day.  Table  III  dem- 
onstrates the  low  morbidity  incidence  of 
this  series. 
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TABLE  I 

No.  of 


Primary  Diagnosis 

Cases 

Per  Cent 

Fibromyoma  Uteri 

100 

72 

Endometrial  Hyperplasia 

. 9 

6.5 

Carcinoma  of  Endometrium 

6 

4.3 

Proliferative  Ovarian  Tumors . 

6 

4.3 

Adenomyosis  and  Adenomyoma 

6 

4.3 

Endometrial  Polyps  

. 5 

3.6 

Hydrosalpinx 

3 

2.1 

Normal  Uteri  (Intractible 

Dysmenorrhea) 

3 

2.1 

TABLE  II 

No.  of 

% 

Complication 

Cases 

Morbidity 

Atelectasis,  Minimal 

10 

7.2 

Cystitis  

. . 6 

4.3 

Pelvic  Hematoma 

3 

2.1 

Pvelitis  

1 

.7 

Wound  Infection 

1 

.7 

Mortality,  thrombophlebitis,  embolism,  perito- 
nitis, wound  disruption — none. 


TABLE  III 
Morbidity  Table 


No  of  Days  Morbidity 
0 
2 

3 

4 

5 

More  than  5 


No.  of  Cases 
102 
23 
6 

3 

4 
0 


Standard:  100.4  degrees  F.  for  any  two  consecu- 
tive days  after  first  postoperative  day. 


Gas,  oxygen,  and  ether,  with  an  endo- 
thraeheal  tube,  has  been  the  anesthetic  of 
choice.  The  vagina  and  abdomen  are  care- 
fully prepared  by  thorough  mechanical 
cleansing.  An  18  gauge  needle  is  inserted 
into  an  ankle  vein  and  is  kept  patent  by 
the  slow  infusion  of  saline.  This  precau- 
tion has  eliminated  the  usual  scramble  when 
blood  is  needed.  Intra-operative  blood  re- 
placement has  been  extensively  used.  The 
time  to  treat  shock  is  before  it  occurs. 

A left  paramedian  incision  is  usually  ade- 
quate. If  problems  of  exposure  are  antici- 
pated, the  Cherney  incision  is  recommended. 

Practically  all  of  the  basic  steps  in  the 
technique  have  been  described  by  others. 
The  excellent  operations  of  Barr3  and  Rich- 
ardson4 have  been  studied  with  profit  and 
advantage.  Most  of  the  difficulties  and  dan- 
gers of  total  hysterectomy  result  from  a 
poor  exposure  of  the  structures  below  the 
internal  os.  Our  technique  is  designed  to 
give  the  maximum  exposure  of  the  struc- 


tures in  this  region.  Each  step  is  planned 
to  give  the  maximum  elevation  and  expo- 
sure necessary  for  the  execution  of  the  next 
step. 

After  severance  and  ligation  of  the  round 
and  infundibulo-pelvic  ligaments  (or  Fal- 
lopian tube  and  utero-ovarian  ligaments) 
and  incision  of  the  vesico-uterine  perito- 
neum (Figures  1 and  2),  the  uterine  arte- 


Figure  1.  Ligation  of  round  ligaments  and  isola- 
tion of  tube  and  utero-ovarian  ligament. 


Figure  2.  Incision  of  the  vesico-uterine  perito- 
neum. 

ries  are  identified  and  cleared  to  the  level 
of  the  attachment  of  the  uterosacral  liga- 
ments. By  sharp  dissection  the  subperi- 
toneal  areolar  tissue  binding  the  bladder  to 
the  cervix  is  severed  and  the  bladder  is 
pushed  down  below  the  level  of  the  attach- 
ments of  the  uterosacral  ligaments  (Figure 
3).  Complete  advancement  of  the  bladder 
is  delayed  to  obtain  better  exposure  for 
this  procedure. 

The  ureters  are  usually  identified  by  pal- 
pation at  this  stage.  This  palpation  can 
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Figure  3.  First  step  in  advancement  of  bladder. 

be  easily  accomplished  in  practically  all 
cases.  The  index  finger  slides  down  the 
posterior  surface  of  the  broad  ligament 
just  on  top  or  just  beneath  the  uterosacral 
ligament,  while  the  thumb  is  placed  oppo- 
site it  on  the  raw  anterior  surface  of  the 


broad  ligament.  The  two  fingers  are  op- 
posed and  drawn  along  the  course  of  the 
uterine  artery  as  it  passes  onto  the  cervix. 
As  the  fingers  pass  over  the  ureter  a char- 
acteristic “jump”  is  noted  (Figure  4).  The 
ureter  feels  very  much  like  the  vas  deferens 
palpated  through  the  scrotum. 

The  uterine  arteries  are  doubly  clamped 
at  a point  just  above  the  insertion  of  the 
uterosacral  ligaments  (Figure  5) . The  ves- 
sels are  divided  with  a scalpel  and  the  in- 
cision is  carried  into  the  cervix  for  at  least 
1/8  inch  and  is  prolonged  anteriorally  and 
posteriorally  through  the  fascia  of  the  cer- 
vix. By  this  maneuver  it  is  possible  to 
retract  the  tied  uterine  vessel  stump  later- 
ally. Sufficient  space  is  obtained  for  the 
clamp  on  the  cardinal  ligament  to  be  placed 
inside  this  tie  without  difficulty.  The  utero- 
sacral ligaments  are  then  clamped  and  tied 
and  the  incisions  are  again  carried  into 
the  cervical  musculature  (Figure  6).  As 
each  uterosacral  ligament  is  cut,  the  uterus 
will  be  seen  to  rise  from  the  pelvis.  The 


Figure  4.  Palpation  of  ureter. 


332 


HYSTERECTOMY— INDICATIONS  AND  TECHNIQUE— Burch,  Lavely,  Wallace  September,  1948 


Figure  5.  Clamping  of  the  uterine  vessels. 


Figure  6.  Clamping  and  tying  the  uterosacral  lig- 
aments. 

peritoneum  between  the  two  ligaments  is 
incised  and  the  recto-vaginal  space  is  de- 
veloped. The  uterus  now  remains  attached 
only  by  the  cardinal  ligaments  and  by  its 
attachment  to  the  bladder  and  vagina.  By 
delaying  the  important  bladder  dissection 
to  this  point  of  the  operation  maximum 
exposure  is  accomplished.  The  bladder  at- 
tachment is  a well  defined  layer  resulting 
from  the  fusion  of  the  vesical  fascia  pro- 
pria with  the  cervical  fascia  propria.  It 
is  known  as  the  supravaginal  septum  and 
separates  the  vesico-vaginal  and  vesico- 


Figure  7.  Palpation  of  the  cervix, 
palpating  laterally  the  attachments  of  the 
important  cardinal  ligaments  can  be  accu- 
rately outlined.  These  structures  are  usu- 
ally clamped  in  a single  “bite.”  In  placing 
these  clamps  the  posterior  blade  of  the 
clamp  should  be  in  the  recto-vaginal  space 
and  the  anterior  blade  should  be  in  the 
vesico-vaginal  space.  The  entire  clamp 
should  lie  as  close  as  possible  to  the  cervix 
and  should  be  medial  to  the  tie  on  the  uter- 
ine artery  (Figure  8).  The  cardinal  liga- 
ments are  now  incised  and  tied.  In  in- 
cising the  cardinal  ligaments  the  vagina  is 
usually  opened  in  one  or  the  other  lateral 
vaults.  The  blood  and  mucus  in  the  vagina 
is  aspirated  and  the  vaginal  vault  is  cir- 
cumcised (Figure  9).  Minor  bleeding  may 
be  encountered  from  the  vaginal  cuff. 
Bleeding  points  are  caught  in  clamps  and 
tied  individually.  The  cut  edge  of  the  va- 
gina is  then  encircled  by  a continuous  whip 
stitch  which  is  locked  at  intervals  of  every 
third  bite  (Figure  10).  This  procedure 


cervical  spaces.  This  attachment  is  easily 
demonstrated  by  traction  applied  to  the 
bladder  in  the  direction  of  the  symphysis. 
When  the  septum  is  incised,  the  bladder  can 
be  easily  dissected  off  the  cervix  and  the 
vesico-vaginal  space  is  entered.  In  order 
to  test  the  adequacy  of  the  dissection  the 
index  finger  of  the  left  hand  is  placed  in 
the  recto-vaginal  space  and  the  index  finger 
of  the  right  hand  is  placed  in  the  vesico- 
vaginal space.  By  opposing  the  two  fingers 
it  is  possible  to  determine  if  the  rectum 
and  bladder  have  been  adequately  removed 
from  the  field  of  operation  (Figure  7).  By 


September,  1948  HYSTERECTOMY— I N DICATIONS  AND  TECHNIQUE— Burch,  Lavely,  Wallace  333 


Figure  8.  Clamping  the  cardinal  ligaments. 


Figure  11.  Peritonealization  of  pelvis. 


Figure  9.  Circumcision  of  the  vagina. 

leaves  the  vagina  dry  but  wide  open.  The 
anterior  and  posterior  vaginal  walls  are 
brought  together  by  a single  stitch  in  the 
midline  (Figure  10,  insert).  After  all 
bleeding  has  been  controlled,  the  operative 


site  is  peritonealized  (Figure  11)  and  the 
abdomen  is  closed  in  layers.  A point  of 
technique  which  is  stressed  is  the  careful 
closure  of  the  parietal  peritoneum  with  in- 
terrupted cotton  sutures. 

Summary  and  Conclusions 

A technique  for  complete  hysterectomy 
is  described  and  illustrated.  Data  from  138 
consecutive  cases  done  by  this  technique 
are  presented.  The  incidence  of  complica- 
tions is  well  within  the  range  generally  re- 
ported for  the  sub-total  procedure. 
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DISCUSSION 

DR.  WM.  T.  BLACK,  JR.  (Memphis)  : I appre- 
ciate the  honor  of  being  invited  to  discuss  this 
paper.  I have  not  had  an  opportunity  to  read 
this  paper,  however,  and  even  though  I have 
talked  to  Dr.  Burch  on  the  phone,  I do  not  feel 
qualified  to  do  it  justice. 

Of  a group  of  25  hysterectomies  performed  on 
the  charity  service  of  the  Baptist  Memorial  Hos- 
pital in  Memphis  during  the  latter  months  of  1947, 
18  were  total,  4 were  subtotal,  and  3 were  vaginal 
hysterectomies.  Three  of  the  subtotal  hysterec- 
tomies were  performed  because  of  the  fact  that 
a repair  had  been  done  prior  to  operation,  and 


Figure  10.  Suture  of  the  vaginal  cuff. 
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in  each  case  the  cervix  was  clean.  The  fourth  was 
performed  on  a patient  who  was  operated  upon  for 
a cystic  ovary;  at  operation,  it  was  found  that  a 
hysterectomy  was  indicated,  and  since  the  patient 
had  not  been  prepared  vaginally,  the  operation 
was  necessarily  limited  to  a supravaginal  pro- 
cedure. 

Practically  all  these  patients  were  allowed  up 
on  the  day  following  the  operation.  There  were 
no  deaths,  and  the  period  of  morbidity  was  re- 
duced. I am  thoroughly  in  accord  with  the  essay- 
ists’ views  regarding  the  preoperative,  intraopera- 
tive and  postoperative  care  of  these  patients. 

Dr.  Burch  has  emphasized  the  desirability  of 
total  hysterectomy  as  a precaution  against  cer- 
vical cancer.  This  points  bears  repetition.  In  a 
review  of  365  cases  of  cervical  cancer  observed  at 
the  John  Gaston  Hospital  in  Memphis  over  a 
period  of  seven  years,  Dr.  J.  Howard  Smith  found 
that  the  lesion  involved  a residual  stump  in  13, 
or  3.6  per  cent.  The  symptoms  appeared  from  a 
few  weeks  to  twenty  years  following  subtotal  hys- 
terectomy. 

Some  surgeons  argue  that  total  hysterectomy 
should  not  be  performed  unless  absolutely  essen- 
tial, because  of  the  patient’s  subsequent  loss  of 
libido.  This  is  open  to  question.  Others  have 
found  that  removal  of  the  cervix  has  no  effect 
upon  the  libido.  Again,  an  objection  to  total  hys- 
terectomy has  been  raised  on  the  ground  that  it 
results  in  shortening  of  the  vagina.  If  the  opera- 
tion is  properly  done,  however,  the  length  of  the 
vagina  should  not  be  markedly  altered. 

In  general,  the  only  valid  contraindication  to 
total  hysterectomy  is  in  a serious  risk  to  life. 
In  my  experience,  especially  with  charity  patients, 
extremely  large  or  extensive  multiple  fibroids,  se- 
vere pelvic  inflammatory  disease  and  tubovarian 
abscesses  not  infrequently  present  a grave  sur- 
gical risk.  Of  171  hysterectomies  performed  at 
the  John  Gaston  Hospital  during  the  first  eight 
months  of  1947,  89  were  subtotals,  71  totals,  and 
11  vaginal  hysterectomies.  Of  the  89  subtotals, 
more  than  half  were  performed  by  attending  men 
from  the  Departments  of  Gynecology  or  Surgery, 
and  most  of  these  were  private  patients.  It  is 
therefore  obvious  that  in  the  John  Gaston  Hos- 
pital, the  teaching  institution  of  the  University 
of  Tennessee  Medical  School,  total  hysterectomy 
is  the  procedure  of  choice.  It  is  significant,  also, 
that  of  the  171  patients  operated  upon,  only  7 
were  white,  and  of  these  only  one  had  a subtotal 
hysterectomy,  this  being  because  of  the  surgical 
risk. 

I have  been  told  by  some  surgeons  that  they 
never  do  a subtotal  hysterectomy.  Undoubtedly 
a total  hysterectomy  should  be  performed  in  every 
case  when  consistent  with  the  safety  of  the  pa- 
tient. If  we  were  to  adhere  strictly  to  the  prac- 
tice of  total  hysterectomy  in  all  cases,  however, 
without  regard  to  the  extent  of  the  disease  pro- 
cess, I am  sure  the  mortality  would  be  materially 
increased.  Thus,  while  I am  a staunch  advocate 


of  total  hysterectomy,  I believe  that  a compromise 
with  the  less  radical  operation  is  advisable  in  the 
presence  of  dangerous  complications. 

DR.  CARL  S.  McMURRAY  (Nashville)  : I want 
to  congratulate  the  Association  on  this  presenta- 
tion by  Dr.  Burch,  because  he  has  so  clearly  and 
concisely  stated  the  facts  and  the  case  for  total 
hysterectomy.  He  leaves  very  little  to  add  as  far 
as  any  additional  remarks  on  technique  is  con- 
cerned. 

As  he  says,  the  technique  may  be  varied;  it  is 
varied  by  individual  operators.  We  in  Nashville 
are  indebted  (and  I must  add  my  word  of  com- 
mendation and  praise  to  the  living,  and  I see  he 
is  here  today)  to  Dr.  Richard  Barr,  who  was 
doing  total  hysterectomies  about  the  time  I was 
born,  and  who  has  been  an  advocate  of  total  hys- 
terectomies. He  has  raked  me  over  the  coals  a 
good  many  times  in  my  earlier  days.  He  has 
often  said  that,  “If  he  just  had  a wig  of  red  hair 
and  was  off  somewhere  at  some  clinic  away  from 
here,  you  boys  would  pay  some  attention  to  me, 
and  you  would  be  doing  total  hysterectomies.  Just 
because  I’m  your  old  professor  here  and  you’re 
used  to  me,  you  don’t  pay  any  attention  to  me.” 
( Laughter. ) 

I was  trained  on  the  type  of  hysterectomy  that 
was  taught  me — and  we  mostly  get  into  the  habit 
of  doing  those  things  that  we  come  along  with  in 
our  youth — the  type  of  so-called  total  type,  in 
which  you  skin  down  the  inside  of  the  cervix,  as 
was  done  by  certain  of  the  older  group  and  is  still 
being  done  in  large  measure,  in  which  you  take 
out  the  endometrium,  but  in  which  you  leave  a 
large  measure  of  the  musculature. 

When  I looked  over  the  records  that  John  was 
talking  to  me  about  in  the  group  he  had  recently 
followed  very  carefully,  I was  quite  interested  in 
going  back  over  my  files  to  study  my  cases. 

My  technique  is  relatively  that  of  Dr.  Burch. 
Dr.  Barr  still  argues  with  me  because  I close  the 
vagina  after  the  circumcision  of  it,  using  0 chromic 
catgut.  I use  cotton  surgical  A for  the  rest  of 
the  ligatures  as  we  go  down,  in  much  the  same 
manner  as  described  here,  and  with  relatively  the 
same  preparation  of  the  patient  including  blood 
present  for  replacement,  if  necessary,  but  attempt- 
ing to  keep  from  losing  blood.  The  preparation 
of  the  vagina  in  advance  and  my  morbidity  results, 
though  not  having  followed  them  as  closely  as  Dr. 
Burch  has  in  this  particular  case,  I am  sure  will 
compare  favorably  with  Dr.  John  Burch’s  sta- 
tistical report,  since  we  have  the  newer  methods 
of  chemotherapy  to  aid  us. 

In  looking  over  some  statistics  on  this,  I saw 
that  in  my  private  cases  (and  I was  amazed  at 
this)  in  442  hysterectomies  done  where  we  had  a 
cross-file  on  them  that  could  be  followed  since 
1940,  we  had  354  totals  of  the  more  or  less  or- 
dinary or  simple  type,  4 of  the  more  or  less  radical 
types,  and  44  vaginals,  or  a total  of  442  totals 
and  44  subtotals.  Thirty-one  of  these  were  done 
in  1940  and  1941.  That  was  the  changing  period 
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of  my  particular  changeover  to  where  Dr.  Barr 
finally  convinced  me  that  total  hysterectomy  was 
the  one  of  choice.  Last  year  we  had  76  totals, 
including  all  types,  vaginal  and  otherwise,  1 
Wertheim  in  that  group  and  only  2 subtotals.  It 
shows  the  trend  of  the  times  as  we  have  become 
educated. 

Dr.  Black  has  emphasized  the  matter  of  the 
retained  cervix.  Some  say  we  overemphasize  that, 
yet  I have  had  the  opportunity,  as  chairman  of 
the  Tumor  Clinic  of  the  Nashville  General  Hos- 
pital in  which  those  malignancies  all  come  through, 
to  see  cases  referred  in  from  all  around  Middle 
Tennessee  by  the  field  Army  group  in  which  last 
year  we  had  five  cases  of  carcinoma  of  the  re- 
tained cervix  that  had  had  subtotal  hysterectomies 
that  could  have  been  prevented.  Small,  maybe,  in 
the  large  group  that  would  be  represented,  but  I 
think  they  definitely  could  have  been  prevented  by 
total  hysterectomy. 


Unfortunately  we  had  some  carcinomas  in  the 
retained  cervix  that  came  through  that  were  re- 
ferred in  to  us.  I recall  three  cases.  I didn’t 
have  an  opportunity  of  checking  that  whole  file, 
but  I recall  three  cases  that  were  sent  to  us  for 
deep  therapy  X-ray  and  for  what  we  could  offer 
them  because  they  had  had  subtotal  hysterectomies 
without  diagnosis.  In  other  words,  the  patient 
had  carcinoma  of  the  cervix  as  the  cause  of  her 
bleeding  at  the  time  she  had  her  hysterectomy. 
Two  of  them  had  been  operated  on  for  fibroids. 

I want  to  remind  you  that  while  we  are  talking 
about  total  hysterectomies  we  must  not  forget  that 
the  D.  and  C.  and  biopsy  of  the  cervix  is  still  the 
thing  in  order  for  us  to  stress  and  talk  about, 
John,  while  we  are  emphasizing  the  question  of 
total  hysterectomies — that  the  case  that  is  bleed- 
ing, that  has  the  fibroid,  may  also  have  the  car- 
cinoma of  the  cervix  or  the  carcinoma  of  the 
fundus.  (Applause.) 
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PREOPERATIVE  PREPARATION  AND  POSTOPERATIVE  CARE  OF  THE  AGED* 

J.  F.  HAMILTON,  M.D.,  F.A.C.P.,  Memphisf 


An  experience  of  twenty  years  in  the 
pre  and  postoperative  medical  care  of  the 
aged  who  have  been  admitted  to  Campbell 
Clinic  and  other  Memphis  hospitals  with 
orthopaedic  disabilities,  chiefly  fractures, 
has  convinced  the  writer  that  this  group 
of  patients  imposes  a special  problem  upon 
the  physician  treating  them. 

Preoperative  Preparation 
As  in  every  patient,  but  more  especially 
in  the  patient  past  65  years  of  age,  the 
surgical  risk  and  safe  postoperative  course 
will  depend  in  large  measure  upon  the  phys- 
iologic status  of  four  major  anatomical 
systems,  namely:  (1)  central  nervous  sys- 
tem, (2)  cardiovascular  system,  (3)  pul- 
monary system,  and  (4)  renal  or  excretory 
system.  It  may  be  said,  “As  go  these  sys- 
tems, so  goes  the  patient,  from  a physiologic- 
pathologic  point  of  view.” 

Personal  History : One  may  think  it  trite 
to  mention  history  taking  in  this  discus- 
sion. Its  importance  demands  prime  con- 
sideration: first  for  the  good  of,  and  in- 
telligent handling  of  the  patient;  and, 
secondly,  for  the  sake  of  the  record.  If 
statistical  data  are  desired  at  a later  date, 
a good  history  is  of  immense  value.  If 
medico-legal  angles  arise,  an  accurate  his- 
tory is  of  great  help. 

The  patient’s  chief  complaint  should  be 
stated  in  his  own  words.  The  physical 
facts  as  to  time  of  day,  duration,  geographic 
location  and  mode  of  injury  are  important. 
The  kind  of  physical  agent  causing  the  in- 
jury should  be  ascertained. 

It  is  of  paramount  importance  to  ascer- 
tain the  psychological  attitude  of  a patient 
to  an  anticipated  surgical  operation.  He 
should  be  convinced  of  the  need  of  it,  and 
willingly  assent  to  it.  His  faith  in  the 
surgeon  should  be  unshakable. 

In  the  preoperative  preparation  of  a pa- 
tient, knowledge  of  his  past  health,  kind  of 
illnesses  and  idiosyncrasies  he  may  have, 
had  should  be  recorded,  such  as,  symptoms 

" Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13,  14,  15,  1948. 
fFrom  the  Campbell  Clinic. 


and  signs  suggestive  of  brain,  lung,  kidney, 
heart,  liver,  pancreas  and  gall  bladder  dis- 
eases. If  evidence  is  obtained  incriminat- 
ing any  of  these  vital  organs,  the  one  in- 
volved should  be  investigated  and  appro- 
priate therapeutic  measures  applied,  grant- 
ing the  immediate  injury,  such  as  a frac- 
tured hip,  will  permit. 

Allergy : One  should  always  record 

whether  or  not  the  patient  has  ever  had 
asthma,  hay  fever  or  any  reactions  to  drugs. 
This  is  especially  important  in  helping  to 
determine  the  kind  of  anesthetic  to  use. 
If  the  patient  is  known  to  be  sensitive  to 
any  of  the  barbituates,  one  should  be  very 
cautious  in  the  use  of  sodium  pentothal 
and  perhaps,  better  still,  select  some  other 
type  of  anesthetic.  Nausea  and  vomiting 
not  infrequently  result  from  the  use  of 
opiates.  This  can  be  avoided  if  forethought 
is  used  in  ascertaining  a positive  history 
of  such  reactions  in  the  past.  A word  of 
caution  should  be  issued  that  “elderly  peo- 
ple do  not  tolerate  large  doses  of  opiates.” 
It  is  not  at  all  uncommon  to  see  an  old 
person  on  admission  to  the  clinic  so  deeply 
under  the  influence  of  morphine  that  he 
cannot  be  aroused  and  may  appear  to  be 
moribund.  Such  deep  narcosis  is  uncalled 
for. 

The  occurrence  of  vomiting  in  a par- 
tially narcotized  patient  may  lead  to  se- 
rious pulmonary  complications,  and  even 
death,  by  suffocation.  A bronchoscope  and 
one  trained  to  use  it  should  be  a part  of 
the  equipment  of  every  operating  room. 
We  have  seen  the  use  of  the  bronchoscope 
apparently  make  the  difference  between  life 
and  death  by  relieving  bronchial  obstruc- 
tion from  aspirated  stomach  contents  or 
other  foreign  matter. 

Physical  Examination : Every  patient 

should  receive  a thorough  systematic  ex- 
amination before  being  subjected  to  sur- 
gery. Geriatrics  affords  one  the  greatest 
opportunity  to  apply  his  “special  senses” 
in  the  gaining  of  information.  This  in- 
formation, such  as  mental  state  of  the  pa- 
tient, the  color  and  character  of  the  skin 
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and  mucous  membrane,  the  relative  degree 
of  hydration,  the  character  and  rate  of 
respiration,  the  pulse  rate,  blood  pressure 
and  laboratory  tests,  will,  when  pooled,  aid 
much  in  arriving  at  the  degree  of  operable 
risk. 

The  physiological  status  of  a patient’s 
mental  processes  is  very  important  in  the 
matter  of  determining  the  degree  of  oper- 
able risk.  The  preoperative  risk  may  be 
far  graver  in  a patient  of  65  than  in  one 
of  75  because  of  the  degree  of  arterio- 
sclerosis with  associated  mental  deteriora- 
tion being  greater  in  the  former  than  in  the 
latter.  Furthermore,  concomitant  degen- 
erative changes  in  other  systems  of  the 
body  such  as  the  skin,  cardiorenal  and  mus- 
cular systems  not  infrequently  go  hand  in 
hand  with  the  degree  of  central  nervous 
system  degenerative  change. 

In  elderly  people  it  is  not  unusual  to  find 
alterations  in  the  cardiac  rhythm.  The  most 
common  arrhythmia  is  that  due  to  prema- 
ture contractions  (extrasystole)  and  is  as 
a rule,  of  no  pathologic  significance.  If, 
however,  pulsus  alternans  or  auricular 
fibrillation  is  present,  either  usually  con- 
notes organic  heart  disease,  and  thus  great 
caution  should  be  exercised  in  evaluating 
the  surgical  risk  in  such  a patient.  Sys- 
tolic murmur  at  the  base  of  the  heart,  as 
a rule,  should  not  of  itself  militate  against 
recommending  surgery.  A mitral  regur- 
gitant murmur  in  a patient  without  pul- 
monary congestion  or  any  other  sign  of 
heart  disease  may  not  be  sufficient  reason 
to  defer  surgery. 

Pulmonary  emphysema  is  not  an  uncom- 
mon finding  in  elderly  patients,  and  one 
should  be  constantly  on  the  lookout  for  its 
presence.  We  have  found  this  type  of  pa- 
tient to  be  a poor  risk  for  major  surgery, 
especially  under  pentothal  anesthesia.  The 
same  may  be  said  of  elderly  patients  with 
any  form  of  asthma.  In  such  cases,  in  the 
hands  of  a physician  anesthetist  experi- 
enced in  geriatric  practice,  sodium  pento- 
thal may  be  used  to  great  advantage  in 
very  light  dosage  to  barely  induct  the  pa- 
tient, then  switch  to  nitrous  oxide,  ether, 
etylene  or  cyclopropane.  Such  a combina- 
tion has  been  seen  to  work  successfully. 
Pentothal  should  be  restricted  to  operations 


not  to  exceed  45  to  60  minutes  and  total 
amount  given  limited  to  from  1.0  to  1.5 
grams  and  then  in  selected  cases. 

Laboratory  Examination:  No  examina- 
tion is  complete  without  at  least  an  urinal- 
ysis, complement  fixation  test,  hemoglobin 
estimation,  total  white  and  differential 
blood  count,  coagulation  time  in  the  male, 
and  bleeding  time.  Typing  and  matching 
for  blood  transfusion  may  be  elective.  If 
glycosuria  is  found,  further  studies  should 
be  made  to  determine  if  diabetes  mellitus 
is  present  and  to  what  degree.  Fluids,  in- 
cluding blood  transfusions,  diet  and  insulin 
can  usually  stabilize  the  patient  within  24 
to  48  hours  to  where  all  but  the  most  ex- 
tensive orthopaedic  operation  can  be  per- 
formed with  a relative  degree  of  safety. 

If  the  urinalysis  reveals  evidence  of  kid- 
ney disease,  proper  tests  should  be  per- 
formed to  determine  its  degree.  Whether 
the  patient  should  be  subjected  to  surgery 
will  be  a matter  of  personal  judgment  in 
each  individual  case.  Present  day  surgical 
technic,  together  with  the  properly  selected 
anesthetic  and  the  application  of  other  sup- 
portative  measures,  make  surgery  such  as 
nailing  of  a fractured  hip  in  an  elderly  per- 
son relatively  safe. 

No  rigid  preoperative  plan  can  be  laid 
down  for  preparing  the  elderly  patient  who 
is  admitted  with  a fracture  of  a hip,  for 
example.  However,  the  following  outline 
is  one  which  we  have  found  helpful  in  the 
clinic  with  alterations,  of  course,  to  fit  the 
individual  case: 

1.  Careful  history,  physical  examination 
and  laboratory  tests  of  urine  and  blood. 

2.  From  one  to  three  pints  of  blood,  de- 
pending on  the  size  of  the  operation  and 
loss  of  blood,  should  be  available. 

3.  Fluid  Balance : The  value  of  having  a 
patient  well  hydrated  upon  entering  the 
operating  room  is  too  little  emphasized. 
The  physiological  advantages  of  having 
sufficient  fluids  in  the  patient  are  too  ob- 
vious to  mention.  So  many  elderly  people 
have  a marked  negative  fluid  balance  on 
admission.  This  may  be  due  to  habit,  neg- 
lect or  repeated  emesia.  If  this  type  pa- 
tient is  scheduled  for  surgery  the  next 
morning  following  admission,  he  should  be 
given  from  1000  to  3000  c.c.  of  5 per  cent 
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glucose,  depending  upon  the  degree  of  de- 
hydration and  in  the  absence  of  contra- 
indications, alternating  between  saline  and 
triple  distilled  water  before  being  operated 
on.  Lyo  B-C  should  be  added  to  glucose 
once  daily.  One  should  be  on  watch  for 
reaction  to  thiamin  hydrochloride.  We 
should  be  reminded  that  it  requires  about 
3000  c.c.  of  fluid  daily  to  keep  an  average 
sized  patient  in  a state  of  normal  fluid  bal- 
ance. A minimal  urinary  ouput  of  1000 
c.c.  every  24  hours  is  a fairly  safe  require- 
ment to  hope  for,  provided  the  specific  grav- 
ity is  1.015  or  above. 

4.  The  gastrointestinal  tract  should  be 
in  optimal  physiological  condition.  If  the 
stomach  is  distended,  it  should  be  emptied 
of  its  contents  with  Levine  tube  alone,  or 
with  a Wangensteen  suction  apparatus.  If 
distention  is  lower  down,  a saline  enema 
should  be  given  and  results  obtained.  If 
this  fails,  1/2  c.c.  of  pitressin  should  be 
given  to  be  followed  in  20  minutes  by  a 
flatus  enema.  Pitressin  may  be  repeated 
in  20  to  30  minutes  if  necessary. 

5.  The  patient  who  is  well  preserved,  in 
good  physical  condition  and  mentally  alert 
will  probably  need  no  special  preoperative 
treatment  other  than  attention  given  to 
fluids,  including  blood  for  transfusion  and 
elimination  and  prevention  of  gastrointes- 
tinal . complications. 

6.  If  the  patient  past  70  years  of  age  has 
a haggard,  depressed  look  and  mentally 
dull,  cortical  (Cortate)  extrate  is  given  in 
5 milligram  doses  hypodermically  every  8 
hours  for  5 doses,  then  every  12  hours  for 
5 doses.  More  may  be  given,  but  this  usu- 
ally suffices.  From  300  to  500  milligrams 
of  nicotinic  acid  or  its  amide  should  be 
given  every  24  hours  also. 

7.  If  time  permits,  3 or  4 doses  of  Pros- 
tigmin,  15  milligrams  each,  should  be  given 
by  mouth  the  day  before  operation  and 
continued  by  hypodermic  in  1 to  4000  or 
1 to  2000  dilution,  postoperatively,  until 
metorism  has  been  overcome. 

8.  If  the  patient  is  in  shock  on  admis- 
sion, operation  should  be  deferred  and  anti- 
shock  measures  instituted,  such  as,  appli- 
cation of  heat,  elevation  of  foot  of  bed, 
blood  transfusion,  blood  plasma  or  10  per 
cent  glucose  given  intravenously. 


9.  If  severe  hypoproteinemia  is  present, 
it  should  be  relieved  by  means  of  amino 
acids  in  the  vein  or  proteins  by  mouth 
(Delcos) . 

10.  High  temperature  (102°  F.)  is  not 
well  tolerated  in  the  very  old  people,  and 
therefore  antipyretic  drugs,  ice  bags  and 
alcohol  sponges  should  be  effectively  used. 

11.  Signs  of  myocardial  failure,  apart 
from  that  due  to  coronary  infarction,  with 
dyspnea,  edema  of  lungs  and  feet,  call  for 
delay  of  operation  and  the  instituting  of 
digitalis  therapy.  The  patient  can  be  digi- 
talized rapidly  within  6 to  10  hours  with 
digitoxin  (digitaline  nativelle)  intrave- 
nously, the  initial  dose  not  to  exceed  1.2 
milligrams  and  0.1  milligram  daily  there- 
after by  mouth  or  in  the  vein. 

12.  If  incontinent  or  obstructive  bladder 
symptoms  are  present,  indwelling  bag 
catheter  should  be  inserted  and  attached 
to  a closed  irrigating  set. 

13.  The  sooner  a fracture  is  fixed  so  that 
the  patient  can  be  moved  about  with  the 
least  amount  of  discomfort  and  gotten  out 
of  bed  into  a wheelchair,  the  better  is  the 
prognosis. 

Choice  of  Anesthetic:  We  have  come  to 
feel  that  great  caution  must  be  exercised 
in  the  selection  of  an  anesthetic  for  the 
aged.  This  is  especially  true  with  regard 
to  the  use  of  sodium  pentothal.  However, 
no  hard  and  fast  rule  can  be  laid  down  as 
to  the  choice  of  an  anesthetic.  This  must 
rely  on  facts  in  history,  physical  findings 
and  type  of  operation  to  be  performed. 
Generally  speaking,  the  choice  of  sodium 
pentothal  for  deep  anesthesia  should  be  in 
inverse  ratio  to  the  increased  age  of  the 
patient.  Spinal  anesthesia  may  be  the 
anesthetic  of  choice  in  the  hands  of  an 
expert  in  elderly  patients  with  pulmonary 
complications.  This  is  especially  true  in 
patients  with  surgical  disease  of  the  lower 
limbs. 

Patients  with  hypertension  and  without 
mental  deterioration  tolerate  sodium  pen- 
tothal, as  a rule.  Spinal  anesthesia  should 
be  applied  in  this  group  of  individuals  with 
great  care  and  then,  preferably,  by  an 
anesthesiologist. 

Curare  gives  promise  of  becoming  a great 
aid  when  used  as  an  adjunctive  measure 
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to  general  anesthesia  by  an  anesthesiologist, 
in  that  it  will  help  to  cut  down  the  total 
amount  of  and  depth  of  the  anesthesia. 

Elderly  patients  with  compound  frac- 
tures should,  in  general,  receive  the  same 
preoperative  treatment  as  above  recom- 
mended for  the  patient  with  the  simple 
fracture.  Of  necessity,  alterations  would 
have  to  be  made  in  each  case.  One  of  the 
sulfonamides  or  one  or  both  of  the  anti- 
botics  (Penicillin,  Streptomycin)  should  be 
given  prophylactically,  depending  on  the 
probable  type  of  bacterial  contamination. 
Gas  and  tetanus  antitoxin  should  be  given 
when  indicated.  If  the  patient  has  had 
tetanus  toxoid  in  the  past,  he  should  be 
given  a booster  dose. 

Since  the  advent  of  the  sulfonamides  and 
the  antibiotics,  death  from  streptococcus 
or  staphylococcus  sepsis  incident  to  infected 
compound  fractures  is  practically  unknown. 
Moreover,  the  orthopaedic  surgeon  is  able 
to  greatly  reduce  the  morbidity  period  in 
chronically  infected  compound  fractures,  in 
many  cases,  by  operating  on  them  and 
applying  whatever  internal  fixative  mate- 
rial is  deemed  advisable  provided  the  pa- 
tient is  under  the  protection  of  penicillin. 
Penicillin  is  the  agent  of  choice  where  there 
is  heavy  purulent  exudate  or  free  pus  be- 
cause of  its  marked  diffusible  property  over 
that  of  the  sulfa  drugs.  Furthermore,  if 
the  minimal  desired  penicillin  plasma  con- 
centration of  0.03  units  per  c.c.  is  too  little, 
Crosson  et  al.  has  shown  experimentally 
it  can  be  raised  2 to  7 times  that  concentra- 
tion by  giving  concurrently  with  the  desired 
dose  of  penicillin,  Caronamide,  2 grams 
every  four  hours.  To  our  knowledge,  this 
work  is  still  in  the  experimental  stage. 

In  the  preoperative  preparation  of  a pa- 
tient with  an  old  malunited  healed  com- 
pound fracture,  the  patient  should  always 
be  penicillinized  with  200,000  to  400,000 
units  every  24  hours,  two  days  before,  dur- 
ing and  for  7 to  10  days  following  opera- 
tion. Duracillin  1 c.c.  (300,000  units)  daily 
in  the  muscle  may  be  preferred  over  fre- 
quently repeated  doses  and  would  appear 
to  be  equally  if  not  more  effective  than 
when  given  in  the  conventional  manner. 

In  our  opinion  a valuable  preoperative 
prophylactic  measure,  in  addition  to  peni- 


cillin, incident  to  operations  on  the  feet  of 
farmers  in  particular,  is  to  immerse  the 
part  in  chlorazine,  *4  per  cent  solution  for 
20  minutes  3 times  the  day  before  operation. 
It  is  most  important  that  the  skin  be  thor- 
oughly dried  after  each  treatment  and 
wrapped  loose  in  a sterile  dressing. 
Immediate  Postoperative  Care 

A competent  nurse  who  has  had  geriatric 
experience  will  determine  to  a large  de- 
gree the  kind  of  postoperative  clinical 
course  the  elderly  patient  will  run.  This 
type  of  patient  must  have  meticulous  nurs- 
ing care,  especially  with  regard  to  keeping 
the  patient  properly  hydrated ; a twenty- 
four  hour  summary  of  urinary  output ; po- 
sition changed  every  2 hours  during  the 
day  and  every  3 hours  during  the  night; 
close  check  of  quality  and  quantity  of  food 
consumed  ; periodic  exercises  to  all  the  limbs 
when  possible  and  gotten  into  wheelchair 
within  24  hours  if  possible.  (Fig.  I.) 

If  the  patient  is  incontinent,  a bag  cath- 
eter (Foley)  should  be  inserted  to  which  a 
Turley  irrigator  is  attached  and  the  bladder 
irrigated  every  4 to  6 hours  with  200  to 
400  c.c.  of  a sterile,  mild  antiseptic  solution. 

Fecal  impaction  is  prone  to  occur  in  the 
aged.  Intelligent  nursing  will  prevent  this. 
Likewise,  the  development  of  a decubitus 
should  be  prevented.  When  it  occurs  it  is 
a sign  of  neglect  and  is  a reflection  on  the 
nurse  and  the  physician. 

If  the  patient  is  returned  to  his  room 
in  a state  of  narcosis  from  which  he  cannot 
be  aroused,  measures  should  be  instituted 
to  restore  his  mental  faculties  to  their  pre- 
operative status  as  soon  as  possible.  The 
older  the  patient  the  more  urgent  this  be- 
comes. Oxygen  is  an  invaluable  thera- 
peutic agent  in  a case  like  this.  It  must 
be  given  during  the  course  of  the  pentothal 
anesthesia  and  thereafter  until  the  patient 
has  fully  reacted.  If  respiration  is  de- 
pressed, carbon  dioxide  5 parts  in  oxygen 
95  parts  may  be  helpful. 

Sodium  pentothal  is  prone  to  cause  pro- 
longed periods  of  unconsciousness  in  many 
individuals.  In  this  type  of  patient,  ana- 
leptics, such  as  coramine,  metrazol  or  pi- 
crotoxin,  named  in  order  of  their  ascending 
potency,  should  be  used.  We  have  been  fa- 
vorably rewarded  many  times  by  the  use 
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Fig.  I:  Four-count  active  exercise  to  prevent  muscular  weakness  and  venous  stasis  in  patients  who  are 
subjected  to  prolonged  recumbency.  This  is  an  effective  treatment  for  thrombophlebitis  also. 


of  from  1 to  3 ampules  (3  to  9 mgm.)  of 
picrotoxin  added  to  a 1000  c.c.  of  5 per  cent 
glucose  given  intravenously  at  a rate  de- 
pendent on  the  need.  Picrotoxin  is  a toxic 
drug  and  must  be  used  with  caution.  It 
may  be  given  slowly  directly  into  the  vein. 
A report  of  more  than  100  milligrams  has 
been  given  over  a period  of  hours  with 
success  to  one  who  took  an  overdose  of  a 
barbituate.  Coramine  is  probably  the  saf- 
est analeptic  drug  to  use.  It  may  be  given 
in  5 c.c.  doses  intravenously  and  repeated 
at  30  minute  intervals  several  times. 

The  elderly  patient  who  has  had  a sur- 
gical reduction  of  a fractured  hip  should 
receive  from  1000  c.c.  to  3000  c.c.  of  fluids 
parenterally  in  the  form  of  5 per  cent  glu- 
cose during  the  first  24  hours,  provided 
there  are  no  contraindications  such  as  heart 
or  kidney  diseases.  This  same  procedure 
may  be  repeated  the  second  postoperative 
day  if  the  patient  is  unable  to  take  fluids 
by  mouth.  Lyo  B-C  should  be  added  to 
one  venoclysis  daily.  These  measures  will 
supply  food  and  vitamins  and  aid  in  pre- 


venting nausea  and  vomiting.  Emesia  is 
very  weakening  to  the  elderly  patient  and 
should  be  avoided  if  possible.  If  he  is 
vomiting  frequently,  every  other  quart  of 
glucose  should  be  given  in  saline.  If  for 
any  reason  the  patient  is  not  taking  fluids 
or  food  by  the  end  of  the  second  day,  a 
Levine  tube  should  be  introduced,  the  stom- 
ach lavaged  until  returns  are  clear  and 
gavages  ordered  in  amounts  of  90  to  120 
c.c.  every  hour  until  the  need  no  longer 
exists.  “Raw  fruit  juices  and  tomato  juice 
should  be  omitted  until  the  digestive  tract 
is  functioning  normally  again.” 

If  regurgitation  of  bile  into  the  stomach 
with  associated  vomiting  becomes  a trou- 
blesome complication  in  spite  of  repeated 
lavaging  of  stomach  and  the  use  of  the 
Wangensteen  suction  apparatus,  we  have 
found  the  use  of  2 c.c.  of  dilute  hydro- 
chloric in  a glass  of  water  given  every  2 
hours  through  the  tube  for  3 or  4 doses, 
closing  the  tube  for  1 hour  after  each  dose, 
a valuable  antidote. 

Shock:  We  no  longer  see  so  many  pa- 
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tients  in  postoperative  shock  as  we  did  be- 
fore the  present  day  method  of  reducing 
fractures  by  various  means  of  internal 
fixation,  the  advent  of  the  blood  bank  and 
improvement  in  anesthesiology. 

In  the  treatment  of  postsurgical  shock, 
whole  blood  transfusion  has  no  equal. 
If  blood  is  not  available,  blood  plasma  and 
10  per  cent  glucose  are  second  and  third 
choices.  As  a rule,  no  patient  who  is  to 
be  subjected  to  an  open  reduction  of  a 
fractured  hip,  especially  if  wide  exposure 
is  necessary,  is  operated  on  without  hav- 
ing available  from  one  to  three  pints  of 
blood.  This  rule  applies  to  any  operation 
where  loss  of  blood  is  unavoidable. 

In  case  the  patient  on  reaching  his  room 
is  found  in  shock  or  develops  it  soon  there- 
after and  one  is  reasonably  sure  it  is  not 
due  to  bleeding,  if  blood  or  plasma  is  not 
available,  1 c.c.  of  epinephrine  may  be 
added  to  a 1000  c.c.  of  glucose,  mixed  well, 
and  given  intravenously,  contrary  to  phar- 
macologic instructions,  notwithstanding. 
The  blood  pressure  must  be  taken  every 
minute  or  two  and  the  rate  of  flow  by 
drop  method  determined  by  level  of  blood 
pressure  desired  which  is  around  120  to 
130  mm.  Hg.  This  will  tide  the  patient 
over  until  a blood  transfusion  can  be  given 
which  in  some  cases  may  be  found  to  be 
unnecessary.  Ephedrine  sulphate  in  24 
mgm.  to  45  mgm.  size  doses  may  be  used  to 
advantage  in  the  treatment  of  shock. 

Artificial  heat  to  the  feet,  provided  there 
is  no  severe  organic  arterial  disease  pres- 
ent, and  the  whole  foot  of  the  bed  ele- 
vated 20  inches,  and  continuous  oxygen 
inhalation,  should  be  standing  orders  for 
every  case  of  shock. 

Ileus : Abdominal  distention  with  pressure 
on  the  diaphragm  should  not  be  allowed. 
This  troublesome  symptom  is  prone  to 
occur  following  major  operations  on  fem- 
ora and  spinal  column  such  as  fusions, 
in  particular.  If  prostigmin  which  the 
patient  should  have  already  been  taking- 
does  not  prevent  or  relieve  it,  a Levine 
tube  should  be  passed  and  attached  to  a 
Wangensteen  apparatus  if  the  stomach  is 
distended.  If  the  pressure  is  coming  from 
gas  in  the  intestines  principally,  a saline 
enema  should  be  given.  The  enema  should 


be  aspirated  if  not  expelled  shortly  and 
the  tube  left  in  situ.  Hot  fomentations  or 
diathermy  should  be  applied  to  the  abdo- 
men. As  a last  resort,  and  one  is  reason- 
ably sure  intestinal  obstruction  is  not  pres- 
ent, one  may  give  1/2  c.c.  of  pitressin  sub- 
cutaneously and  20  minutes  later  give  a 
flatus  enema.  Pitressin  may  be  repeated 
in  20  to  30  minutes  if  necessary.  This  is 
an  invaluable  measure  in  this  distressful 
complication. 

Motion : Motion,  either  active  or  passive, 
of  all  extremities  should  be  instituted  the 
day  of  operation  provided  the  surgical  pro- 
cedure and  general  condition  of  the  patient 
will  permit.  This  is  a physiologic,  resto- 
rative measure  of  great  value  to  the  vas- 
cular and  muscular  systems  and  joints. 
The  sooner  the  elderly  patient  can  be  got- 
ten out  of  bed  the  better  are  his  chances 
of  recovery  from  the  major  surgical  opera- 
tion and  the  avoidance  of  complications. 
Early  and  frequent  changing  of  position  and 
the  use  of  improvised  bicycle  exercises  in  bed 
(Fig  II),  we  believe,  definitely  tends  to 
prevent  thrombophlebitis.  Moreover,  if 
either  phlebothrombosis  or  thrombophle- 
bitis does  occur  as  a postoperative  com- 
plication, passive  exercises  are  instituted 
as  soon  as  the  diagnosis  is  made,  if  the 
operated  lesion  will  permit.  Active  exer- 
cises are  begun  as  soon  as  the  patient’s 
strength  will  permit.  End  results  have 
been  generally  satisfactory.  Parasympa- 
thetic blocks  are  helpful  in  the  treatment 
of  these  conditions.  Very  rarely  have  we 
seen  the  need  for  recommending  ligation 
of  the  femoral  vein,  or  veins  higher  up. 
It  may  be  that  in  other  parts  of  our  coun- 
try this  disease  is  such,  as  surgical  ligation 
is  the  safest  and  best  treatment. 

Prevention  and  Treatment  of  Postopera- 
tive Infections : Depending  on  the  degree 
of  lowered  resistance,  the  duration  of  op- 
eration, the  amount  of  devitalized  tissue 
and  the  size  of  field  of  operation  are  some 
of  the  factors  which  determine  whether 
penicillin,  30,000  to  50,000  units,  is  given 
every  3 hours  intramuscularly,  or  duracil- 
lin  300,000  units  once  daily  intramuscu- 
larly, for  5 to  7 days,  should  be  given  as 
a prophylactic  measure.  It  must  be  re- 
membered there  is  the  occasional  patient 
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Fig.  II  shows  patient  actively  exercising  limbs  on  improvised  bicycle  to  prevent  muscular  weakness  and 
venous  stasis. 


who  may  develop  thrombophlebitis,  derma- 
titis or  fever  from  penicillin  or  an  asso- 
ciated factor.  Furthermore,  it  must  be 
noted  that  practically  all  patients  with  frac- 
tures associated  with  local  hemorrhage  have 
elevated  temperatures  and  frequently  a leu- 
cocytosis  before,  as  well  as  after,  operation. 
It  is  highly  probable  that  the  majority  of 
such  patients  never  actually  need  an  anti- 
biotic but  is  given  as  a precautionary 
measure  only. 

The  treatment  of  a postoperative  wound 
infection  is  both  medical  and  surgical.  If 
frank  pus  is  present,  it  should  be  evacu- 
ated. The  specific  medical  treatment  de- 
pends upon  the  etiology.  The  sulfonamides 
are  useful  in  some  infections  while  the  anti- 
biotics (penicillin,  streptomycin,  tyrothri- 
cin)  are  available  for  use  against  many 
gram  positive  and  gram  negative  micro- 
organisms. 

Conclusions 

1.  Elderly  patients  incapacitated  because 


of  fractures  impose  special  problems  on  the 
physician. 

2.  Careful  attention  must  be  given  to 
history,  physical  findings  and  laboratory 
tests  in  the  preoperative  preparation  of 
these  patients. 

3.  An  outline  used  in  the  Campbell  Clinic 
in  the  preoperative  preparation  of  elderly 
patients  with  fractured  hips,  especially,  is 
given.  Alterations  are  frequently  made. 

4.  Proper  hydration  and  choice  of  an 
anesthetic  are  emphasized. 

5.  Competent  nursing  care  is  an  invalu- 
able aid  to  a safer,  postoperative  course. 

6.  Prolonged  anesthesia  with  sodium  pen- 
tothal  in  the  aged  patient  is  dangerous. 
When  possible  the  operation  should  be  done 
under  local  or  spinal  anesthesia  combined 
with  light  general  anesthesia. 

7.  Analeptic  drugs  should  be  used  to 
arouse  the  elderly  patient  if  narcosis  is 
prolonged.  The  older  the  patient  the  more 
urgent  this  becomes. 

8.  One  should  be  on  the  alert  for  the 
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presence  of  shock  and  institute  treatment 
with  dispatch. 

9.  Ileus  should  be  prevented  if  possible 
and  treated  promptly  if  it  develops. 

10.  Frequent  changing  of  patient’s  posi- 
tion, early  passive  and  active  motion  to 
limbs  and  getting  patient  into  wheelchair 
are  of  great  prognostic  importance. 

REFERENCES 

Hingson,  Robert  A.,  M.D. : Personal  Communi- 
cation. 

Crosson,  J.  Wm.,  M.D.,  Boger,  Wm.  P.,  M.D., 
Shaw,  Christopher  C.,  M.D.,  and  Miller,  Kather- 
ine, Ph.D. : “Caronamide  and  Penicillin,”  J.A.M.A. 
134:  No.  18,1528,  Aug.  30,  1947. 

Boas,  Ernest  P.,  M.D. : “Treatment  of  the  Pa- 
tient Past  Fifty.”  The  Year  Book  Publishers, 
Third  Edition,  Chicago,  1947. 

Coller,  Frederick  A.,  M.D. : “A  Review  of  Studies 
on  Water  and  Electrolyte  Balance  in  Surgical  Pa- 
tients.” Surgery  12 : 192-200,  Ann  Arbor,  Aug., 
1942. 

DISCUSSION 

DR.  ROBERT  G.  BRASHEAR  (Knoxville)  : Mr. 
Chairman,  ladies  and  gentlemen,  it  gives  me  a 
great  deal  of  pleasure  to  discuss  Dr.  Hamilton’s 
paper.  Dr.  Hamilton  is  an  old  teacher  of  mine, 
and  I respect  him  very  much.  I have  seen  all 
these  things  work  for  Dr.  Hamilton,  and  I appre- 
ciate the  careful  way  in  which  he  has  presented 
everything.  It  leaves  very  little  for  a discusser 
to  say. 

Discussing  his  paper  from  the  point  of  view  of 
.an  orthopedic  surgeon,  I should  like  to  emphasize 
one  or  two  points  that  he  brought  out  very  clearly. 


One  is  the  bronchoscope  in  the  operating  room. 
I happen  to  have  had  some  very  close  shaves  be- 
cause I didn’t  have  a bronchoscope  in  the  operating 
room,  and  that  applies  not  only  to  the  aged  but 
to  that  young,  healthy,  vigorous  individual  that 
quits  breathing  possibly  from  anesthesia. 

The  next  thing  I should  like  to  emphasize  is 
the  close  cooperation  that  is  essential  in  the  pre- 
operative care  of  the  aged,  between  the  internist, 
the  surgeon  and  the  anesthetist. 

Dr.  Jere  Crooks  told  a story  yesterday  not  from 
a scientific  point  of  view,  which  sort  of  summed 
this  thing  up.  We  were  talking  about  him  being 
so  youthful.  He  said,  “Well,  you  consider  age 
from  three  standpoints — chronological,  physiolog- 
ical, and  psychological.”  I wish  I could  recount 
Dr.  Crooks’  story  in  the  very  flowery  way  which 
comes  to  him  so  naturally,  but  I can’t.  Anyway, 
those  three  factors  we  have  to  sum  up  and  sum 
up  immediately,  because  we  feel  that  the  aged 
should  be  operated  on  immediately,  if  possible. 
If  they  have  had  a broken  hip  for  three  or  four 
days,  we  don’t  like  to  jump  in,  but  if  an  old  person 
is  in  good  shape,  we  like  to  find  out  all  these 
things  Dr.  Hamilton  has  recounted  for  us  as 
quickly  as  possible,  and  then  do  whatever  operative 
procedure  is  indicated  and  as  quickly  as  possible. 

I think  it  is  a very  important  thing  to  be  able 
to  sum  up  a patient’s  physiological  and  psycholog- 
ical state,  and  sum  it  up  quickly  and  accurately 
and  go  ahead  and  do  whatever  is  necessary.  Pid- 
dling around  only  increases  the  patient’s  discom- 
fort and  pain.  They  can’t  eat  and  they  become 
less  and  less  tolerant  of  whatever  procedure  you 
have  in  mind. 

I enjoyed  Dr.  Hamilton’s  paper  very  much.  As 
I say,  I can’t  think  of  anything  to  add;  it  was 
very  complete.  (Applause.) 
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Nomenclature 

“ Organized  Medicine”  vs.  “ The  Medical 
Profession” 

“Public  Relations”  vs.  “ Public  Service” 

“ Let’s  Call  It  ‘The  Medical  Profession.’ — 
Is  the  expression  Organized  Medicine  un- 
wise to  use  in  connection  with  reference  to 
the  medical  profession?  The  editor  of  the 
Neiv  York  State  Journal  of  Medicine  thinks 
so  and  advises  doctors  in  particular  to  find 
better  semantics.  Numerous  dangers  are 
cited  by  the  author  of  a letter  to  the  editor 
of  the  New  York  publication  which  is  the 
basis  of  the  editorial. 

“The  public  thinks  of  the  expression  ‘or- 
ganized’ as  an  organization  for  furthering 
the  interests,  generally  economic,  of  mem- 
bers of  a particular  group.  Because  the 
expression  carries  a connotation  in  the  pub- 
lic mind  of  a group  primarily  organized  to 
further  its  own  selfish  interests,  the  people 
react  to  the  group  with  hostility. 

“The  New  York  State  Journal  pledges 
to  eliminate  the  use  of  the  expression  in 
its  columns.” 

The  above  is  quoted  from  “The  P.  R. 
Doctor,”  issued  by  the  Public  Relations 
Department  of  the  American  Medical  As- 
sociation. So  many  of  the  constituent 
state  associations  are  sponsoring  “public 
relations  programs,”  and  so  many  other 
state  associations  are  considering  estab- 
lishing such  programs  that  it  seems  wise 


to  issue  regular  bulletins.  The  Public  Re- 
lations Department  of  the  American  Med- 
ical Association  is  calling  a national  con- 
ference and  workshop  of  all  public  rela- 
tions personnel  in  St.  Louis  just  prior  to 
the  Interim  Session  of  the  House  of  Dele- 
gates in  November. 

But  let  us  again  read  the  quotation  at 
the  head  of  this  column.  We  agree  with 
the  editor  of  the  Neiv  York  Journal.  We 
have  for  some  time  avoided  using  “organ- 
ized” medicine  when  referring  to  the  med- 
ical profession.  So  many  organizations  are 
so  totally  selfish  that  the  word  has  fallen 
into  disrepute.  When  you  admit  that  you 
are  a member  of  an  “organization”  you  put 
yourself  in  an  explanatory  attitude,  even 
though  your  organization  is  for  a worthy 
cause.  Why  not  use  a word  which  has  not 
acquired  an  unfavorable  inference? 

This  paragraph  brings  up  another  ques- 
tion in  nomenclature.  We  do  not  want  to 
appear  to  be  critical  or  argumentative,  but 
we  also  avoid  the  use  of  “Public  Relations” 
for  the  very  same  reasons  that  the  New 
York  Journal  avoids  “organized  medicine.” 
Time  was  when  neither  of  those  expres- 
sions were  tainted  with  sinister  meanings. 

Any  number  of  prominent  persons  and 
large  corporations  have  offended  the  public 
“in  furthering  their  own  selfish  interests.” 
When  public  reaction  against  such  “selfish 
interests”  became  evident,  the  “Public  Re- 
lations” man  was  called  in  to  tell  the  world 
of  the  great  philanthropic,  humanitarian, 
and  self-sacrificing  motives  of  those  who 
were  being  accused  of  selfishness. 

At  a medical  service  conference  less  than 
a year  ago  a “Public  Relations  Executive” 
was  asked  what  it  would  cost  a state  society 
to  put  on  a high-power  public  relations  pro- 
gram. Without  hesitation  the  answer  was, 
“Fifty  thousand  dollars  per  year  for  the 
program  and  ten  thousand  for  the  salary  of 
the  director.”  Probably  that  answer  was 
right,  but  not  all  the  state  associations  can 
sponsor  such  programs.  To  say  the  least  of 
it,  no  one  asked  for  a blueprint  of  such  a 
Public  Relations  Program. 

Here  in  Tennessee  we  prefer  to  call  our 
efforts  by  the  name  of  public  service  or 
public  policy.  We  think  we  have  a good 
health  column  furnished  every  week  to 
every  newspaper  in  the  State.  Whether  it 
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is  good  or  bad,  it  has  gained  admission  to 
the  columns  of  many  of  the  papers  in  the 
state.  More  than  half  the  papers  in  the 
state  are  carrying  this  column  regularly; 
one  hundred  and  thirty-five  carry  the  fea- 
ture regularly  to  occasionally.  The  articles 
are  written  by  the  Assistant  Secretary, 
Mr.  V.  0.  Foster,  and  checked  by  all  six 
members  of  the  Medical  Education  Com- 
mittee. 

Here  in  Tennessee  as  a part  of  our  public 
service  program  twenty  radio  stations  have 
carried  health  programs  for  the  general 
public  and  special  twelve-week  school  health 
instruction  radio  programs  to  50,000  ele- 
mentary school  children  each  year.  These 
programs  are  produced  by  the  American 
Medical  Association,  Bureau  of  Health  Ed- 
ucation and  sponsored  by  the  local  county 
societies. 

Here  in  Tennessee  the  physicians  have 
had  an  important  part  in  shaping  the  school 
health  program  for  the  State.  In  revising 
the  Health  Education  Manual  representa- 
tives from  the  State  Health  Department, 
State  Department  of  Education,  State  Med- 
ical Association,  and  the  American  Medical 
Association  worked  together  to  produce  the 
program  which  will  govern  health  educa- 
tion. 

Here  in  Tennessee  we  give  to  the  news- 
papers through  the  wire  services  such  news 
of  the  profession  as  is  of  general  interest 
and  press  releases  covering  medical  meet- 
ings. 

Here  in  Tennessee  we  cooperate  with  var- 
ious agencies  interested  in  health,  send 
speakers  to  county  societies,  civic  clubs,  and 
lay  groups. 

Here  in  Tennessee — but  someone  will  say 
I am  bragging.  We  are  doing  these  and 
other  things  sometimes  called  public  rela- 
tions. We  call  these  activities  public  serv- 
ice. They  form  the  public  policy  of  the 
Association. 

We  do  not  like  “organized  medicine.” 
We  do  not  like  “public  relations.”  We 
prefer  “the  medical  profession.”  We  pre- 
fer “public  policy”  and  “public  service.” 
We  join  the  plea  of  the  Editor  of  the  New 
York  State  Journal  of  Medicine  and  “ad- 
vise doctors  in  particular  to  find  better 
semantics.” 


Special  Meeting  of  House  of  Delegates 

At  this  time  it  is  impossible  to  publish 
the  official  minutes  of  the  Special  Session 
of  the  House  of  Delegates  which  was  held 
on  Sunday,  August  29.  The  transcript  of 
the  meeting  has  not  been  received  from  the 
reporter. 

We  do  wish  to  give  as  a matter  of  news 
to  the  members  of  the  Association  a brief 
summary  of  what  was  done  at  the  meeting. 

The  fee  schedule  as  published  in  the 
August  Journal  did  not  provide  for  anes- 
thesia fees.  Many  carriers  of  surgical  in- 
surance policies  will  also  be  carrying  hos- 
pital insurance  which  would  provide  for 
anesthesia.  The  insured  would  thus  be 
paying  double  anesthesia  fees.  On  the 
other  hand,  anesthesia  is  certainly  a branch 
of  medicine,  and  the  doctor  anesthetist 
should  receive  an  anesthesia  fee  for  his 
work.  It  was  also  brought  out  that  there 
are  not  enough  physician  anesthetists  to 
supply  the  need,  and  a great  many  hospi- 
tals and  physicians  are  compelled  to  use 
nurse  anesthetists.  Following  this  discus- 
sion, a motion  was  carried  that  anesthesia 
fees  be  the  same  amount  as  provided  by 
the  Veterans  Administration  fee  schedule 
and  be  included  in  the  insurance  fee  sched- 
ule. 

The  point  was  brought  up  that  some  of 
the  fees  in  the  printed  schedule  might  be 
insufficient.  To  remedy  this  possible  de- 
fect, the  House  passed  a motion  to  instruct 
the  speaker  to  appoint  a committee  com- 
posed of  a Urologist,  a Neuro-Surgeon,  an 
Ophthalmologist  and  Otolaryngologist,  a 
Gynecologist  and  an  Orthopedist.  After 
the  meeting,  Dr.  Zemp  appointed : 

Thomas  D.  Moore,  Memphis 
William  F.  Meacham,  Nashville 
George  Burchfield,  Maryville 
J.  Paul  Baird,  Dyersburg 
R.  F.  Patterson,  Knoxville 

Each  of  these  men  is  to  consider  the  fees 
in  his  line  of  work  and  to  modify  the  print- 
ed schedule  under  the  following  limita- 
tions: (1)  No  fee  to  be  increased  more  than 
twenty  per  cent.  (2)  No  fee  to  exceed 
$175.  (3)  No  fee  to  be  reduced.  (4)  Ac- 

tion of  the  committee  to  be  final  without 
reference  to  another  session  of  the  House 
of  Delegates. 
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During  this  discussion  it  was  brought 
out  that  the  Tennessee  schedule  was  the 
highest  of  any  insurance  schedule  in  the 
United  States  except  the  state  of  Califor- 
nia. At  the  present  the  committee  on  the 
revision  of  fees  is  at  work.  When  the  re- 
port is  made,  the  amended  fee  schedule  and 
the  principles  and  objectives  of  the  plan 
will  be  given  to  insurance  companies.  Any 
company  will  then  be  able  to  figure  a pre- 
mium for  its  policy.  The  Insurance  Com- 
missioner will  consider  these  policies  for 
approval,  and,  when  approved  by  the  Com- 
missioner and  the  committee,  the  policies 
can  be  issued  by  the  companies  and  sold  by 
their  agents.  Each  policy  so  issued  will 
bear  the  seal  of  approval  of  the  Tennessee 
State  Medical  Association. 

The  company  will  write  a straight  in- 
demnity policy.  In  all  cases  the  amount 
of  the  indemnity  will  be  paid  to  the  bene- 
ficiary if  not  assigned  to  the  doctor  by  the 
beneficiary. 

The  participating  doctors  agree  to  accept 
the  patient’s  indemnity  for  payment  in 
full  for  services  rendered  to  individuals 
earning  less  than  $2,400.  per  year  and  to 
family  groups  with  a total  income  less  than 
$3,600  per  year.  Thus  to  the  low  income 
groups  this  indemnity  policy  becomes  a 
service  policy,  provided  the  physician  has 
signed  the  participating  physician’s  agree- 
ment. If  a physician  has  not  signed  this 
agreement,  the  amount  of  the  fee  would  be 
determined  by  an  agreement  between  phy- 
sician and  patient.  The  physician  would 
receive  the  schedule  fee  from  the  insurance 
company  and  collect  the  balance  from  the 
patient. 

While  it  is  too  early  to  set  any  definite 
date  on  which  these  policies  will  be  avail- 
able, we  believe  that  January  1 is  a reason- 
able date  on  which  the  work  will  be  com- 
pleted. 


DEATHS 


Nashville,  1912;  aged  fifty-nine;  died  Au- 
gust 16,  1948. 


Carroll  E.  McCarthy,  M.D.,  Clinton; 
University  of  Tennessee  School  of  Medi- 
cine, Memphis,  1940;  aged  twenty-nine; 
died  August  19,  1948. 


Alexander  H.  Moody,  M.D.,  Dyersburg; 
Memphis  Hospital  Medical  College,  1903; 
aged  sixty-eight;  died  May  10,  1948. 


James  S.  Fleming,  M.D.,  Memphis;  Uni- 
versity of  Tennessee  College  of  Medicine, 
Memphis,  1913;  aged  fifty-eight;  died  July 
6,  1948. 
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Nashville  Postgraduate  Medical 
Assembly 

The  Nashville  Academy  of  Medicine  will 
conduct  a two-day  Postgraduate  Medical 
Assembly  in  Nashville  on  October  6,  7, 
1948. 

There  will  be  twelve  out-of-state  guest 
lecturers  who  will  read  timely  papers  in 
the  fields  of  obstetrics,  E.E.N.T.,  ortho- 
pedics, plastic  surgery,  antibiotics,  gynecol- 
ogy, endocrinology,  radiology,  and  others. 

In  addition  to  the  twelve  formal  lectures, 
the  visiting  essayists  will  be  present  at 
daily  round-table  luncheons  where  regis- 
tered physicians  may  ask  questions  and 
discuss  the  subjects  with  the  lecturers. 

The  Academy  has  spared  no  effort  to 
secure  the  finest  lecturers  available  and 
presents  this  two-day  postgraduate  study 
in  the  belief  that  it  will  contribute  mate- 
rially to  the  advancement  of  medicine  in 
this  area. 

Since  more  than  500  physicians  are  ex- 
pected to  attend,  hotel  reservations  should 
be  secured  early.  The  Hermitage  and  the 
Andrew  Jackson  Hotels  can  accommodate 
early  requests. 


Stanley  N.  Brinson,  M.D.,  Memphis; 

Memphis  Hospital  Medical  College,  1908;  ' Postgraduate  Instruction 

aged  sixty-eight;  died  August  1,  1948.  Following  is  a brief  report  from  Dr.  Lyn- 

don  E.  Lee,  Jr.,  covering  approximately 

Edward  Barker  Ross,  M.D.,  Clarksville;  one-half  of  the  postgraduate  work  in  can- 
Vanderbilt  University  Medical  School,  cer: 
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“518  doctors  enrolled  (five  circuits) 

938  consultations 

138  operative  procedures  done  by  in- 
structor : 

73  major  operations 
33  minor  operations 
32  biopsies 

“I  do  not  have  at  hand  data  on  lay  lec- 
tures, either  number  or  attendance,  but 
have  asked  the  committee  secretary  to  for- 
ward that  to  you.” 


Warning 

We  have  received  a warning  for  all  doc- 
tors in  the  state  to  be  on  the  lookout  for  a 
man  traveling  with  a small-time  carnival 
company.  The  story  is  that  he  has  been 
diagnosed  inoperable  carcinoma  of  the  rec- 
tum both  at  Johns  Hopkins  and  Mayos.  He 
claims  to  have  records  of  these  diagnoses, 
but  has  not  shown  these  records  to  our 
informer.  He  works  the  physicians  of  each 
town  that  his  company  makes  and  secures 
from  them  sizable  amounts  of  narcotics. 

So  when  the  carnival  comes  to  town,  have 
your  eyes  open  for  the  itinerant  cancer 
patient. 


Hobby  Exhibits 

Doctors  intending  to  attend  the  Southern 
Medical  Association  Meeting,  Miami,  Flor- 
ida, October  25-29,  are  invited  to  enter  an 
exhibit  of  their  hobbies.  If  you  have  a 
hobby  that  you  desire  to  exhibit,  write  the 
Journal  office  for  an  exhibit  blank,  or 
send  your  application  for  exhibit  blank  to 
the  Southern  Medical  Association,  Empire 
Building,  Birmingham  3,  Alabama. 


American  Board  of  Ophthalmology 

Candidates  for  the  certificate  of  the 
American  Board  of  Ophthalmology  are  ac- 
cepted for  examination  on  the  evidence  of 
a Written  Qualifying  Test.  These  tests 
are  held  annually  in  various  parts  of  the 
United  States. 

Registration  is  already  closed  for  the 
next  test  to  be  given  in  January,  1949. 

Applications  are  now  being  accepted  for 
the  1950  Written  Test.  They  will  be  con- 
sidered in  order  of  receipt  until  the  quota 
is  filled. 


Practical  Examinations  for  Acceptable 
Candidates,  1949 
San  Francisco — March  21-24 
New  York — June  11-15 
St.  Louis — October  15-19 
Boston — December 

For  further  information,  write  the 
American  Board  of  Ophthalmology,  Cape 
Cottage,  Maine. 


Eugene  Orr,  M.D.,  announces  the  asso- 
ciation of  William  G.  Kennon,  Jr.,  M.D.,  in 
the  practice  of  Otolaryngology.  Suite  532, 
Doctors  Building,  Nashville,  Tennessee. 


South  Atlantic  Obstetricians  and 
Gynecologists 

The  South  Atlantic  Association  of  Ob- 
stetricians and  Gynecologists  announces 
the  establishment  of  “The  Foundation 
Prize.”  Authors  of  papers  on  Obstetrical 
or  Gynecological  subjects  desiring  to  com- 
pete for  the  prize  may  obtain  information 
from  Dr.  E.  D.  Colvin,  Secretary-Treasur- 
er, 1259  Clifton  Road,  N.  E.,  Atlanta,  Geor- 
gia. 


Announcement  of  Van  Meter  Prize 
Award 

The  American  Goiter  Association  again 
offers  the  Van  Meter  Prize  Award  of  $300 
and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work 
on  problems  related  to  the  thyroid  gland. 
The  award  will  be  made  at  the  annual  meet- 
ing of  the  Association  which  will  be  held 
in  Madison,  Wisconsin,  May  26,  27,  and  28, 
1949,  providing  essays  of  sufficient  merit 
are  presented  in  competition. 

The  competing  essays  may  cover  either 
clinical  or  research  investigations;  should 
not  exceed  three  thousand  words  in  length ; 
must  be  presented  in  English ; and  a type- 
written double-spaced  copy  sent  to  the  Cor- 
responding Secretary,  Dr.  T.  C.  Davison, 
207  Doctors  Building,  Atlanta  3,  Georgia, 
not  later  than  March  15,  1949.  The  com- 
mittee, who  will  review  the  manuscripts, 
is  composed  of  men  well  qualified  to  judge 
the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program 
of  the  annual  meeting  for  presentation  of 
the  Prize  Award  Essay  by  the  author  if  it 
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is  possible  for  him  to  attend.  The  essay 
will  be  published  in  the  annual  Proceed- 
ings of  the  Association.  This  will  not  pre- 
vent its  further  publication,  however,  in 
any  journal  selected  by  the  author. 


September  Cancer  Seminar 

The  Cancer  Seminar  of  the  Southeastern 
States  will  be  held  on  November  8,  9,  and 
10,  1948,  at  the  Tampa  Terrace  Hotel, 
Tampa,  Florida.  The  Seminar  is  under 
the  direction  of  the  Tumor  Clinic,  Tampa 
Municipal  Hospital,  Tampa,  Florida,  and 
is  sponsored  by  the  American  Cancer  So- 
ciety, Florida  Division,  and  the  Florida 
State  Board  of  Health. 

The  Seminar  is  conducted  for  the  doctors 
of  the  Southeastern  States  and  primarily 
intended  for  the  benefit  of  physicians  in 
the  general  practice  of  medicine;  however, 
specialists  in  any  field  of  medicine  are 
urged  to  attend. 

Requests  for  hotel  accommodations 
should  be  sent  to  Mr.  A.  K.  Dickinson,  care 
Tampa  Chamber  of  Commerce,  Tampa, 
Florida,  stating  in  your  communication 
that  you  are  attending  the  Cancer  Seminar. 


Virginia  EENT  Postgraduate 
The  annual  Postgraduate  Course  in  Oph- 
thalmology and  Otolaryngology  will  be  held 
at  the  University  of  Virginia  Medical 
School,  Charlottesville,  Virginia,  November 
30  and  December  1 for  Ear,  Nose,  and 
Throat,  and  December  2 and  3 for  the  Eye. 

The  fee  for  the  course  is  $25  for  the 
four  days  and  $15  for  either  part  thereof. 

Accommodations  may  be  secured  at  the 
Monticello  Hotel  or  the  Albemarle  Hotel, 
in  Charlottesville. 


Urology  Award 

The  American  Urological  Association 
offers  an  annual  award  of  $1,000  (first 
prize  of  $500,  second  prize  $300,  and  third 
prize  $200)  for  essays  on  the  result  of  some 
clinical  or  laboratory  research  in  urology. 
Competition  shall  be  limited  to  urologists 
who  have  been  in  such  specific  practice  for 
not  more  than  five  years  and  to  residents  in 
urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the 


American  Urological  Association,  to  be 
held  at  the  Biltmore  Hotel  in  Los  Angeles, 
May  16-19,  1949. 

For  full  particulars  write  the  Secretary, 
Dr.  Thomas  D.  Moore,  899  Madison  Ave- 
nue, Memphis  3,  Tennessee.  Essays  must 
be  in  his  hands  before  February  15,  1949. 


AND  WE  QUOTE 


The  Red  Cross  Blood  Program 

Atlanta  3,  Georgia, 
August  9,  1948. 

I tried  very  hard  to  write  this  letter  last 
week  but  could  not  get  the  necessary  infor- 
mation. 

We  have  in  Atlanta  the  Red  Cross  Bank 
and  Blood  Banks  at  Crawford  W.  Long 
Hospital,  Grady  Memorial  Hospital,  and 
Emory  University  Hospital.  None  of  these 
banks  have  seen  fit  to  close  because  of  the 
advent  of  the  Red  Cross  Bank,  as  the  Red 
Cross  Bank  has  been  able  to  furnish  only 
fifty  per  cent  of  the  needed  blood  in  this 
area.  To  quote  Dr.  Darrell  Ayer,  Pathol- 
ogist of  Crawford  W.  Long  Hospital : “Red 
Cross  is  more  trouble  in  established  blood 
banks  than  help.  (1)  Skims  off  easy  vol- 
untary donors.  (2)  Has  no  way  of  urging 
recalcitrant  donors.  Never  furnished  over 
fifty  per  cent,  and  when  needed  badly  can 
furnish  none.” 

In  a conversation  with  Dr.  Pratt,  who  is 
in  charge  of  the  Red  Cross  Blood  Bank, 
she  admitted  that  the  Red  Cross  has  been 
able  to  furnish  only  fifty  per  cent  of  the 
blood  needed,  and  that  most  of  this  has 
been  brought  in  by  mobile  units.  She 
states,  however,  considerable  increased 
amount  of  blood  is  now  being  used  in  this 
area  as  compared  to  that  used  before  the 
establishment  of  the  Red  Cross  Bank. 

Our  Society  did  not  approve  the  Red 
Cross  Bank  until  May  21,  although  it  went 
into  operation  in  December;  and  when  we 
did  approve,  we  approved  with  the  same 
reservations  and  in  the  same  manner  as  it 
was  approved  by  the  American  Medical 
Association  as  stated  on  page  177  of  the 
American  Journal  dated  May  8,  1948. 

You  will  see  from  this  that  had  we  dis- 
continued our  existing  Blood  Banks  we 
would  have  been  in  rather  a bad  predica- 
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ment.  It  is  also  true  that  while  the  Red 
Cross  would  furnish  what  blood  it  has  free, 
the  hospitals  still  have  to  cross-match  this 
blood,  and  one  hospital  at  least  double 
checks  the  group  and  Rh  factor,  and  in 
one  instance  found  that  it  was  mislabeled 
as  to  group.  Therefore,  while  the  Red  Cross 
gives  the  blood  free,  there  is  a service 
charge  of  $6  on  this  blood  before  the  pa- 
tient gets  it,  as  compared  to  a $10  charge 
by  the  private  Blood  Bank  for  a quicker 
service. 

I trust  that  this  conveys  the  information 
that  you  want  and  am  sorry  that  I have 
delayed  you,  but  I felt  that  I should  check 
my  opinions  before  writing. 

With  best  wishes,  I am 

Sincerely  yours, 

Fulton  County  Medical  Society, 
Walter  W.  Daniel,  M.D.,  President. 


Four  out  of  five  of  the  toothbrushes  now 
in  use  in  American  families  are  so  badly 
worn  or  in  such  an  unsanitary  condition 
that  they  are  no  longer  useful  for  oral  hy- 
giene, according  to  a survey  reported  upon 
in  the  September  issue  of  the  Journal  of 
the  American  Dental  Association. 

The  study,  conducted  through  a group  of 
families  representing  a cross  section  of  the 
American  population,  revealed  that  80.7 
per  cent  of  the  toothbrushes  in  use  by  fam- 
ily members  were  in  need  of  replacement 
because  they  could  no  longer  be  effective 
implements  in  mouth  hygiene  or  because 
their  use  might  injure  dental  tissues. 

Approximately  three-fourths  of  the  un- 
satisfactory brushes  were  found  to  have 
bent,  broken,  or  matted  bristles.  The  re- 
maining one-quarter  of  the  unsatisfactory 
toothbrushes,  or  one  out  of  each  five  ex- 
amined, were  found  to  be  unsanitary. 

Examination  of  the  toothbrushes,  col- 
lected from  housewives  and  members  of 
their  families  from  coast  to  coast,  was  con- 
ducted by  two  staff  members  of  the  Amer- 
ican Dental  Association  — Dr.  Allen  O. 
Gruebbel,  Executive  Secretary  of  the  Coun- 
cil on  Dental  Health,  and  Dr.  J.  M.  Wisan, 
Director  of  the  Division  of  Dental  Health 
Education.  They  reported: 


“The  study  provides  adequate  evidence 
that  only  a small  percentage  of  the  Ameri- 
can public  follows  the  oral  hygiene  practices 
which  the  dental  profession  believes  are 
important  in  maintaining  dental  health. 
The  remedy  for  this  situation  can  be  found 
only  in  an  aggressive  campaign  to  inform 
every  individual  of  the  value  of  the  fre- 
quent use  and  renewal  of  the  toothbrush.” 

A total  of  8,176  toothbrushes,  submitted 
by  1,929  families,  was  examined  by  Drs. 
Gruebbel  and  Wisan.  Of  these,  only  1,580 
were  judged  to  be  in  satisfactory  condition. 
The  rest — 6,596  brushes — were  found  to 
be  unsuitable,  with  2,444  rejected  because 
of  bent  and  broken  bristles,  1,435  because 
of  matted  bristles,  the  balance  because  of 
their  unsanitary  condition  or  because  of  a 
combination  of  all  these  reasons. 

Representation  on  the  panel,  which  cov- 
ered forty-eight  states,  was  selected  in 
proportion  to  the  population,  the  size  of 
the  community,  and  rural  or  urban  resi- 
dency. Families  were  also  selected  pro- 
portionately by  income  and  age  of  house- 
wife. Because  of  this  controlled  distribu- 
tion, the  families  included  in  the  study 
represented  a cross  section  of  the  general 
population. — A.  D.  A.  Neu's  Release. 
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Dear  Members  of  the  Woman’s  Auxiliary  to 

the  Tennessee  State  Medical  Association : 

I wish  every  one  of  you  could  have  been 
with  me  at  the  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  last  June.  It  was  a delight- 
ful and  an  inspiring  experience  to  meet  with 
that  splendid  group  of  women  and  to  hear 
what  they  are  accomplishing  all  over  our 
nation.  Did  you  know  that  forty-five  states, 
the  District  of  Columbia,  and  the  Hawaiian 
Islands  have  organized  auxiliaries,  compo- 
nent parts  of  the  Woman’s  Auxiliary  to  the 
A.  M.  A.?  The  final  registration  report  of 
the  Convention  showed  891  women  regis- 
tered, of  whom  291  were  delegates  and 
sixty-seven  alternates.  It  was  a real  privi- 
lege to  sit  with  this  group  through  the 
well-planned,  businesslike  sessions  and  to 
meet  them  and  have  delightful  fellowship 
with  them  at  the  luncheons  and  social 
events. 

It  was  inspiring,  too,  to  hear  the  speakers 
at  the  luncheons,  men  who  hold  places  of 
leadership  in  the  American  Medical  Asso- 
ciation, pay  tribute  to  the  worth  of  the 
Auxiliary  and  express  confidence  in  its 
future  growth  and  usefulness.  Dr.  Bortz, 
the  retiring  president  of  the  A.  M.  A., 
told  of  the  very  real  and  vital  work  done 
by  the  Auxiliary  during  his  administration, 
and  expressed  his  deep  appreciation  of  the 
assistance  rendered  the  A.  M.  A.  during  his 
term  of  office,  and  his  sincere  conviction 
that  the  Woman’s  Auxiliary  is  a most  val- 
uable adjunct  of  the  American  Medical  As- 
sociation. Dr.  Sensenich,  the  new  President 
of  the  American  Medical  Association,  ex- 
pressed his  deep  sense  of  appreciation  that 
the  Woman’s  Auxiliary  is  standing  ready 
to  serve  during  his  administration,  and 
assured  us  that  he  is  fully  aware  of  the 
value  of  our  organization  and  confidently 
expects  to  receive  invaluable  aid  from  the 
Auxiliary.  Dr.  Morris  Fishbein,  Special 
Adviser  to  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  has  long 
been  a believer  in  the  worth  and  the  poten- 
tial usefulness  of  the  Auxiliary,  and  he 
expressed  his  gratitude  and  admiration  for 
the  things  already  accomplished  and  his 
opinion  that  even  broader  fields  of  oppor- 
tunity and  service  lie  ahead  for  our  organ- 
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ization.  Dr.  Elmer  Henderson  expressed 
the  belief  that,  had  a part  of  the  large 
sum  expended  by  the  A.  M.  A.  for  Public 
Relations  been  used  to  support  and  pro- 
mote the  Woman’s  Auxiliary  to  the  A.  M. 
A.,  the  desired  results  would  have  been 
more  nearly  attained  and  the  benefits  to  the 
medical  profession  would  have  been  far 
greater. 

With  such  expressions  of  confidence  and 
trust  from  the  doctors  best  qualified  to 
know  of  the  work  of  the  Auxiliary,  we 
should  be  inspired  to  give  our  best  efforts 
to  the  work  of  our  own  Woman’s  Auxiliary 
to  the  Tennessee  State  Medical  Association 
in  the  months  ahead.  Our  President  of  the 
Woman’s  Auxiliary  to  the  A.  M.  A.,  Mrs. 
Luther  H.  Kice,  gave  us  as  our  theme  for 
the  year  “Ceaseless  Effort,”  and  indeed  we 
cannot  afford  to  relax  our  efforts  or  fail  to 
be  alert  to  opportunities  for  service. 

Our  Tennessee  State  Board  of  the  Wom- 
an’s Auxiliary  met  in  Nashville,  at  the  An- 
drew Jackson  Hotel,  on  the  first  day  of 
September  with  a splendid  attendance.  We 
feel  that  we  are  getting  off  to  a good  start 
in  the  work  of  the  year.  At  the  Board 
dinner  that  evening  at  Bellemeade  Country 
Club,  we  had  the  privilege  of  having  as 
our  speaker  Dr.  Daugh  W.  Smith,  Chairman 
of  the  Board  of  Trustees  of  the  Tennessee 
State  Medical  Association  and  Chairman  of 
our  Advisory  Council.  Dr.  Smith  gave  us 
a clear  and  interesting  explanation  of  the 
Prepayment  Surgical  Service  Plan  which 
has  just  been  adopted  by  the  House  of 
Delegates  of  the  Tennessee  State  Medical 
Association.  It  is  hoped  that  this  plan  may 
be  in  operation  by  the  first  of  January, 
1949.  We  wives  of  doctors  will  be  asked 
many  questions  concerning  it.  Let  us  in- 
form ourselves  and  be  able  to  give  intelli- 
gent answers  to  the  inquirers. 

Our  National  Program  Chairman  urged, 
at  the  Post-Convention  Board  Meeting,  that 
we  strive  to  be  thoroughly  informed,  and 
suggested  that  we  study  the  history  of  the 
A.  M.  A.,  especially  the  “Ten-Point  Pro- 
gram,” the  report  of  the  Brookings  Insti- 
tute which  deals  with  the  Issue  of  Com- 
pulsory Health  Insurance,  especially  the 
chapter  on  Conclusions  and  Recommenda- 
tions, and  that  we  read  our  Auxiliary  Bul- 


letin in  order  to  be  intelligent  Auxiliary 
members. 

The  fine  work  that  has  already  been  done 
by  some  of  our  county  auxiliaries  along  the 
line  of  nurse  recruitment  should  be  con- 
tinued and  enlarged.  The  many  philan- 
thropic efforts  to  serve  in  our  own  local 
communities  will  still  call  for  our  unselfish 
service,  and  as  the  days  pass  new  doors  of 
opportunity  may  open  before  us. 

Let  us  always  remember  that  we  act  and 
serve  only  under  the  advice  and  guidance 
of  our  Advisory  Councils,  both  on  the  state 
and  county  levels,  and  let  us  keep  close  con- 
tact with  our  Advisory  Councils  and  be 
ready  to  give  our  best  and  most  loyal  re- 
sponse to  their  suggestion  and  direction. 
May  the  work  of  the  year  before  us  bring 
to  each  of  us  the  rich  reward  of  the  knowl- 
edge that  we  have  served,  to  the  very  best 
best  of  our  ability,  our  doctors  and  our 
communities. 

Cordial  greetings  to  each  of  you. 

Sincerely, 

Henrietta  S.  Nelson. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building.  Chattanooga 


Relief  of  Post-Anesthetic  Vomiting;  throug;h  Pyri- 
doxine. W.  Bergmann,  Yuma,  Colorado,  Cana- 
dian Medical  Association  Journal,  Vol  56,  No.  5, 
p.  554,  May,  1947. 

Ether  is  still  the  most  widely  used  anesthetic 
agent  for  general  surgery.  It  is  .easy  to  give,  has 
a wide  margin  of  safety,  and  can  be  given  by 
other  than  trained  anesthetists. 

One  of  the  principle  disadvantages  of  ether  is 
that  in  almost  every  case  the  patient  has  a more 
or  less  prolonged  phase  of  nausea  and  vomiting 
which  brings  tension  on  the  operative  wound  and 
causes  the  patient  pain  and  discomfort. 

After  trying  various  combinations  of  nembutal, 
morphine,  atropine,  and  demerol  without  any 
reduction  in  the  incidence  of  nausea  and  vomiting, 
injections  of  pyridoxine  were  given  before  the 
operation  was  started.  It  is  a well-known  fact 
that  pyridoxine  is  effective  in  reducing  nausea 
during  pregnancy,  and  it  is  on  this  basis  that  the 
drug  was  tried.  The  results  were  gratifying,  and 
so  the  drug  was  used  preoperatively  as  well  as 
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postoperatively  in  the  hope  that  the  occurrence  of 
nausea  and  vomiting  would  be  abolished  completely. 

The  cases  consisted  of  appendectomies,  pelvic 
laparotomies,  and  repair  of  pelvic  floor.  The  aver- 
age length  of  the  operation  was  one  hour,  and  the 
average  amount  of  ether  used  was  around  three 
tins  of  one-fourth  pound.  None  of  these  patients 
vomited  at  all.  A few  of  the  first  cases  showed 
slight  nausea,  whereas  each  one  of  the  controlled 
series  where  the  operation  lasted  the  similar  time 
and  similar  amounts  of  ether  were  used,  vomiting 
at  least  a few  times  and  every  one  was  nauseated. 

The  patients  receiving  pyridoxine  had  a smoother 
postoperative  course  than  the  ones  not  receiving 
pyridoxine  and  were  ambulatory  sooner. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Treatment  of  Cardiovascular  Syphilis.  H.  Eisen- 

berg,  M.D.,  Chicago,  Illinois.  Annals  of  Internal 

Medicine,  Vol.  29,  No.  1,  pp.  71-77,  July,  1948. 

Ten  to  fifteen  per  cent  of  recognized  cardio- 
vascular disease  is  due  to  syphilis,  according  to 
estimates.  In  a group  of  6,250  cases  of  late 
syphilis  of  all  types  studied  by  the  Clinical  Co- 
operative Group,  a clinical-  diagnosis  of  cardio- 
vascular disease  was  made  of  9.9  per  cent.  Treat- 
ment of  this  disease  has  been  a controversial  sub- 
ject for  many  years. 

Retrosternal  pain  of  burning  quality  and  usually 
unrelated  to  exertion  is  a characteristic  symptom 
of  uncomplicated  aortitis.  The  earliest  detection 
of  the  aortic  dilatation  depends  on  the  X-ray 
examination,  especially  fluoroscopic  examination. 

The  scheme  of  treatment  should  depend  on  the 
anatomical  diagnosis  and  the  functional  state  of 
the  patient.  In  the  presence  of  uncomplicated 
aortitis,  conventional  therapy  with  alternating- 
course  of  arsenical  and  bismuth  compounds  are 
recommended  for  a period  of  twelve  weeks,  to  be 
followed  by  arsenicals  in  gradually  increasing- 
doses. 

In  the  presence  of  aneurism,  valvular  lesions,  or 
electrocardiographic  evidence  of  coronary  artery 
disease,  therapy  must  be  very  gradual.  Bismuth 
at  weekly  intervals  for  three  months  prior  to  the 
use  of  an  arsenical  is  recommended. 

If  there  is  a history  of  cardiac  decompensation, 
or  if  congestive  heart  failure  has  occurred  prior 
to  or  during  the  course  of  therapy,  specific  chemo- 
therapy should  be  abandoned  entirely  or  delayed 
until  adequate  cardiac  compensation  is  present. 
Impaired  renal  function  is  a contraindication  for 
heavy  metals. 

Moore  recommends  the  following  schedule  of 
penicillin  therapy  for  cardiovascular  syphilis: 

Doses  are  injected  at  three-hour  intervals  and 
aqueous  penicillin  is  used.  During  the  first  day 
the  individual  dose  of  1,000  units  is  not  exceeded; 


during  the  second  day  the  individual  dose  is  5,000 
units.  This  is  increased  the  third  day  to  10,000 
units,  the  fourth  day  to  25,000  units,  and  the  fifth 
day  to  50,000  units.  This  dosage  is  maintained 
until  the  twenty-second  day,  which  is  a total  of 
8.9  million  units.  With  this  schedule  no  instances 
of  therapeutic  shock  were  observed  in  twelve  pa- 
tients. One  patient  with  coexistent  paresis  died 
during  treatment. 

Experiments  are  now  being  tried  using  peni- 
cillin in  oil  or  in  oil  and  beeswax.  Initial  dose 
of  10,000  units  in  one  injection  is  given,  and  this 
is  increased  by  100,000  units  on  the  fourth  and 
sixth  days  until  a total  of  4,500,000  units  are 
given.  In  a series  of  twelve  patients  with  un- 
complicated aortitis  no  reaction  has  been  observed. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Pelvic  Malignancies.  Jerome  M.  Maas,  M.D.,  Mad- 
ison, Wisconsin.  American  Journal  of  Obstet- 
rics and  Gynecology,  Vol.  56,  No.  2,  pp.  249-259, 
August,  1948. 

In  the  treatment  of  malignancies  of  the  pelvic 
organs  in  the  female,  there  are  few  complications 
more  vexing  and  occasionally  difficult  to  evaluate 
properly  that  the  numerous  pathologic  entities 
which  arise  subsequent  to  radiation  therapy.  While 
a veritable  legion  of  distressing  complications  may 
develop  to  harass  both  the  gynecologist  and  radi- 
ologist who  have  collaborated  in  treating  a pelvic 
malignancy,  none  probably  has  the  potentialities 
of  plaguing  the  patient  as  early,  as  violently,  or 
as  prolongedly  as  do  such  disorders  of  the  rectum 
and  sigmoid  as  can  be  visualized  proctoscopically 
and  which  develop  all  too  frequently.  When  a diag- 
nosis of  malignancy  is  made,  the  mode  of  therapy 
to  be  employed  should  be  chosen  only  after  the 
type  of  lesion  and  the  patient’s  age  and  systemic 
condition  have  been  thoroughly  investigated  and 
evaluated.  Where  such  study  is  engaged  in,  sub- 
sequent complications  can  be  predicted  with  a fair 
degree  of  accuracy;  for  example,  where  a fundal 
or  ovarian  malignancy  is  treated  by  surgery  and 
the  surgical  intervention  is  preceded  by  or  fol- 
lowed by  a single  course  of  deep  X-rays,  the  per- 
manent damage  to  the  tissues  will  probably  be 
minimal  in  incidence  and  severity.  However,  if  a 
case  of  cervical  carcinoma  or  a fundal  malignancy 
which  is  inoperable  or  for  which  surgery  would 
be  poorly  tolerated  is  treated  by  a systematic 
regime  of  deep  therapy,  consisting  of  an  initial 
series  of  deep  X-rays  followed  by  insertion  of 
radium  and  then  another  course  of  deep  X-rays, 
the  incidence  of  permanent  damage,  especially  to 
the  terminal  portion  of  the  bowel,  rises  markedly, 
presenting  in  its  wake  disturbing  and  provoking 
problems.  Far  too  frequently  the  triumphant  ar- 
rest or  even  complete  cure  of  a malignancy  is 
obscured  by  the  disastrous  damage  inflicted  to 
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surrounding  tissue  by  X-rays  and  radium  therapy. 
It  is  a recognized  and  accepted  fact  that  unless 
deep  therapy  is  administered  in  sufficient  dosage 
to  bring  about  certain  irreversible  changes  in  the 
irradiated  area,  the  malignancy  to  be  treated  will 
not  be  eradicated  or  arrested.  Six  hundred  cases 
having  received  radiation  therapy  to  the  pelvic 
area  for  malignancies  are  reviewed.  Transitory 
and  permanent  pathologic  change  in  the  rectum 
secondary  to  irradiation  therapy  is  a common  and 
vexing  entity.  To  insure  adequate  irradiation  to 
a tumor  of  the  pelvis  certain  irreversible  changes 
must  ensue.  Of  600  cases  reviewed,  there  were 
523  cases  of  radiation  sickness  and  70  cases  which 
developed  permanent  rectal  changes.  Onset  and 
course  of  radiation  sickness  are  unpredictable  and 
their  management  grossly  unsatisfactory.  Higher 
doses  of  radiation  therapy  tend  to  produce  perma- 
nent rectal  lesions  earlier  and  of  a more  serious 
nature.  Radium  is  a more  serious  offender  than 
are  X-rays.  Factitial  proctitis  makes  up  the  bulk 
of  permanent  rectal  changes  secondary  to  irradia- 
tion of  the  pelvis  for  pelvic  malignancies.  The 
region  of  the  rectosigmoid  junction  is  most  fre- 
quently involved  by  a factitial  proctitis.  Onset 
and  course  of  factitial  proctitis  are  unpredictable 
and  their  management  grossly  unsatisfactory. 

Colostomy  is  employed  to  check  excessive  bleed- 
ing or  relieve  obstructions.  The  results  obtained 
frequently  are  negligible.  Rectal  stenosis  follow- 
ing radiation  to  pelvic  malignancies  occurred  forty- 
eight  times  in  the  series  of  600  cases.  The  process 
is  irreversible.  One  case  of  fibrosis  without  struc- 
ture was  encountered.  Rectovaginal  fistula  devel- 
oped in  thirteen  patients  in  this  series.  Sponta- 
neous closure  occurred  in  two  cases.  Rectovaginal 
fistula  occurs  secondarily  to  metastatic  invasion 
of  the  bowel  and  devitalization  of  tissue  in  the  rec- 
tovaginal septum.  Secondary  carcinoma  of  the 
bowel  occurred  in  ten  cases.  One  primary  adeno- 
carcinoma of  the  rectum  developed  in  a case  of 
squamas-cell  carcinoma  of  the  cervix. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M.D. 
Bennie-Dillon  Building,  Nashville 


Post  Partum  Hemorrhage  and  Shock.  Robert  D. 

Mussey.  Journal  of  the  Medical  Association  of 

Georgia,  Vol.  36,  pp.  251-258,  1947. 

The  majority  of  maternal  deaths  are  due  to 
obstetric  hemorrhage,  puerperal  infection,  and  the 
toxemias.  The  chief  causes  of  obstetric  hemor- 
rhage are  extrauterine  pregnancy,  abortion,  pla- 
centa previa,  premature  separation,  and  post  par- 
tum hemorrhage,  the  last  being  responsible  for  the 
largest  proportion  of  maternal  deaths.  The  causes 
of  post  partum  hemorrhage  are:  (1)  uterine  in- 
ertia; (2)  extensive  lacerations  of  the  birth  canal; 
(2)  retention  of  the  placenta  or  parts  of  it  in  the 
uterus  and  mismanagement  of  the  third  stage  of 
labor. 


The  treatment  of  post  partum  hemorrhage  and 
shock  is  first  of  all  prophylactic.  A patient  should 
have  adequate  prenatal  examination  and  care. 
Also  careful  management  of  labor  is  important  in 
that  maternal  exhaustion  should  be  prevented  or 
relieved  by  giving  proper  rest  periods  and  intra- 
venous fluids.  Excessive  analgesia  and  anesthesia 
should  be  avoided.  During  the  third  stage  of  labor 
the  amount  of  bleeding  and  the  stage  of  the  uterine 
fundus  should  be  closely  observed.  The  placenta 
should  be  inspected,  oxytocic  drugs  given  to  accel- 
erate and  accentuate  uterine  contraction,  and  the 
patient  watched  for  at  least  one  hour  after  delivery. 

In  the  management  of  post  partum  hemorrhage, 
the  first  consideration  is  to  control  the  bleeding, 
the  second  is  to  replace  the  lost  fluid,  and  the  third 
to  treat  the  shock  and  anemia. 

If  bleeding  results  from  incomplete  separation 
of  the  placenta  of  its  incarceration  in  the  uterus, 
delivery  of  the  placenta  is  imperative.  This  may 
be  done  by  simple  expression,  or,  if  this  fails,  by 
the  Crede  maneuver,  or  manual  removal  if  the 
latter  fails.  If  bleeding  continues  after  the  pla- 
centa is  out  and  oxytocic  drugs  have  been  given, 
bimanual  massage  of  the  uterus  is  employed.  If 
bleeding  persists,  the  birth  canal  is  inspected  for 
lacerations  and  these  are  repaired.  When  bleeding 
continues  after  the  above  measures  have  been  car- 
ried out,  the  uterus  should  be  packed.  Occasionally 
hysterectomy  has  been  done  for  massive  uterine 
hemorrhage,  or  bleeding  caused  by  submucous 
fibroids.  Hysterectomy  is  imperative  in  uterine 
rupture. 

Fluid  loss  should  be  replaced  immediately  and 
in  adequate  amounts  by  properly  typed,  Rh’d  and 
crossmatched  whole  blood.  Intravenous  glucose  is 
always  started  at  once  followed  by  whole  blood, 
plasma,  or  solutions  such  as  acacia  or  gelatin, 
depending  on  their  availability. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


A New  Technic  for  Muscle  Shortening  in  Strabis- 
mus. Marin  Amat.  American  Journal  of  Oph- 
thalmology, August,  1948. 

This  technic  eliminates  the  use  of  a muscle 
clamp  and  secures  the  reattachment  of  the  muscle 
to  its  original  insertion  by  looping  the  muscle. 
The  steps  of  the  operations  are  as  follows:  an 
elliptical  piece  of  conjunctiva  is  excised  over  the 
muscle,  the  conjunctiva  and  Tenon’s  capsule  are 
undermined,  the  muscle  is  stretched  on  two  muscle 
hooks,  pulling  in  opposite  directions  and  a fixation 
suture  is  introduced  through  the  tendon,  which  is 
cut  in  front  of  the  suture.  The  three  reattachment 
sutures  of  00  silk  pass  through  the  distal  lip  of 
the  conjunctiva  and  the  capsule  of  Tenon,  loop 
the  muscle,  pierce  the  episclera  at  the  original 
insertion,  and  come  out  through  the  proximal  lip 
of  the  conjunctiva. 
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PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


The  Plastic  Use  of  Skin  in  Simple  Anal  Stricture, 

Reconstruction  of  Anal  Lining,  Pilonidal  Disease. 

Edward  G.  Martin,  M.D.,  Detroit,  Michigan. 

Transactions  — American  Proctologic  Society, 

1944. 

The  old  Whitehead  operation  involved  of  the 
entire  pile-bearing  area  which  left  a wide  raw 
surface  surrounding  the  circumference  of  the  ano- 
rectum.  This  was  closed  or  covered  by  suturing 
the  mucous  membrane  to  the  anal  skin.  One  of 
the  complications  was  stricture  at  the  line  of 
suture  and  another  was  due  to  moisture  which 
resulted  from  exposure  of  mucous  membrane  too 
low  in  the  anal  canal.  If  the  mucous  membrane 
had  been  joined  to  the  anal  skin  at  three  or  four 
points,  thus  leaving  uncovered  areas  to  granu- 
late, healing  would  have  followed  without  stricture 
as  it  does  in  the  average  hemorrhoidectomy.  In 
the  modern  technic,  the  hemorrhoids  are  excised 
from  their  usual  locations  and  strips  or  bridges 
of  anal  lining  remain  between  the  denuded  areas; 
often,  however,  the  varicosities  involve  so  much 
of  the  circumference  and  the  external  involvement 
is  so  extensive  that  complete  excision  is  a prob- 
lem. It  is  in  such  situation  that  plastic  bridges, 
which  I shall  describe,  have  proven  most  helpful. 

Good  exposure  and  good  anesthesia  often  sim- 
plify difficult  problems;  I therefore  recommend  a 
medium-sized  Simms  vaginal  retractor  and  spinal 
anesthesia.  The  hemorrhoids  are  assumed  to  have 
been  completely  and  radically  removed,  and  the 
external  tags  and  varicosities  excised.  Using  the 
Allis  forceps,  the  mucous  membrane  is  drawn 
partly  across  the  denuded  area  where  an  isthmus 
is  desired,  and  sutured  to  the  opposing  skin  by  a 
fine  figure-of-eight  plain  catgut  stitch.  I suggest 
saving  skin  available  from  external  tags  to  be  used 
as  a part  of  this  bridge  or  isthmus;  such  use  also 
leaves  a smooth  external  area.  These  bridges  are 
applicable  anywhere  within  the  anal  canal  as  an 
aid  to  more  rapid  healing. 

In  the  treatment  of  simple  anal  stricture,  it 
has  been  the  custom  to  incise  it  in  one  or  more 
places  and  follow  by  dilation.  With  such  a technic 
the  postoperative  care  consists  of  an  attempt  to 
maintain  a satisfactory  lumen.  If  the  plastic  bridge 
is  used,  postoperative  contraction  can  be  avoided. 
The  specific  technic  consists  of  one  or  more  inci- 
sion^ down  through  the  strictured  skin  to  the 
muscle.  The  mucous  membrane  at  the  inner  end 
of  the  incision  is  drawn  through  the  incised  area 
and  sutured  to  the  skin  at  the  outer  end.  The  two 
ends  of  the  incision  are  actually  sutured  loosely 
together  with  a fine  catgut  stitch  about  halfway 
through  the  anal  canal;  rapid  healing  follows. 
The  skin  and  mucous  membrane  are  very  pliable 
and  do  not  require  undercutting  for  these  bridges. 


Sulfanilamide  crystals  are  applied  freely  through- 
out the  entire  operative  field  as  an  O.R.  dressing. 
It  seems  to  retard  inflammation  for  many  hours 
and  encourage  primary  healing. 

The  use  of  the  plastic  skin  flap  in  pilonidal  dis- 
ease involves  the  same  surgical  principle  as  that 
described  for  reconstruction  of  the  anal  lining  and 
in  the  surgical  treatment  of  anal  strictures.  Its 
application  is  simply  on  a larger  scale  and  more 
dramatic.  Plastic  surgeons  use  flaps  in  many 
ways,  and  prior  to  1919  strips  of  skin  were  pushed 
down  into  an  empyema  cavity  to  rapidly  line 
it  with  skin  rather  than  wait  for  granulation 
to  fill  it.  At  that  time  I appropriated  the  idea  to 
rapidly  heal-in  extensive  postoperative  fistulas.  It 
was  not,  however,  until  July,  1941,  that  I first 
applied  it  to  polinidal  disease. 

It  may  be  asserted  that  pilonidal  disease  is  con- 
genital; the  etiology  is  debatable;  abscesses  and 
fistulas  are  complicating  factors.  I have  not  found 
a tract  connecting  with  the  anorectum.  There  are 
two  acceptable  technic — the  closed  and  the  semi- 
closed.  One  of  the  best  examples  of  the  several 
closed  technic  was  published  in  the  Annals  of  Sur- 
gery, October,  1943,  “Pilonidal  Cysts  and  Sinuses.” 
The  semiclosed  technic  is  simple  and  reduces  the 
morbidity  about  seventy-five  per  cent.  I believe 
it  to  be  a safer  procedure  in  the  presence  of  in- 
fection. 

Technic.  Following  incision  the  skin  is  retracted 
and  mobilized  by  undercutting.  When  possible,  all 
of  the  involved  areas  are  excised  down  to  the 
sacral  fascia  without  exposing  the  infected  cavity; 
if  it  is  exposed,  the  operation  is  continued.  Par- 
tial excision  of  the  fat  leaves  a better  buttock  con- 
tour. The  ligament  joining  the  anus  and  coccyx 
is  left  intact  or  repaired,  thus  assisting  in  the 
prevention  of  a retraction-sulcus  at  the  posterior 
end  of  the  wound.  The  skin  flaps  are  tried  for 
coverage  and  free  mobility.  Sulfanilamide  crys- 
tals are  sprinkled  lightly  throughout  the  wound 
and  under  the  flaps,  and  the  skin  is  sutured  to  the 
sacral  fascia,  using  number  0 catgut.  If  the 
flaps  are  properly  mobilized,  there  is  no  tension  on 
the  sutures.  A gutter  or  tract  in  the  bottom  of 
the  wound  is  left  for  drainage  and  final  healing. 
Sulfanilamide  crystals  are  then  used  freely  for 
O.R.  dressing  under  plain  gauze  roll.  Adhesive 
straps  finish  the  dressing. 


BOOK  REVIEW 


New  and  Nonofficial  Remedies,  1947 : Containing  De- 
scriptions of  the  Articles  Which  Stand  Accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1947. 
Cloth.  Price,  postpaid,  $3.00.  Pp.  749.  Philadel- 
phia: J.  B.  Lippincott  Co.,  1947. 

Although  the  latest  edition  of  New  and  Non- 
official Remedies  has  some  eleven  pages  fewer 
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than  the  1946  book,  its  increase  in  size,  due  to  the 
heavier  paper  used,  and  its  change  of  color,  dark 
green  to  bright  red,  combine  to  make  a striking 
contrast  with  the  earlier  annual  volumes.  The 
book  is  now  published  by  J.  B.  Lippincott  and 
Company,  though  it  is  still  issued  under  the  direc- 
tion and  supervision  of  the  Council  on  Pharmacy 
and  Chemistry.  Another  innovation  is  the  rele- 
gation of  the  statements  of  tests  and  standards  to 
the  back  of  the  book,  which  makes  the  text  more 
convenient  and  usable  for  the  physician,  for  whom 
it  is  primarily  intended.  It  is  understood  that 
supplements  to  the  annual  volumes  will  no  longer 
be  issued.  The  physician  who  is  interested  in 
current  acceptances  can  keep  track  of  these  as 
the  descriptions  are  published  in  the  Journal  of 
the  American  Medical  Association,  or  may  inquire 
about  them  by  addressing  the  Council’s  office  at 
American  Medical  Association  headquarters.  Sev- 
eral medical  and  pharmaceutical  journals  now 
carry  lists  of  currently  accepted  products. 

There  appears  to  be  no  very  extensive  revision 
in  the  various  general  articles  or  chapter  head 
discussions,  although  several  new  monographs 
have  made  their  appearance,  and  others  have  been 
revised  to  reflect  current  medical  opinion.  One 
notes  the  appearance  of  a new  chapter,  “Unclassi- 
fied Therapeutic  Agents,”  which  includes  the  mono- 
graphs of  gold  compounds  and  iodine  compounds 
for  systemic  use.  This  is  in  line  with  the  policy 
adopted  some  years  ago  of  classifying  accepted 
preparations  according  to  pharmacologic  action 
and  therapeutic  use. 

Attention  is  called  to  the  amplification  and  in- 


dexing of  the  section  devoted  to  the  statement  of 
the  Council’s  rules.  This  should  be  of  great  as- 
sistance to  manufacturers  in  the  presentation  of 
products  for  Council  consideration  and  is  no  doubt 
inspired  by  the  recent  marked  increase  in  the 
number  of  pharmaceutical  concerns  asking  Council 
recognition. 

The  descriptions  of  some  thirteen  new  prepa- 
rations appear  in  this  volume.  This  excludes,  of 
course,  brands  or  dosages  of  already  accepted 
agents.  Among  those  preparations  noteworthy  of 
mention  are  the  pertussis  vaccines  and  vaccines 
representing  combinations  of  pertussis  with  diph- 
theria and  tetanus  organisms;  the  new  histamine- 
antagonizing  agent,  benadryl  hydrochloride  elixir 
(diphenhydramine  hydrochloride  elixir) ; furacin 
(nitrofurazone),  a new  topical  anti-infective 
agent;  streptomycin;  heparin  sodium;  parena- 
mine,  a new  casein  hydrolysate;  thiouracil,  an 
antithyroid  agent;  naphuride  sodium  (suramin 
sodium),  a new  trypanocide;  and  tuamine  (racem- 
ic two-aminoheptane),  a new  vasoconstrictor.  One 
notes  the  increasing  appearance  of  generic  desig- 
nations in  conformance  with  the  revised  Council’s 
rules  on  acceptance  of  agents  bearing  protected  or 
trade-marked  names. 

New  and  Nonofficial  Remedies  remains  a most 
valuable  and  authoritative  compendium  of  modern 
rational  therapeutics.  With  successive  editions,  it 
becomes  more  useful  and  accessible  to  the  physi- 
cian and  to  all  those  interested  in  the  use,  prep- 
aration, or  manufacture  of  drugs. 
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Has  made  arrangements  through  its 
fournal  to  secure  MEDICINE  OF  THE 
YEAR  for  those  of  its  members  who 
wish  to  subscribe.  MEDICINE  OF  THE 
YEAR  is  an  annual  review  of  medical 
progress  which  will  appear  as  a supple- 
ment to  the  Journal  early  in  1949.  It  will 
be  a descriptive  and  analytical  account 
of  progress  in  medical  science  and  prac- 
tice during  the  preceding  year  presented 
in  a practical,  useful,  and  informative 
manner,  particularly  as  it  relates  to  the 
everyday  practice  of  general  medicine 
md  the  specialties. 

The  editorial  management  is  under 
die  direction  of  Dr.  John  B.  Youmans, 
Dean,  College  of  Medicine,  University 
of  Illinois.  The  principal  contributors 
and  their  subjects  are  the  following  well 
known  medical  educators  and  writers: 

Internal  Medicine  — Dr.  Hugh  J.  Mor- 
gan, Professor  of  Medicine , Vander- 
bilt University,  Nashville,  Tennes- 
see. 

Obstetrics  — Dr.  Frank  Whitacre,  Pro- 
fessor of  Obstetrics  and  Gynecology, 
Memphis,  Tennessee. 


Pediatrics  — Dr.  Henry  G.  Poncher, 
Professor  of  Pediatrics,  University 
of  Illinois,  Chicago,  Illinois. 

Surgery  — Dr.  Warren  H.  Cole,  Pro- 
fessor of  Surgery,  University  of  Illi- 
nois, Chicago,  Illinois. 

These  men  will  have  associated  with 
them  an  equally  competent  and  distin- 
guished group  of  authors  in  special  fields. 

This  annual  review  of  medical  prog- 
ress is  being  offered  to  members  of  state 
medical  societies  and  subscribers  to  state 
medical  journals.  Of  the  subscription 
price  your  Association  will  retain  a part 
to  defray  any  costs  associated  with  the 
announcement  of  this  service  and  the 
handling  of  subscriptions.  In  order  to 
secure  this  service,  subscriptions  from 
approximately  one-third  of  our  members 
and  subscribers  is  required.  Because  of 
the  short  time  available,  subscriptions 
must  be  entered  promptly.  DO  NOT 
DELAY.  Send  in  the  coupon  below,  or 
write  directly,  sending  check  or  money 
order.  If  an  insufficient  number  of  sub- 
scriptions is  obtained,  no  obligation  will 
be  incurred  and  your  money  will  be 
refunded.  ACT  NOW. 


Tennessee  State  Medical  Association 
510  Doctors  Building 
Nashville,  Tennessee 

Please  enter  my  subscription  to  MEDICINE  OF  THE  YEAR,  an  annual 
review  of  medical  progress,  to  be  issued  as  a supplement  to 
THE  JOURNAL  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 
It  is  my  understanding  that  if  the  number  of  subscriptions  is  insufficient 
to  warrant  publication,  I incur  no  obligation  and  my  money  will  be  refunded. 

Name  

Address  


Subscription  Price,  $1.50 
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CHARLES  R.  HENRY,  M.D.,  Chattanooga 

* 

Mr.  President,  Members  of  the  Tennessee 
State  Medical  Association,  Distinguished 
Guests,  Ladies  and  Gentlemen: 

The  history  of  the  human  race  is  the 
history  of  an  unbroken  procession.  Its 
history  begins  in  the  dim  age  of  a remote 
past.  The  procession  starts  with  small 
numbers  and  thin  ranks ; but  it  winds  and 
swells  with  the  growth  of  time,  until  it 
gains  the  awful  magnitude  of  our  own  days. 

Nations,  great  and  small,  march  before 
us  in  the  review  of  the  past.  Some  of  these 
attained  to  great  eminence  and  glory,  fill- 
ing the  earth  with  their  fame  and  the 
renown  of  their  deeds.  Where  are  they  at 
present?  The  progenitors  of  the  race,  the 
founders  of  nations,  the  fathers  of  the 
tribes,  the  prophets  of  inspiration,  have 
passed  away.  They  do  not  live  forever. 
The  individual  units  of  the  procession  come 
and  go.  They  enter  one  by  one  at  the  shin- 
ing door  of  life.  They  perform  their  part 
in  the  solemn  march  of  time,  and  then  they 
disappear.  And  this  is  going  on  forever. 
Human  beings  are  ever  coming  and  going. 
This  is  the  law  of  God;  and  no  skill,  no 
wisdom,  no  power  of  man  can  ever  make 
it  otherwise.  Every  unit  in  this  solemn 
procession  has  his  own  task  to  fulfill;  and 
every  human  life  has  its  own  personal  and 
peculiar  features,  and  its  own  special  lesson 
to  teach. 

It  is  one  of  the  cherished  traditions  of 

’"Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13-15,  1948. 


the  State  Medical  Association  to  pay  tribute 
once  a year  to  the  memory  of  those  col- 
leagues who  have  been  called  from  their 
earthly  home  to  those  mansions  beyond. 

In  the  midst  of  life  is  death.  And,  here 
today,  among  the  warm  manifestations  of 
life  in  its  happier  and  most  congenial  as- 
pects, we  the  vital,  the  living,  pause  for  a 
brief  but  reverent  few  moments  to  salute 
the  many  of  those,  our  colleagues,  who  have 
left  us  for  another  shore. 

Should  we  face  this  ceremony  with  sad- 
ness? I think  not.  True,  we  are  for  the 
moment  here  face  to  face  with  the  inevi- 
table companion  of  life,  called  Death ; and 
yet  I am  sure  those  who  have  left  us  would 
have  us  feel  no  unhappiness  or  grief  today ; 
that  was  not  a part  of  their  philosophy  of 
life;  for  they  chose  a laugh  and  neglected 
a sigh;  they  leaned  more  toward  rugged 
humor  and  were  little  interested  in  soft 
sentimentalism;  they  would  say  with  Ten- 
nyson : 

Twilight  and  evening  star, 

And  one  clear  call  for  me, 

And  may  there  be  no  mourning  at  the  bar, 
When  I put  out  to  sea. 

Yes,  this  annual  service  is  for  the  occu- 
pied instead  of  the  vacant  chairs  of  our 
meeting  place.  No  word  spoken  here  can 
reach  the  ear  of  those  colleagues  who  in- 
habit the  mysterious  realm  beyond  life’s 
sunset;  no  tears  which  may  be  shed  here 
can  soothe  the  brow  of  a physician  who 
has  crossed  the  bar ; it  is  only  for  the  soft- 
ening and  mellowing  of  our  own  lives  that 
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these  services  are  beneficial.  If  by  extoll- 
ing the  virtues  of  the  departed  we  can  learn 
life’s  purposes  and  duty,  then,  perhaps, 
this  tribute  to  fallen  colleagues  will  produce 
tremendous  good. 

It  is  difficult  to  assay  the  loss  the  med- 
ical profession  has  experienced,  yet  be- 
cause that  loss  is  great  we  so  sincerely 
mourn  their  departure.  With  this  thought 
in  mind,  would  it  not  be  a wise  admonition 
to  cultivate  a closer  and  more  friendly  re- 
lationship with  each  other  during  this  short 
span  of  life,  to  the  end  that  we  may  be 
able  to  have  a better  understanding  of  each 
other,  professionally  and  socially?  Basic- 
ally we  are  all  brothers  in  the  flesh,  having 
a common  obligation  designated  by  the  de- 
gree of  Doctor  of  Medicine.  Thus  we  should 
share  in  a more  personal  manner  the  joy 
and  happiness  of  success  and  better  succor 
and  support  in  hours  of  misfortune.  At 
such  a time  everyone  needs  a friend.  We 
could  thus  be  a support  in  the  approach  to 
the  ranks  of  the  passing  stream,  clothed 
with  assurance  and  satisfaction  so  aptly 
expressed  by  the  Biblical  character,  Paul, 
in  his  epistle:  “I  have  fought  a good  fight, 
I have  finished  my  course,  I have  kept  the 
faith.” 

Viewed  in  this  light,  the  passing  of  our 
colleagues  becomes  a glorious  and  glamor- 
ous sunset,  illuminated  by  a galaxy  of  stars, 
each  attesting  to  some  outstanding  accom- 
plishment in  their  careers.  These  stars 
will  shine  long  after  the  sun  has  fallen, 
precluding  the  approach  of  evening,  fol- 
lowed by  the  darkness  of  night  and  the 
dawn  of  another  day.  Thus  time  passes  on. 

Of  those  who  have  departed  I may  say 
that  many  of  us  knew  them  intimately. 
We  know  how  consecrated,  sacrificial  and 
devoted  they  were  in  their  professional  ac- 
tivities. We  know  how  much  they  con- 
tributed to  the  preservation  of  the  Ameri- 
can form  of  living — to  the  American  form 
of  medical  practice.  With  their  memory 
fresh  in  our  minds,  we  should  redouble  our 
efforts  to  approach  nearer  the  utopia  in 
order  that  their  principles  and  sacrifices 
may  not  have  been  in  vain.  The  reflections 
learned  from  their  contributions  must  be 
activated  and  utilized  in  the  strengthening 
of  our  great  calling.  They  would  not  have 


it  otherwise.  We  realize  their  loss  to  the 
community  both  professionally  and  socially. 
In  the  confidence  of  their  aggrieved  pa- 
tients they  will  be  difficult  to  replace,  and 
there  will  be  a void  in  our  hearts  when 
we  reflect  on  their  passing. 

I do  not  believe  that  any  of  them  con- 
sciously sought  greatness.  But  who  shall 
place  the  definition  of  greatness.  Is  it  he 
who  struggles  ceaselessly  for  public  acclaim 
— to  have  the  world  bow  at  his  feet?  Or 
is  it,  after  all,  he  who  knows  how  to  live 
among  his  fellow  beings,  with  kindliness  in 
his  heart  and  service  in  his  hands?  Ella 
Wheeler  Wilcox  put  it  so  beautifully  in  her 
immortal  quatrain : 

So  many  Gods  and  so  many  Creeds, 

And  so  many  roads  that  wind  and  wind, 
When  all  this  tired  old  world  needs 
Is  just  the  art  of  being  kind. 

We  pass  this  way  but  once,  and  no  one 
knows  for  sure  whither  we  go.  And,  in  the 
very  simplicity  of  life,  in  that  ability  to 
gear  oneself  to  the  realities  of  everyday 
existence,  lies  the  right  to  be  called  great 
and  to  face  eternity  with  equanimity — for 
in  simplicity  lies  greatness. 

Once  there  was  a simple  man — a kindly 
man — who  took  the  time  to  be  interested 
in  those  among  whom  he  moved.  He  was 
a carpenter’s  son  who  walked  the  streets 
of  a town  called  Nazareth.  And  yet,  in 
the  directness  of  his  simplicity  he  built  a 
program  of  ethics  among  his  fellow  men 
that  has  rung  down  the  years  and  revolu- 
tionized the  world’s  estimates  of  values — 
that  the  first  shall  be  last  and  the  last  shall 
be  first,  that  a man  shall  love  his  neighbor 
as  himself,  that  it  profit  a man  nothing  if 
he  gain  the  whole  world  and  lose  his  own 
soul. 

And  even  more  recently  there  was  an- 
other simple  man — another  kindly  man — 
who  was  also  interested  in  those  unfortu- 
nate people  among  whom  he  moved.  His 
garment  was  a mere  cloth  of  white,  but 
he  preached  the  gospel  of  love  as  few  have 
preached  it  before  him. 

Too  frequently  we  picture  death  as  a sin- 
ister marauder  lurking  constantly  in  the 
shadows  of  life’s  journeys,  waiting  to  leap 
upon  the  tired  wayfarer,  despoiling  his 
happiness,  frustrating  his  ambitions  and 
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thwarting  his  desires  for  victorious  accom- 
plishment. 

But  death  itself  is  not  tragic  to  the  in- 
dividual who  receives  it.  This  attitude  to- 
ward death  comes  from  the  fact  that 
through  a lifetime  we  have  failed  to  ra- 
tionalize and  adjust  ourselves  to  that  inevi- 
table circumstance.  So  we  wander  through 
life  with  a burden  of  apprehension  when 
we  think  of  death — and  that  is  what  makes 
it  tragic.  If  we  live  with  the  awareness 
that  some  time  this  end  must  come,  but 
with  the  freedom  from  fear  of  it,  then, 
and  only  then,  will  we  develop  a happiness 
of  living — a happiness  which  can  come  only 
after  we  have  accepted  the  fact  that  death 
is  just  as  truly  a biological  sequence  of  life 
as  birth  itself. 

Let  us  then  not  picture  death  as  the  black 
spectre  of  frustration;  for  more  often  it  is 
a friend — its  strong  arm  is  a refuge  to 
which,  when  life  becomes  intolerable,  we 
may  flee  and,  there  in  comfort  and  repose, 
no  longer  be  subjected  to  the  ravages  which 
life  sometimes  puts  upon  us.  It  is  the  great 
physician  who  cures  where  medicine  will 
not  restore,  nor  surgery  heal.  It  is  the 
great  comforter  who  gives  rest  and  peace 
where  life  has  offered  strife  and  suffering. 

True,  to  those  of  us  remaining,  it  pro- 
jects a sense  of  loneliness  through  the  ab- 
sence of  friendly  faces  and  rugged  hand- 
clasps. It  deprives  us  of  wise  counselors 
and  stalwart  warriors;  of  kindly  philoso- 
phers and  stimulating  personalities.  But  it 
leaves  in  its  twilight  aftermath  the  fra- 
grance of  the  virtues  which  these  have 
expressed.  As  the  colorful  flower  of  yester 


season  blooms  and  dies  upon  its  stem,  that 
it  may  enrich  the  very  soul  from  which  it 
sprung,  so  have  those  who  have  gone  from 
us  for  a time  energized  by  the  reminiscence 
of  their  service  the  soil  of  the  medical  pro- 
fession— wherein  we  are  developing  the 
greater  growth  about  us  today. 

During  the  past  year,  fifty-four  of  our 
comrades  have  passed  into  the  Great  Be- 
yond. Each  year  this  list  grows  a little 
longer.  It  is  only  natural  that  it  should 
be  so  because  our  organization  is  growing 
and  we  are  all  getting  a little  older  year 
by  year. 

Today  our  departed  brothers  have  their 
place  in  a higher  profession.  While  they 
are  no  longer  with  us  in  flesh,  their  spirit 
is  ever  with  us  and  the  memory  of  their 
labors  here  is  an  inspiration  to  us  to  carry 
on.  Their  names  are  written  in  letters  of 
living  light  on  the  scroll  of  service  to  their 
fellow  men. 

Thus  we  bow  our  heads,  not  so  much  in 
sorrow  that  they  have  gone  from  us,  but 
rather  in  thankfulness  that  their  lives  were 
spared  for  so  many  years,  that  we  have 
had  the  opportunity  of  many  years  of  pleas- 
ant association  with  those  splendid  col- 
leagues, and  today  the  inspiration  of  their 
lives  will  help  to  guide  and  direct  us  in  our 
daily  routine ; and  cannot  it  be  said  that 
their  work  while  on  earth,  their  life  in  the 
medical  profession,  has,  in  accordance  with 
some  Divine  Plan,  fitted  them  for  tasks  yet 
to  be  done,  for,  in  the  words  of  Victor  Hugo, 
“The  tomb  is  not  a blind  alley ; it  is  a 
thoroughfare.  It  closes  on  the  twilight ; 
it  opens  on  the  dawn.’’ 
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The  difficulty  in  having  a quick  refer- 
ence on  the  more  important  diseases  of  the 
salivary  glands  in  a single  paper,  particu- 
larly in  regard  to  their  treatment,  is  the 
authors’  justification  of  this  paper.  There 
will  be  no  detailed  attempts  to  present 
anatomy,  embryology,  histology,  or  physi- 
ology, and  the  more  common  forms  of  af- 
fections will  be  stressed  rather  than  the 
rarer  and  more  impractical  diseases. 
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Fig.  1.  Lines  for  incisions  of  tunica  albuginea 
for  orchitis  from  mumps.  Dotted  lines  are  for 
optional  incisions  if  it  is  thought  necessary  to  re- 
lieve tension.  (Ballenger  and  Elder,  J.A.M.A., 
Nov.  6,  1920.) 


*Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  Nashville,  April 
12,  1948. 


Up  until  1930,  the  information  on  sali- 
vary glands  was  extremely  sketchy.  Since 
this  time,  the  literature  has  been  filled  with 
an  ever-increasing  number  of  good  papers 
and  textbooks  by  both  physicians  and  den- 
tists, but  most  of  the  papers  have  been  lim- 
ited to  salivary  calculi  and  tumors.  Some  of 
the  best  recent  papers  have  been  those  on 
the  epidemiological  aspects  of  mumps.  This 
was  made  possible  through  the  study  of 
large  groups  of  young  adults  during  World 
War  II. 


Mumps 

Mumps,  the  second  most  important  dis- 
ease of  the  salivary  glands,  is  frequently 
dismissed  with  little  or  more  consideration 
than  that  of  a head  cold.  The  condition 
has  been  known  for  2,000  years,  and  its 
etiology  identified  in  1934  by  Goodpasture 
and  Johnson,  when  they  isolated  the  virus. 
Unfortunately,  even  today,  too  many  doc- 
tors consider  mumps  as  a disease  limited 
to  the  salivary  glands,  when  actually  it  is 
a systematic  manifestation  with  frequent 
involvement  of  the  testes,  and  extremely 
rarely,  the  ovaries,  pancreas,  spleen,  eyes, 
and  other  organs.  The  age  incidence  is  most 
frequent  between  5 and  15  years,  but  is 
not  limited.  One  attack  usually  confers 
immunity,  but  three  attacks  in  the  same 
individual  have  been  reported.  The  parotid 
glands  are  usually  involved,  either  single 
or  multiple,  and  swelling  of  one  gland  usu- 
ally precedes  the  other.  The  submaxillary 
and  sublingual  glands  may  also  be  involved. 

Susceptibility  tests  have  been  attempted 
but  the  results  are  not  conclusive.  And 
there  is  no  specific  vaccine  available  for 
the  prevention  at  this  time.  However,  med- 
ical officers  of  the  Armed  Forces,  particu- 
larly those  of  the  Navy,  have  conducted  a 
series  of  experiments  using  immune  plasma 
and  general  pooled  plasma,  from  both  a 
therapeutic  and  prophylaxis  standpoint. 
The  figures  by  the  various  investigators 
have  not  been  consistent.  It  has  not  been 
shown  conclusively  that  the  immune  or 
pooled  plasma,  during  the  acute  stage  of 
the  disease,  has  shortened  its  course  or 
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reduced  its  severity  and  complications,  and 
has  done  practically  nothing'  towards  ward- 
ing off  the  disease  itself. 

Orchitis  and  possibly  oophoritis  rarely 
occur  before  puberty.  Cecil  states  that 
orchitis  does  not  occur  in  more  than  1 per 
cent  of  the  cases  before  puberty ; however, 
in  adults  it  may  occur  in  18  per  cent  or 
higher.  According  to  Cecil,  the  age  of  pu- 
berty in  the  male  is  12  to  13  years  and  in 
the  female  between  12  and  16  years.  The 
complications  of  mumps  in  the  sexual  or- 
gans seem  to  depend  upon  the  development 
of  sexual  activity  in  the  organ.  Oophoritis 
is  much  less  prevalent  than  orchitis;  how- 
ever, if  these  cases  were  looked  for  more 
closely,  the  statistics  might  be  different. 
Ohlmacher  reports  a case  in  which  the 
abdomen  was  opened  with  a diagnosis  of 
appendicitis  and  one  ovary  was  found  to 
be  quite  enlarged  with  acute  inflammation, 
but  he  did  nothing  to  the  ovary — three 
days  later  a typical  case  of  mumps  devel- 
oped. 

The  technique  of  the  operation  is  simple. 
After  2 per  cent  procaine  infiltration,  a 
small  incision,  approximately  2 cm.  long, 
is  made  over  the  anterior  surface  of  the 
scrotum  on  the  involved  side.  The  incision 
is  carried  through  the  skin  and  subcuta- 
neous tissues  until  the  tunica  vaginalis  is 
exposed.  This  is  grasped  by  two  Allis 


Fig.  2.  Tunica  vaginalis  is  exposed,  grasped 
with  Allis  clamps,  incised.  (Drs.  Nixon  and 
Lewis.)  The  Journal  of  Urology. 


clamps  and  incised  (Figs.  1 and  2).  Usu- 
ally the  hydrocele  fluid  drains  out  under 
considerable  pressure.  A small  Penrose 
drain  is  inserted  beneath  the  tunica  vag- 
inalis, and  the  wound  is  closed  (Fig.  3). 


Fig.  3.  A small  Penrose  drain  inserted  beneath 
tunica  vaginalis,  wound  closed.  (Drs.  Nixon  and 
Lewis.)  The  Journal  of  Urology. 

Swab  recalls  one  case  in  which  oopho- 
ritis developed  in  a 414-year-old  girl  fol- 
lowing an  acute  attack  of  mumps.  Peri- 
tonitis followed  and  death  occurred.  Rabin- 
owitz  and  Seligman  have  reported  a case 
in  an  adult  with  acute  orchitis  without 
salivary  involvement.  They  have  listed 
some  conditions  causing  acute  orchitis ; 
namely,  spinal  leptomeningitis,  malta  fever, 
filaria,  trypanosomiasis,  dengue,  typhoid, 
malaria,  variola,  varicella,  diphtheria,  scar- 
let fever,  rheumatism,  gout,  influenza,  ton- 
sillitis, retropharyngeal,  abscess,  serum 
sickness,  lead  poisoning  and  the  syndrome 
of  primary  acute  orchitis  in  children. 

The  following  table  has  been  made  up 
from  various  authors  showing  the  incidence 
of  orchitis  and  atrophy: 

We  think  that  the  discussion  of  acute 
orchitis  in  this  paper  is  timely  because  the 
mild  SOFT  atrophy  and  the  marked  atrophy 
with  DECREASED  size  of  one  or  both  tes- 
ticles and  the  surgical  diagnosis,  indica- 
tions, and  the  technique  of  operation  have 
not  been  sufficiently  publicized  where  the 
profession  as  a whole  can  be  informed. 

Robert  Burns,  a urologist,  has  said,  “We 
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INCIDENCE  OF  ORCHITIS  AND  ATROPHY  FROM  MUMPS 


Authority 

Incidence  of  Orchitis 
All  Ages 

Incidence  of  Orchitis 
Before  Puberty 

Incidence  of 
Atrophy 

Osier 

10-20% 

Rare 

Babcock 

20% 

Cecil 

(Muckenfuss)  18% 
(Thompson)  12% 

(Muckenfuss)  15 

(Muckenfuss) 

40-60% 

(Thompson) 

33% 

Nelson 

(Wollstein) 

15-30% 

Rare 

44-63% 

Ballenger  & 
Elder 

10-25% 

50% 

Wesselhoeft 
& Vose 

18% 

54.7% 

Wollstein — In  World  War  I,  mumps  was  4th  on  list  of  admissions  to  hospital,  but  second 
largest  cause  of  loss  of  time. 


as  a group  of  specialists  have  not  pried  into 
the  subject  far  enough.”  It  is  not  the  au- 
thor’s intention  to  go  too  deeply  into  the 
genito-urinary  field;  however,  the  subject 
of  testicular  atrophy  is  so  important  that 
it  is  felt  worth  mentioning  some  few  facts. 

In  recent  years,  surgical  intervention  has 
been  advocated  in  cases  of  severe,  acute 
orchitis,  with  marked  swelling  and  pres- 
sure. Henry  Smith,  in  1864,  recommended 
multiple  punctures  of  the  tunica  albuginea, 
but  it  so  happens  his  cases  were  of  gonor- 
rheal origin.  Schottmuller,  in  1904,  ad- 
vised incision  through  the  tunica  albuginea 
with  release  of  the  hydrocele  fluid  in  mumps 
orchitis.  In  1912,  G.  G.  Smith  incised  the 
tunica  albuginea  in  two  cases  of  mumps 
orchitis.  In  1920,  Ballenger  and  Elder  re- 
ported three  cases  of  mumps  orchitis 
treated  by  incision  through  the  tunica  al- 
buginea and  presented  a detailed  descrip- 
tion of  the  technique.  They  are  generally 
credited  with  popularizing  this  excellent 
surgical  procedure.  Wesselhoeft  and  Vose, 
in  1942,  presented  a large  series  of  cases 
surgically  treated  (incision  of  tunica  albu- 
ginea) with  spectacular  results.  The  ra- 
tionale of  this  surgical  treatment  is  to  de- 
crease the  pressure  which  cuts  off  the  blood 
supply  to  the  organ. 

H.  P.  McDonald  of  the  Ballenger-McDon- 
ald  Clinic  states  that  since  1921,  they  have 
operated  on  all  patients  with  orchitis  from 
mumps,  using  the  multiple  incisions  through 
the  tunica  albuginea  as  outlined  in  Fig.  1 
on  page  1,  and  have  not  seen  atrophy  occur 
in  a single  case  so  treated.  They  have  not 
had  occasion  to  operate  for  oophoritis,  but 


he  believes  that  a similar  operation  would 
be  proper  and  feasible  since  the  same  tunic 
is  present  in  the  ovary.  Edgar  Burns  be- 
lieves that  surgical  intervention  ordinarily 
is  too  radical  a procedure  and  should  be 
used  in  selected  cases.  C.  C.  Higgins  be- 
lieves that  surgery  is  indicated  in  only  the 
more  severe  cases.  George  Livermore, 
T.  D.  Moore,  and  Samuel  Raines  also  be- 
lieve that  surgery  should  be  limited  to 
carefully  selected  cases  with  pressure  symp- 
toms. Earl  E.  Ewert  believes  that  surgical 
intervention  is  indicated  in  severe  cases. 
Bernard  Pinck  believes  that  it  is  not  neces- 
sary in  most  cases  to  incise  the  tunica  al- 
buginea, but  believes  that  removing  the 
hydrocele  fluid  by  incising  the  tunica  vag- 
inalis is  adequate.  Nixon  and  Lewis  rec- 
ommended release  of  the  hydrocele  fluid 
and  insertion  of  a Penrose  drain.  See  Figs. 
2 and  3.  Alfred  D.  Mason,  Jr.,  has  found 
that  releasing  the  acute  hydrocele  fluid  very 
early  by  opening  the  tunica  vaginalis  only, 
is  the  proper  procedure  and  opening  the 
capsule  of  the  testicle  is  rarely  indicated. 
A few  other  prominent  urologists  whom 
we  have  contacted  have  had  no  experience 
with  the  surgical  technique. 

It  would  seem  reasonable  to  the  authors, 
from  all  the  above  reports,  that  one  should 
make  an  incision  through  the  tunica  vag- 
inalis to  release  the  hydrocele  fluid,  then 
palpate  the  testicle,  and  if  it  is  under  con- 
siderable pressure,  then  incise  the  tunica 
albuginea. 

Incision  must  be  done  very  early  (less 
than  36  hours)  after  abrupt  rise  in  tem- 
perature (about  102°-104° ) with  swelling, 
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marked  pain,  nausea,  backache,  headache, 
and  exquisite  tenderness. 

Nixon  and  Lewis  have  described  a mild 
type  of  atrophy  which  takes  the  form  of 
slight  softening  of  the  testicle  without  much 
reduction  in  size. 

There  is  evidence,  according  to  Savran 
that  decreasing  testicular  activity  during 
an  attack  of  mumps  will  decrease  the  in- 
cidence of  orchitis  complications.  He  used 
diethylstilbestrol  for  this  purpose  and  re- 
ported excellent  results  in  his  series  of 
cases.  Turrentine  used  estrogen  in  a series 
of  cases  with  good  results,  and  there  may 
possibly  be  others  who  have  used  this  form 
of  treatment.  He  now  prefers  50,000  units 
of  crystalline  estrogenic  substance  in  aque- 
ous suspension  in  a single  dose  because 
diethylstilbestrol  conestron,  and  premarin 
cause  rather  severe  vomiting.  He  reverses 
the  process  with  females  and  uses  25  mg. 
of  testosterone  by  injection  and  repeats  it 
in  three  days. 

0.  W.  Bethea  in  1929  recommended  ex- 
posure to  mumps  of  all  male  children  before 
the  age  of  puberty.  H.  C.  Sims  states  that 
this  procedure  has  been  a routine  with  him 
for  a number  of  years,  since  Bethea’s  ar- 
ticle, and  he  has  not  had  any  cause  to 
change  his  opinion. 

The  number  of  complications  which  are 
associated  with  mumps  are  much  larger 
than  one  might  imagine,  even  though  many 
of  them  are  very  infrequent.  The  follow- 
ing is  a list  of  all  the  complications  we 
have  been  able  to  find  in  textbooks  and 
various  papers,  among  which  is  the  pre- 
viously unpublished  prostatitis  complica- 
tion given  us  by  Dr.  Conrad  Wesselhoeft 
in  a personal  communication : 

Ophthalmology 

Dacryoadenitis 

Conjunctivitis 

Scleritis 

Uveitis 

Optic  Neuritis 
Retinitis 

Ocular  Muscle  Palsies 

Keratitis 

Papilledema 

Otolaryngology 

Acoustic  Nerve  Neuritis 


Deafness 

Reproductive 
Orchitis 
Oophoritis 
Urethritis 
Acute  Hydrocele 
Acute  Prostatitis 

Cardio-vascular-renal 

Endocarditis 

Pericarditis 

Myocarditis 

Hemiplegia 

Nephritis 

Albuminemia 

Neurological 

7th  Nerve  Palsy 

Meningitis 

Meningo-encephalitis 

Aphrasia 

Polyneuritis 

Acute  Mania 

Glandular 

Chronic  Hypertrophy  of  Salivary 
Glands 

Acute  Parotitis 
Acute  Thymitis 
Acute  Thyroiditis 
Gangrene  of  Parotid 
Mastitis 

Miscellaneous 

Arthritis 

Calculi  of  the  Salivary  Glands 
and  Their  Ducts 

Salivary  calculus  is  the  second  most  fre- 
quently encountered  pathological  condition 
of  the  salivary  glands.  A number  of  au- 
thors have  submitted  figures  as  to  the  in- 
cidence of  the  gland  involved.  Wakely  has 
reported  submaxillary,  63.2  per  cent;  paro- 
tid, 20.6  per  cent,  and  sublingual,  16.2  per 
cent.  New  and  Harper  reviewed  a series 
of  110  cases  and  their  figures  were  sub- 
maxillary gland,  92.9  per  cent ; parotid 
gland  or  duct,  4.3  per  cent,  and  sublingual 
gland  or  duct,  2.8  per  cent.  The  authors 
believe  that  this  last  set  of  figures  is  more 
nearly  correct.  Multiple  stones  are  quite 
common,  but  it  is  unusual  to  find  more 
than  one  gland  involved  in  the  same  pa- 
tient. Men  are  more  frequently  affected 
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than  women  and  the  instance  varies  be- 
tween 2 to  1 and  5 to  1.  New  and  Harper 
have  stated  that  for  some  unknown  reason 
the  right  submaxillary  gland  is  affected  al- 
most twice  as  often  as  the  left. 

Salivary  calculi  are  primarily  composed 
of  calcium  phosphate,  magnesium  phos- 
phate, calcium  carbonate,  calcium  fluoride, 
sodium  chloride,  potassium  chloride,  and  a 
small  amount  of  potassium  sulfocyanide. 
It  is  interesting  to  note  that  tartar  de- 
posits on  the  teeth  nearest  the  openings  of 
the  ducts  have  a composition  similar  to 
calculi.  There  are  many  theories  as  to 
how  the  calculus  forms,  but  Barskey  has 
advanced  the  most  reasonable  theory  and 
he  states  that  when  saliva  passes  from  the 
gland  substance  into  the  duct  and  then  into 
the  mouth,  its  temperature  is  gradually 
lowered,  resulting  in  precipitation  of  salts 
of  the  saliva  upon  any  available  base  sub- 
stance. He  believes  this  base  substance  is 
probably  a small  placque  of  precipitated 
mucin.  The  stone  then  continues  to  in- 
crease in  size  by  concentric  layering. 

It  is  impossible  to  conceive  how  either 
acute  or  chronic  obstructive  symptoms 
could  exist  without  some  degree  of  infec- 
tion also  being  present,  and  this  fact  must 
be  assumed  in  all  cases.  In  the  typical 
acute  attack,  there  is  a sharp  colicky  pain 
with  swelling,  at  meal  times  or  at  the  sug- 
gestion of  food.  Pain  gradually  subsides, 
leaving  a swelling  which  may  exist  for  a 
few  hours  to  several  days  and  is  associated 
with  some  tenderness  of  the  glands.  There 
may  occur  a number  of  acute  attacks  as 
described  or  the  condition  may  change 
gradually  to  the  chronic  form.  However, 
if  there  is  a marked  inflammatory  process 
accompanying  the  obstruction,  abscess  for- 
mation of  the  gland  may  occur  unless 
prompt  intervention  for  removal  of  the 
stone  is  instituted. 

A chronic  form  may  follow  one  or  more 
acute  attacks  of  colic,  or  it  may  never  go 
through  this  acute  phase.  Usual  symptoms 
are  feeling  of  fullness  or  tightness,  par- 
ticularly at  meal  times  in  the  region  of  the 
gland.  Slight  enlargement  or  tenderness 
may  be  an  almost  constant  feature.  Sec- 
ondary infection  always  develops  with  some 
obstruction  of  the  secreting  cells  which  are 


replaced  by  fibrous  tissue  until  the  gland 
eventually  becomes  firm  with  markedly  in- 
creased density. 

The  treatment  of  salivary  calculus  is  re- 
moval of  the  calculus.  It  is  a most  satis- 
factory surgical  procedure  to  remove  a cal- 
culus from  Wharton’s  duct.  The  area  is 
anesthetized  and  with  a probe  inserted  in 
the  duct,  a pair  of  small,  sharp-pointed 
scissors  is  used  to  open  the  duct  as  far 
back  as  necessary,  using  retraction  sutures 
in  the  tongue  to  give  good  exposure.  There 
are  no  important  structures  lying  above 
Wharton’s  duct,  and  if  carried  out  as  de- 
scribed, there  is  no  surgical  injury  to  the 
lingual  and  hypoglossal  nerve  and  large 
blood  vessels.  When  the  duct  has  been  in- 
cised carefully  with  its  long  axis,  no  further 
attention  need  be  given  it,  as  it  will  heal 
back  to  its  original  state.  If  one  or  more 
salivary  calculi  are  located  at  the  junction 
of  Wharton’s  Duct  with  the  submaxillary 
gland,  this  calculus  should  be  removed 
intra-orally,  and  it  can  be  done  with  lots 
of  operative  time  and  a few  special  instru- 
ments ( 1 short  and  1 long  right  angle,  long 
handled  sub-mucous  resection  retractor;  1 
long,  8 inch,  very  sharp-pointed  scissors; 
and  1 very  small  or  sieve  suction  tip).  This 
same  procedure  applies  to  the  sublingual 
ducts. 

A stone  in  Stensen’s  duct  may  be  han- 
dled differently.  Very  gentle  dilation  and 
probing  should  first  be  attempted,  and  if 
this  does  not  prove  effective,  the  duct  may 
then  be  opened  in  the  same  general  man- 
ner as  Wharton’s  duct  until  the  stone  is 
reached.  If  the  duct  has  been  cross  sec- 
tioned, a stenosis  may  occur.  In  such  a 
case,  we  advise  incising  the  proximal  end 
of  the  duct  about  one-half  inch  and  keep 
the  incision  open  with  probing  until  epithe- 
lialization  occurs  in  the  incison,  thereby 
converting  an  occluded  duct  into  an  intra- 
oral fistula. 

If  the  stone  is  in  the  gland  itself  and 
causing  obstructive  symptoms,  the  stone 
may  be  removed  through  a skin  incision 
into  the  gland  substance,  but  occasionally 
can  be  removed  through  the  posterior  end 
of  the  duct.  The  gland  is  not  removed  if 
it  is  in  fair  condition  and  capable  of  func- 
tioning. The  possibility  of  a fistula  is  al- 
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ways  present  following  the  procedure  and 
a pressure  bandage  is  indicated.  We  be- 
lieve that  the  use  of  sulfonamides  and  peni- 
cillin, either  separately  or  together,  is  defi- 
nitely indicated  in  all  pre-  and  post-oper- 
ative cases  because  of  the  accompanying 
infection. 

X-Ray  of  the  Salivary  Glands 
and  Their  Ducts 

Any  patient  with  symptoms  of  the  sali- 
vary glands  and  their  ducts  should  have 
complete  X-ray  pictures  of  the  salivary 
glands  and  their  ducts  to  determine  the 
presence  of  calculus  in  the  gland  or  in  the 
duct.  The  submaxillary  gland,  or  Whar- 
ton’s duct,  is  more  frequently  involved  with 
calculi ; next,  Stensen’s  duct  and  the  parotid 
gland ; and  last,  the  sublingual  ducts  and 
glands.  Calculi  in  the  ducts  are  usually 
oblong  in  shape.  Calculi  in  the  glands  are 
usually  round.  Most  calculi  in  the  ducts 
or  glands  will  show  in  one  of  the  various 
positions.  It  has  been  estimated  that  sali- 
vary calculi  contain  from  66  to  72  per  cent 
calcium  phosphate  and  carbonate ; however, 
there  are  some  small  calculi  containing  very 
low  amounts  of  calcium  that  do  not  show 
with  X-ray.  It  is  infrequent  for  calculi 
not  to  show  in  X-ray  pictures,  if  they  are 
causing  symptoms.  Diagnostic  X-rays  of 
the  anterior  two-thirds  of  Wharton’s  duct 
can  be  made  bone-free  with  an  occlusal 
film,  size  2x3  inches,  in  the  mouth  and  with 
the  X-ray  tube  under  the  chin.  The  pos- 
terior third,  must  be  made  in  the  lateral 
positioyi  (extreme  jaw  position). 

The  submaxillary  gland  films  are  made 
laterally  in  a position  called  the  extreme 
jaw  position.  Another  position  for  sub- 
maxillary glands  is  the  same  as  in  a pic- 
ture for  the  right  and  left  sphenoids,  in 
the  vertico-sub mental  position.  This  view 
was  accidentally  found  by  the  senior  au- 
thor and  has  never  been  described  in  text- 
books for  submaxillary  gland  positions.  It  is 
an  excellent  position  when  looking  for  cal- 
cium in  the  submaxillary  gland  and,  when- 
ever sinus  pictures  are  made,  one  can  al- 
ways look  in  that  region  and  check  up  on 
the  submaxillary  glands  even  though  the 
patient  does  not  have  any  symptoms.  X-ray 
diagnosis  of  the  salivary  glands  is  very 


important,  for  if  you  miss  a salivary  cal- 
culus and  try  to  treat  the  patient  sympto- 
matically, he  may  never  get  relief  as  long 
as  the  calculus  remains  in  the  duct  or  gland. 
Salivary  pictures  are  so  satisfactory  that 
the  otolaryngologist  cannot  afford  to  treat 
the  patient  for  any  length  of  time  without 
a set  of  pictures. 

The  sublingual  gland  and  duct  pictures 
are  made  with  an  occlusal  film,  exactly  de- 
scribed for  Wharton’s  duct.  The  parotid 
gland  is  made  in  a true  lateral  position. 
X-ray  of  Stensen’s  duct  is  made  with  the 
mouth  wide  open  in  true  lateral  position 
attempting  to  get  the  teeth  and  jaws  out 
of  the  picture.  To  pass  a probe  into 
Wharton’s  duct  and  Stensen’s  duct  is  a very 
easy  and  satisfactory  office  procedure,  and 
a picture  made  with  the  probe  in  the  duct 
frequently  is  of  very  great  diagnostic  value. 
Injecting  iodine  oil  into  Stensen’s  and 
Wharton’s  ducts  is  easily  done,  and  the 
diagnostic  pictures  should  be  made  imme- 
diately after  the  injection.  This  is  prefer- 
ably performed  in  the  same  room  where 
the  X-rays  are  to  be  made,  so  there  will  be 
very  little  loss  of  time  between  the  injection 
and  the  picture.  Every  minute  some  of  the 
oil  is  excreted.  However,  in  some  glands 
and  ducts,  parts  of  the  oil  remain  for  sev- 
eral days  or  for  a few  weeks.  Pendergrass 
states  that  iodine  in  oil  injection  is  indi- 
cated in  ( 1 ) to  demonstrate  the  relation- 
ship of  salivary  ducts  and  glands  to  ad- 
jacent structures,  (2)  salivary  fistulae,  (3) 
to  demonstrate  calculi,  foreign  bodies,  stric- 
tures, and  diverticula,  (4)  recurrent  paro- 
titis, (5)  to  determine  whether  a tumor  is 
encapsulated  or  infiltrating,  and  whether 
the  tumor  mass  is  extrinsic  to  the  salivary 
glands.  It  is  contraindicated  in  acute  in- 
fections of  the  salivary  glands. 

In  diagnostic  pictures  of  Wharton’s  or 
Stensen’s  ducts,  look  particularly  for  con- 
striction or  dilation  of  the  duct.  In  the 
glands,  look  for  defect  of  filling.  In  chronic 
infection  of  the  salivary  glands  after  in- 
jection, look  for  dilatation  of  the  small  glan- 
dular ducts  and  multiple  cavitations.  The 
picture  in  these  cavitations  look  as  if  the 
gland  has  been  sprinkled  with  bird  shot, 
for  the  iodine  oil  is  scattered  through  the 
affected  part  of  the  gland  and  is  positively 
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diagnostic.  In  the  glands,  particularly  the 
submaxillary,  one  is  occasionally  able  to  see 
that  the  gland  is  spotted  with  accumula- 
tions of  calcium. 

Chronic  Diseases 

Uveo-par otitis — This  chronic  inflamma- 
tory process  in  the  salivary  glands  is  quite 
rare.  The  disease  is  frequently  first  seen 
by  the  ophthalmologist  and  is  characterized 
by  a painless  enlargement  of  both  parotid 
glands  associated  with  a smouldering  uve- 
itis. Usually  the  only  symptoms  are  ocular, 
but  there  may  be  a low  grade  fever,  facial 
paralysis,  burning  sensation  of  the  tongue 
or  a generalized  involvement  of  the  salivary 
glands. 

The  etiology  is  possibly  tubercular,  but 
it  has  not  been  proved.  Its  tendency  is  for 
spontaneous  recovery  after  18  months  to 
several  years  with  considerable  loss  of  vi- 
sion. Some  authors  give  a mortality  rate 
up  to  5 per  cent,  but  this  is  not  generally 
considered  to  be  correct.  Treatment  is  non- 
specific and  is  directed  towards  treatment 
of  the  eye  condition. 

Tuberculosis — Tuberculosis  of  the  sali- 
vary glands  is  another  rare  condition,  and 
usually  affects  the  submaxillary  gland.  It 
is  quite  rare  to  see  the  parotid  involved. 
It  is  frequently  mistaken  for  tuberculosis 
of  a neighboring  lymph  node,  malignancy, 
syphilis,  or  mixed  tumors.  As  in  other 
infections  of  the  salivary  glands,  the  en- 
trance may  be  by  direct  extension  through 
the  duct  from  sputum  coughed  up  in  a chest 
lesion ; it  may  be  carried  by  the  lymphatics 
from  the  surrounding  nodes  or  may  be 
blood  borne  from  a lesion  in  the  body.  The 
lymphatic  route  is  frequently  through  the 
tonsil  or  an  infection  around  the  third 
molar  tooth,  which  drains  to  the  glands  of 
the  angle  of  the  jaw.  DePaoli  has  pre- 
sented a case  in  which  the  parotid  gland 
was  infected  secondarily  to  a tuberculous 
infection  of  the  ear. 

This  infection  is  divided  into  two  types, 
(1)  chronic  or  fibroid  which  is  encapsu- 
lated and  slowly  progressive,  with  symp- 
toms occurring  late,  (2)  the  acute  inflam- 
matory form  which  is  a diffuse  process  and 
runs  a fairly  rapid  course. 

Treatment  in  the  past  has  been  non-spe- 


cific and  directed  towards  general  support- 
ive measures.  Streptomycin  or  promin  may 
be  used ; however,  the  authors  have  had  no 
experience  in  the  use  of  these  drugs  in  the 
condition,  and  have  not  been  able  to  find 
any  reports  on  either  of  these  drugs  for 
this  condition. 

Syphilis — Up  until  1944  only  four  papers 
were  written  on  syphilis  of  the  salivary 
glands,  and  about  85  reported  cases  are 
in  the  world  literature.  Usually  the  paro- 
tid gland  only  is  involved;  however,  the 
other  glands  may  be  involved  in  singular 
or  multiple.  The  senior  author  has  one 
case  in  which  the  submaxillary  gland  only 
was  involved  and  was  associated  with  the 
presence  of  one  duct  stone.  The  majority 
of  the  infections  are  in  acquired  syphilis 
and  six  cases  involving  the  parotid  are  re- 
ported from  congenital  syphilis.  The  age 
group  is  predominately  30  to  50  years  of 
age,  and  incidence  is  equally  divided  among 
the  sexes. 

The  clinical  picture  may  be  acute,  sub- 
acute, or  chronic.  The  acute  stage  is  cer- 
tainly not  typical  of  syphilis  and  is  usually 
associated  with  general  malaise,  slight  or 
moderate,  small  temperature  rise,  and 
slight  tenderness  over  one  or  more  of  these 
glands,  but  nerve  pain  may  be  present. 
Very  little  if  any  pus  is  seen  in  the  duct, 
and  the  gland  swelling  progresses  rapidly, 
resembling  that  of  acute  non-specific  infec- 
tion of  the  gland  except  the  temperature 
rise  is  never  high.  The  diagnosis  is  usually 
made  on  the  basis  of  positive  blood  serology, 
fast  response  to  anti-luetic  therapy,  and  the 
duration  is  usually  from  2 to  12  months. 

The  chronic  form  is  usually  gummatous, 
but  may  be  fibrotic.  There  is  little  or  no 
pain  associated  and  paralysis  of  the  7th 
nerve  is  infrequent.  The  increase  in  size 
is  slow  and  frequently  difficult  to  diagnose 
from  a tumor.  The  diagnosis  may  require 
surgical  biopsy.  Both  blood  and  spinal 
fluid  serology  are  essential  in  these  cases. 

Mikulicz’s — Mikulicz  first  described  this 
condition  in  1888  and  very  little  has  been 
added  since  his  original  description.  It  is 
a very  rare  condition  and  lacrimal  involve- 
ment is  usually  the  first  symptom  and  the 
ophthalmologist  frequently  makes  the  diag- 
nosis. However,  the  submaxillary  and  the 
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parotid  glands  may  show  the  first  signs  of 
swelling.  The  swelling  is  smooth,  firm, 
painless,  and  it  is  not  adherent  to  the  sur- 
rounding structures.  The  blood  picture  is 
unchanged.  No  temperature  is  present,  but 
occasionally  splenomegaly  or  generalized 
lymphadenopathv  may  be  present. 

The  etiology  is  not  known  and  the  course 
is  usually  progressive,  but  in  rare  cases  has 
spontaneously  subsided.  Beck  has  observed 
one  case  in  which  he  believes  the  condition 
was  issued  in  following  acute  tonsillitis. 

Treatment  seems  to  be  fairly  effective 
and  arsenicals  and  iodides  have  been  rec- 
ommended. Some  cases  have  responded 
beautifully  to  X-ray  therapy.  Surgical  in- 
tervention is  to  be  avoided  unless  the  en- 
largement is  enough  to  cause  the  palpebral 
fissures  to  be  inadequate  or  if  there  is  suf- 
ficient disfigurement  present. 

Actinomycosis — A very  chronic  disfigur- 
ing disease  of  the  salivary  glands,  second- 
ary to  infection  of  the  mouth,  gums,  or 
tonsils.  It  affects  primarily  the  parotid 
glands  and  must  be  differentiated  from 
syphilis,  tuberculosis,  carcinoma,  inflam- 
matory cysts  and  fibroma. 

This  disease  is  characterized  by  multiple 
abscesses  which  usually  rupture  into  each 
other  to  form  one  large  abscess.  Unless 
surgery  is  resorted  to,  it  usually  ruptures 
through  the  skin  and  forms  a draining  fis- 
tula with  secondary  infection  by  staphy- 
lococcus. 

Treatment  consists  of  incision  with  cu- 
rettement,  caustic  sticks  of  silver  nitrate 
or  copper  sulphate,  X-ray,  and  iodides.  We 
recommend  Lipoiodine  (Ciba),  to  take 
three  to  five  tablets  daily.  Romansky  has 
recently  reported  two  cures  with  large  doses 
of  penicillin. 

Chronic  Inflammation  of  the  Salivary 
Glands — This  condition  may  follow  chronic 
intoxication,  uremia,  narcotics,  lead,  bis- 
muth, following  acute  infections  of  the  sali- 
vary glands  or  ducts,  and  frequently  asso- 
ciated with  calculi.  Those  associated  with 
calculi  will  be  discussed  under  the  other 
heading. 

In  such  cases,  the  glands  of  the  ducts 
enlarge  and  are  quite  tender.  There  is  usu- 
ally a decrease  in  the  amount  of  saliva  from 
the  infected  glands  and  the  condition  often 


terminates  in  abscess  formation  if  not 
promptly  relieved. 

Treatment  consists  in  the  elimination  of 
the  source  of  poison  if  present.  Oral  hy- 
giene with  a large  fluid  intake  must  be 
stressed,  and  heat  applied  locally  is  of  bene- 
fit. Large  doses  of  iodine  internally  with 
occasional  dilation  of  the  duct  and  injec- 
tion of  iodine  oil  into  the  gland  may  be  of 
benefit.  Surgical  drainage  is  indicated  only 
if  fluctuation  is  present.  Penicillin  and 
sulfonamide  drugs  may  be  used  if  the  in- 
fection is  primarily  bacterial.  One  Lipoio- 
dine tablet  two  or  three  times  daily  is 
recommended. 

The  duration  is  usually  from  one  to  two 
months,  and  a very  vile  taste  in  the  mouth 
is  one  of  the  predominant  characteristics. 
Its  bacteriology  is  usually  the  same  as  that 
in  acute  cases,  and  its  onset  is  usually  asso- 
ciated with  a dental  or  throat  infection. 

Treatment  is  directed  toward  removal  of 
a calculus  if  present,  and  otherwise  it  is 
the  same  as  that  for  acute  inflammation  of 
the  salivary  glands. 

Acute  Inflammation  of  the 
Salivary  Glands 

This  condition  is  of  most  serious  import ; 
it  may  be  caused  by  (1)  an  ascending  in- 
fection along  the  main  ducts,  (2)  extension 
from  adjacent  structures  by  way  of  the 
lymphatics,  (3)  infection  carried  through 
the  blood  stream,  and  (4)  direct  extension 
by  rupture  from  adjacent  structures. 

This  condition  is  usually  limited  to  the 
parotid  gland,  but  may  occur  in  any  of  the 
other  glands.  It  frequently  follows  extrac- 
tion of  teeth ; immobilization  after  frac- 
ture ; secondary  to  calculus ; following  acute 
pharyngitis  or  tonsillitis ; following  abdom- 
inal surgery,  especially  of  the  lower  bowel 
or  pelvis;  and  following  acute  systemic  in- 
fections such  as  pneumonia  and  typhoid 
fever.  The  offending  organisms  in  the 
order  of  occurrence  are  staphylococcus 
aureus,  streptococcus  viridans,  hemolytic 
streptococcus,  bacterium  typhosum,  pneu- 
mococcus, and  fusiform  bacillus. 

Berndt,  Buck,  Buxton,  and  Custer  have 
shown  experimentally  that  it  is  much  easier 
to  cause  parotitis  by  infection  through  the 
duct  than  by  any  other  route.  Talbot  states 
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that  most  cases  show  evidence  of  infection 
at  the  orifice  of  Stenson’s  duct.  It  is  in- 
teresting to  note  that  infections  of  the  sali- 
vary glands,  postoperatively,  are  more  fre- 
quent between  November  and  April,  when 
respiratory  infections  are  most  prevalent, 
and  recurrent  parotitis  is  much  more  fre- 
quent in  women.  Probably  the  most  im- 
portant single  factor  is  the  postoperative 
limitation  of  fluids  by  mouth  or  vein  along 
with  atropine  and  morphine.  The  low  in- 
cidence of  sublingual  and  submaxillarv 
gland  infections  of  this  type  are  due  to  the 
fact  that  the  tongue  protects  the  ducts  from 
dryness. 

Prior  to  the  advent  of  sulfonamide  and 
penicillin  drugs,  the  most  effective  treat- 
ment was  advocated  in  1930  by  Rankin  and 
Palmer  using  radium  packs.  They  were 
able  to  decrease  the  mortality  in  their  series 
from  39  to  5 per  cent.  Leithauser  and 
Cantor  have  advocated  massive  doses  of 
Lugol’s  solution  and  have  prescribed  a 
daily  dose  of  160  minims.  Hobbs  and 
Sneirson  have  advocated  dilatation  and 
lavage. 

In  all  cases,  the  severity  of  the  condition 
warrants  combination  of  any  and  all  forms 
of  therapy.  The  minimum  intake  of  3,000 
c.c.  of  fluid  for  each  twenty-four  hours  is 
essential.  A mouth  wash  at  frequent  in- 
tervals during  the  day  and  night  is  also 
essential.  Full  therapeutic  doses  of  peni- 
cillin are  indicated  and  sulfonamides  in  con- 
junction if  the  patient  can  tolerate  it.  If 
a calculus  is  associated,  it  must  be  removed, 
and  a fluctuating  abscess  must  be  incised. 
Therapeutic  doses  of  X-ray  are  preferable 
to  radium,  because  it  is  more  effective  and 
more  readily  available.  The  recommended 
dose  is  125  to  150  R.,  given  one  to  three 
days  apart  for  three  or  four  doses.  The 
authors  heartily  condemn  the  procedure  of 
dilatation  and  lavage  in  these  acute  cases. 

Complications  are  numerous  and  among 
the  most  serious  are  toxic  absorption,  rup- 
ture into  the  pharynx,  downward  extension 
into  the  mediastinum,  and  rupture  through 
the  external  auditory  canal  or  into  the  tem- 
poromandibular joint.  Those  cases  occur- 
ring in  the  submaxillary  glands  may  lead 
to  Ludwig’s  angina  or  severe  edema  of  the 
glottis. 


The  rather  infrequent  form  of  this  con- 
dition is  parotitis  in  the  new  born,  usually 
occurring  between  the  eighth  and  ninth  day 
of  life.  Sanford  and  Shmigelsky  have 
thoroughly  reviewed  the  literature  through 
1945,  and  presented  five  cases  of  their  own, 
making  a total  of  65  cases.  They  state  that 
staphlycoccus  aureus  hemolyticus  is  the 
usual  organism  and  the  condition  responds 
well  to  sulfonamide  therapy.  For  some  un- 
known reason,  sulfathiazole  was  the  drug 
of  choice.  Multiple  small  incisions  of  the 
capsule  and  gland  may  be  a life-saving  pro- 
cedure. Three  to  six  Lipoiodine  tablets 
daily  is  of  benefit. 

Fistulas 

Salivary  fistulas  are  largely  confined  to 
the  parotid  gland  or  duct.  They  are  much 
less  common  in  the  submaxillary  gland  and 
extremely  rare  in  the  sublingual  gland.  The 
causes  are  injury,  postoperative,  from 
acute  or  chronic  infections,  and  infections 
secondary  to  blockage  by  calculus.  Fistula 
of  the  parotid  gland  itself  is  much  less  fre- 
quent than  that  of  the  duct  and  it  is  much 
more  responsive  to  treatment.  The  usual 
finding  is  a small  opening  externally  with 
a thin,  clear,  watery  fluid,  characteristic 
of  saliva,  and  with  an  increased  output 
during  eating  or  the  suggestion  of  food. 
Granulations  may  be  present  if  it  has  been 
of  more  than  short  duration. 

Treatment  for  fistula  of  the  gland,  if 
recent,  is  usually  successful  with  a tight 
bandage,  by  cauterization,  or  by  both.  If 
this  fails,  excision  of  the  tract  with  careful 
approximation  of  the  tissues  frequently  will 
give  a cure. 

Fistula  of  the  duct  usually  opens  from 
the  skin  side  and  rarely  the  buccal  sur- 
face, and  any  part  of  the  duct  may  be  in- 
volved. The  symptoms  are  much  the  same 
as  when  the  gland  is  involved  except  there 
is  a greater  quantity  of  secretion  when  the 
duct  is  involved.  The  literature  is  filled 
with  various  techniques  intended  to  elim- 
inate fistulas  of  the  parotid  duct,  and  end- 
to-end  anastomosis  is  rarely  successful  ex- 
cept in  case  of  fresh  injury,  in  which  there 
is  immediate  repair  of  the  cut  ends  of  the 
duct  with  a dowel  left  in  place. 

Time  and  space  do  not  permit  a detailed 
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discussion  oi  ail  the  various  techniques ; 
however,  procedures  have  been  designed  by 
Nicoladoni,  Von  Langenbeck,  Kaufman, 
Deguise,  Braun,  Glascock,  Homan,  and 
others.  Descriptions  can  be  found  of  these 
techniques  in  any  standard  textbook,  par- 
ticularly Fomon's  plastic  repair;  but  prob- 
ably the  most  successful  method  is  that 
described  by  Nicoladoni  and  consists  of 
dissecting  the  tract  free  of  the  cheek  and 
freeing  the  proximal  end  of  the  duct.  A 
rectangular  window  is  then  outlined  on  the 
buccal  surface  and  dissected  free  except 
for  its  proximal  side.  This  tongue  of 
mucous  membrane  is  then  fashioned  into 
a tube  and  anastomosed  end  to  end  with 
the  duct  and  a dowel  is  inserted  to  insure 
patency.  If  one  of  these  various  forms  of 
surgery  fails  to  cure  the  fistula,  X-ray 
atrophy  with  1,500  R.  may  be  attempted 
or  an  avulsion  of  the  auricultotemporal 
nerve  with  its  secretory  fibers.  Removal 
of  the  parotid  gland  usually  results  in  facial 
paralysis  and  is  not  recommended. 

Fistulas  of  Wharton’s  duct  are  rarely  a 
problem  as  the  fistula  always  opens  into 
the  mouth  and  does  not  give  any  symptoms. 
External  fistulas  of  the  submaxillary  gland 
itself  are  treated  either  by  pressure  band- 
age or  dissection  of  the  tract,  and  if  this 
fails  the  gland  must  be  removed.  It  is  in- 
teresting to  note  Jenkins’  case  of  submax- 
illary gland  fistula  secondary  to  injury  of 
the  gland  when  attempting  to  dissect  a 
thyroglossal  tract. 

Ranula 

The  name  ranula  is  a term  loosely  ap- 
plied to  all  chronic  benign  cysts  of  the  floor 
of  the  mouth.  Clinically  they  take  the  form 
of  a soft  fluctuating  painless  mass  in  the 
sublingual  area  and  are  of  a bluish  violet 
color.  They  frequently  lie  above  the  mylo- 
hyoid muscle,  but  may  burrow  in  almost 
any  direction.  The  walls  are  very  thin 
and  contain  clear  albuminous  material. 

The  etiology  is  highly  disputed  and  there 
are  many  theories,  the  most  common  being 
that  they  are  a retention  cyst  and  among 
the  various  structures  mentioned  are  sub- 
lingual or  submaxillary  glands  and  their 
ducts,  the  thyroglossal  tract,  accessory  thy- 
roid glands,  and  the  incisive  glands  of 


Suzane  and  Merkle.  The  authors  believe 
that  a ranula  is  usually  a dilated  mucous 
gland  of  the  floor  of  the  mouth  or  a dilated 
sublingual  duct. 

Many  procedures  have  been  devised  for 
the  eradication  of  ranula,  and  we  recom- 
mend complete  excision  for  small  ranulas. 
Procedures  recommended  for  large  ranula 
are  the  silver  wire  loop,  which  forms  a per- 
manent internal  fistula,  after  which  the 
wire  can  be  removed ; and  the  Partsch  op- 
eration or  partial  excision  is  also  a good 
procedure. 

In  differential  diagnosis  one  must  con- 
sider dermoid,  lipoma,  angioma,  gumma, 
thyroglossal  cyst,  nevus,  lymphadenitis,  ab- 
scess, Mikulicz’s  disease,  suprahyoid,  bursa, 
cyst,  etc. 

Tumors 

The  literature  on  salivary  gland  tumors 
has  been  voluminous  since  1930,  and  it  is 
not  the  purpose  of  this  paper  to  give  a 
lengthy  discussion,  but  rather  to  give  a 
practical  survey  of  this  condition. 

The  usual  classification  of  tumors  seems 
to  be  fairly  satisfactory,  and  they  are  listed 
as  benign,  mixed,  and  malignant.  The  be- 
nign consists  of  adenoma,  lipoma,  fibroma, 
angioma,  cysts,  and  adenolymphoma.  The 
only  real  important  tumor  in  this  group 
is  adenolympoma,  and  in  recent  years  it  has 
been  reported  in  increasing  frequency.  It 
is  known  under  a variety  of  names,  among 
which  are  papillary  cystadenoma  lympho- 
matosis, branch iogenic  adenoma,  Wharton’s 
tumor,  and  numerous  others.  It  is  usually 
classified  as  benign  although  an  occasional 
malignant  form  has  been  reported.  Its 
clinical  course  is  very  slow  and  in  one  case 
the  tumor  mass  was  known  to  have  ex- 
isted for  as  much  as  30  years.  The  gland 
is  usually  not  painful  or  tender  and  the 
facial  appearance  is  the  primary  complaint. 
The  mass  is  usually  of  smooth  contour  near 
the  surface  of  the  gland  and  is  encapsulated. 

Surgical  removal  in  its  capsule  is  the 
recommended  treatment  and  is  usually  with- 
out difficulty,  but  with  possible  damage  to 
the  facial  nerve  branches.  There  is  a strong 
tendency  to  recurrence  if  incomplete  re- 
moval has  been  done.  The  other  benign 
tumors  are  quite  rare  and  do  not  require 
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any  special  consideration,  other  than  the 
difficulty  in  diagnosis,  from  other  more  im- 
portant conditions  of  the  salivary  glands. 

Various  figures  as  to  the  incidence  of 
mixed  tumors  have  been  given,  but  it  is 
usually  generally  agreed  that  90  per  cent 
of  all  salivary  tumors  are  mixed  tumors. 
The  histology  of  this  group  is  so  variable 
and  complicated  that  no  explanation  seems 
to  be  adequate,  since  both  mesenchymal  and 
ectodermal  tissue  are  present.  The  strik- 
ing preference  of  these  tumors  for  the  pa- 
rotid gland  does  not  seem  to  aid  in  explana- 
tion of  its  origin. 

The  average  age  incidence  is  44  years, 
however,  Duthoit  has  reported  a mixed  tu- 
mor of  the  parotid  gland  in  a child  six  weeks 
of  age.  Hellwig  has  reported  a case  in  an 
80-year-old  person.  The  tumor  has  a tend- 
ency to  undergo  malignant  changes  and 
there  is  a marked  tendency  toward  recur- 
rence, particularly  if  incompletely  removed. 
It  has  been  stated  that  the  smaller  the 
tumor  mass  at  the  time  of  surgical  removal, 
the  more  prone  it  is  to  recur,  but  no  one 
seems  to  state  what  size  it  should  be  before 
removal. 

There  is  a marked  variance  in  opinion 
as  to  the  means  of  treatment.  Surgery, 
irradiation,  and  a combination  of  both  have 
been  advised.  Stewart,  Foote,  and  Becker 
have  reported  cures  by  a combination  of 
X-ray  and  radium  therapy  and  also  cures 
in  combined  surgical  and  irradiation  cases. 
Merritt  believes  that  a combination  of  sur- 
gery and  irradiation  is  illogical.  Swinton 
and  Warren  state  that  their  results  have 
not  been  encouraging  with  radiation  alone. 
C.  W.  Mayo  has  drawn  attention  to  the 
fact  that  preoperative  irradiation  should 
not  be  given  because  of  the  difficulty  in  dif- 
ferential diagnosis  of  salivary  tumors,  and 
he  believes  that  the  pathological  condition 
should  be  determined  before  irradiation  is 
used.  Wakely,  Benedict,  Meigs,  and  Mc- 
Farland believe  that  radium  is  of  little  or 
no  benefit.  MacFee  believes  that  a com- 
bination of  both  surgery  and  irradiation  is 
the  method  of  choice  when  the  tumor  has 
undergone  malignant  changes. 

There  are  several  facts  that  from  the 
clinical  standpoint  seem  practically  indis- 
putable and  that  is  a mixed  tumor  is  highly 


resistant  to  X-ray  or  radium.  The  same 
holds  true  for  recurrence  of  mixed  tumors 
and  also  for  the  tumor  that  has  undergone 
malignant  changes.  For  this  reason,  sev- 
eral authors  have  made  the  statement  that 
the  surgeon  who  operates  on  a mixed  tumor 
the  first  time  holds  the  patient’s  fate  in 
his  hands.  Therefore,  many  of  the  recent 
reports  favor  a radical  removal  of  the 
parotid  gland  in  the  presence  of  a mixed 
tumor.  Many  surgeons  insist  that  the 
operation  can  be  performed  in  close  to 
100%  of  the  cases  with  little  or  no  appre- 
ciable damage  to  the  7th  nerve.  Most 
authors  favor  enucleation  of  the  tumor, 
intracapsular,  or  removal  of  the  tumor 
along  with  the  surrounding  portion  of  the 
gland  if  the  capsule  of  the  tumor  has  not 
been  broken  by  the  growth.  Hamilton 
Bailey,  Trueblood,  Burch,  Fisher,  and  oth- 
ers have  pointed  out  the  advantages  of  a 
total  parotidectomy  because  there  is  fre- 
quently a smaller  unnoticed  tumor  present 
which  may  account  for  recurrence  even 
though  a successful  enucleation  of  the 
tumor  within  the  capsule  has  been  per- 
formed. 

Because  of  the  high  resistance  to  radia- 
tion, it  goes  without  saying  that  any  mixed 
tumor  that  has  broken  through  its  capsule, 
that  has  invaded  a portion  of  the  gland, 
or  has  undergone  malignant  changes  should 
have  radical  removal  of  the  entire  parotid 
gland  at  the  expense  of  the  facial  nerve 
if  necessary.  If  at  operation  it  is  found 
that  all  of  the  tumor  cannot  be  removed 
successfully,  then  radon  seeds  or  X-ray 
therapy  should  be  used  as  a supplement  to 
surgery  and  the  dose  must  he  heavy. 

Even  though  careful  technique  is  used, 
if  there  is  any  thought  that  some  of  the 
tumor  cells  may  have  escaped  in  the  wound, 
various  solutions  have  been  used  to  coagu- 
late these  cells.  There  is  also  a wide  vari- 
ance of  opinion  among  authorities  as  to 
whether  something  of  this  nature  should 
be  used  or  not.  There  have  been  a number 
of  solutions  which  are  so  irritating  as  to 
cause  undue  tissue  necrosis  and  even  death 
to  the  facial  nerve.  Hayes  Martin  has 
used  60%  alcohol  in  the  wound  for  about 
1 or  2 minutes  and  then  flushes  the  wound 
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out  with  some  solution,  such  as  Dakin’s 
solution,  poured  from  a height  of  several 
feet  for  the  flushing  effect,  and  he  believes 
the  flushing  effect  is  more  successful  in 
preventing  transplantation  of  tumor  cells 
than  is  the  use  of  a coagulating  solution. 
Robert  Janes  believes  that  copious  flushing 
with  normal  saline  is  as  good  as  anything 
else.  T.  E.  Jones  washes  the  area  with 
ether.  Alton  Ochsner  has  painted  the  area 
with  Zenker’s  solution,  using  great  care 
because  it  is  so  caustic.  Furstenburg  does 
not  believe  that  any  coagulating  substance 
could  be  used  effectively.  0.  T.  Clagett 
swabs  the  wound  thoroughly  with  Harring- 
ton’s solution  and  then  with  70%  alcohol. 
Hamilton  Bailey  floods  the  wound  with 
60%  alcohol  from  time  to  time  during  op- 
eration. Wayne  Babcock  wipes  the  wound 
with  50%  tincture  of  iodine.  The  authors 
believe,  from  experience  and  from  other 
reports,  that  60%  alcohol  and  copious  flush- 
ing of  the  area  is  the  procedure  of  choice, 
but  there  is  considerable  doubt  as  to  the 
effectiveness  of  alcohol.  The  matter  of 
closing  the  wound  tightly  or  inserting  a 
drain  for  several  days  is  an  argued  ques- 
tion, but  in  our  experience,  a Penrose  drain 
in  the  lower  part  of  the  incision  has  proved 
most  satisfactory  and  does  not  seem  to 
give  much  more  scarring  than  if  it  were 
not  used. 

One  of  the  most  valuable  diagnostic  pro- 
cedures for  any  type  of  salivary  tumor  is 
aspiration  biopsy.  We  recommend  it  high- 
ly. The  most  satisfactory  apparatus  has 
been  suggested  by  Hayes  Martin,  which 
consists  of  an  18  gauge  needle,  5 to  10  c.m. 
in  length,  very  sharp,  with  a relatively 
short  bevel,  and  a 20  c.c.  record  syringe. 

Common  types  of  malignant  tumors  are : 

(1)  mixed  tumors  with  malignant  changes; 

(2)  tumors  of  basal  cell  type  with  cylin- 
drical arrangement;  (3)  papillary  cystic 
tumors;  (4)  adenocarcinoma;  (5)  squam- 
ous cell  carcinoma;  (6)  sarcoma;  (7)  un- 
differentiated types.  It  is  frequently  dif- 
ficult to  differentiate  between  a malignant 
and  non-malignant  tumor.  However,  some 
differences  are  worth  mentioning — the  ma- 
lignancy is  usually  very  rapid  in  growth, 
usually  deep  in  the  gland  substance,  gives 
rather  early  facial  nerve  involvement,  and 
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is  usually  smooth  in  contour.  The  sarcomas 
are  never  primary  in  the  gland,  but  are 
either  metastatic  or  the  result  of  extension 
from  the  surrounding  tissues. 

The  problem  of  malignancies  other  than 
mixed  tumors  and  adenolymphoma,  which 
have  undergone  malignant  changes,  is  ap- 
proached differently  and  in  all  instayices 
should  be  treated  with  very  heavy  doses 
of  X-ray.  As  previously  brought  out,  these 
tumors  are  much  more  sensitive  to  radia- 
tion than  are  the  mixed  tumor  types  and 
adenolymphoma.  The  average  cancer  dose 
of  X-ray  is  in  the  neighborhood  of  5000  R., 
generally  following  Coutard’s  technique. 
This  much  radiation  may  cause  fibrosis 
enough  to  affect  the  facial  nerve,  but  this 
cannot  be  considered,  for  it  is  a life-saving 
process.  In  some  cases,  it  may  be  desirable 
to  do  a radical  surgical  procedure,  follow- 
ing the  X-ray  therapy.  In  this  case,  the 
facial  nerve  will  almost  invariably  have  to 
be  sacrificed. 

A very  capable  radiologist  and  patholo- 
gist has  recommended  the  following  pro- 
cedure in  handling  malignancies : 

“In  the  treatment  of  malignancies,  the 
small  tumors  should  be  completely  excised, 
followed  by  irradiation.  The  advanced 
cases  should  be  treated  by  irradiation  alone, 
especially  if  there  is  metastasis  to  the  lymph 
nodes.  The  radiation  is  begun  with  X-ray 
in  doses  of  300  to  400  R,  using  high  voltage 
and  heavy  copper  filtration,  and  giving  150 
to  200  R per  day  until  the  desired  total 
dose  is  attained.  In  two  to  three  weeks, 
radium  therapy  is  given,  using  surface  or 
interstitial  application.  If  the  large  pack 
is  used,  a total  dosage  of  25,000  to  50,000 
mgm.  hours  are  given. 

In  the  average  case  of  malignancy  of 
the  parotid  or  submaxillary  gland  without 
metastasis,  treatment  should  be  begun  with 
external  radiation,  and  is  advisable  in  all 
cases.  Doses  of  150  to  200  R are  given 
daily  until  3000  to  5000  R have  been  de- 
livered, using  high  voltage  and  heavy  cop- 
per filtration.  In  three  weeks,  surgical  re- 
moval is  carried  out  with  an  attempt  to 
keep  the  capsule  of  the  gland  intact.  Three 
weeks  after  the  wound  has  healed,  further 
radiation  may  be  given  if  necessary.  If 
the  gland  cannot  be  removed  with  the  cap- 
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sule  intact,  then  radon  seeds  should  be  im- 
planted throughout  the  tumor-bearing  area 
with  1 cm.  spacing.  These  seeds  should  be 
filtered  through  0.2  mm.  of  gold  or  better, 
and  contain  0.5  to  1 me.  of  radon. 

In  the  mixed  tumors,  the  growth  should 
be  completely  excised  followed  by  irradia- 
tion, using  high  voltage  (200  to  250  K.V.O. 
with  heavy  copper  filtration,  1-2  mm.  of 
copper  with  1 mm.  of  aluminum,  in  amounts 
of  3000  to  4500  R,  giving  150  R daily). 

Foreign  Bodies 

Foreign  bodies  of  the  salivary  glands  are 
without  exception  due  to  traumatic  intro- 
ductions, however,  such  material  such  as 
fishbone,  tooth  brush  bristles,  splinters  from 
tooth  picks,  seeds,  or  other  small  objects 
are  rarely  seen  in  Wharton’s  or  Stensen’s 
duct.  Introduction  is  usually  followed  by 
sharp  pain,  and  if  the  obstruction  is  com- 
plete, causes  swelling  of  the  entire  gland. 
Symptoms  persist  until  removal  of  the  for- 
eign body. 

Ptyalism 

Ptyalism  or  excessive  secretion  of  the 
salivary  glands  is  characterized  by  almost 
constant  expectoration.  Its  cause  is  either 
excessive  central  excitation  or  almost  any 
variety  of  stomatitis  except  thrush,  and 
may  be  caused  by  pilocarpine  and  iodine. 
It  has  been  noted  during  pregnancy,  pan- 
creatic diseases ; during  functional  nerv- 
ous diseases  and  in  hysteria.  Cases  with 
extreme  propulsion  of  saliva  have  been  pho- 
tographed during  the  pain  of  trigeminal 
neuralgia. 

Treatment  is  removal  of  the  cause  if  one 
can  be  found.  Belladonna  or  atropine  prep- 
arations may  be  helpful  in  some  cases. 

Xerostomia 

Xerostomia,  dry  mouth,  is  a very  rare 
condition  and  the  etiology  is  not  clear  ex- 
cept in  those  cases  of  congenital  absence 
or  hypofunction  of  two  or  more  glands. 
Faulty  secretory  function  occurs  chiefly  in 
the  older  age  groups,  but  has  been  known 
in  cases  of  children.  In  either  instance, 
the  prognosis  is  not  good. 

In  cases  of  a few  months  duration,  the 
teeth  are  lost  by  decay  due  to  lack  of  wet- 
ting action  and  flushing  of  the  mouth  by 


saliva.  Two  cases  in  the  same  family  have 
been  reported  and  at  least  one  case  is  known 
to  have  existed  from  childhood  through 
college  age. 

Treatment  is  unsatisfactory  and  good 
oral  hygiene  with  frequent  intake  of  water 
by  mouth  is  the  best  procedure,  but  not 
curative.  Pilocarpine  preparations  both  by 
mouth  and  by  injection  have  been  tried, 
but  the  results  are  very  poor. 

Allergy 

The  literature  on  allergic  manifestations 
of  the  salivary  glands  is  extremely  limited, 
so  much  so  that  most  texts  on  salivary  gland 
diseases  do  not  include  anything  on  this. 
Practically  everyone  who  uses  iodine  prep- 
arations has  had  the  experience  of  an  oc- 
casional patient  complaining  of  a swollen 
feeling  around  the  submaxillary  or  parotid 
gland  after  taking  iodine.  This  may  or 
may  not  be  an  allergic  manifestation. 

Jackson  and  Jackson  mentioned  a few 
cases  who  had  recurrent  swelling  of  the 
submaxillary  or  parotid  gland,  sometimes 
associated  with  hay  fever.  C.  R.  K.  John- 
ston has  reported  a case  with  a family  his- 
tory of  allergy  and  a very  definite  sen- 
sitivity to  house  dust,  cotton,  feathers, 
animal  dander,  Pyrethrum,  silk,  tobacco 
Aspergillus,  buckwheat,  oats,  chocolate, 
barley,  cherry,  peas,  cabbage,  cauliflower, 
mushroom,  onion,  hops,  fish,  and  several 
nuts.  He  placed  the  patient  on  an  allergy 
regime  and  started  desensitization  with  ex- 
cellent results.  Until  the  proper  treatment 
had  been  instituted,  she  had  suffered  from 
recurrent,  painful  swelling  at  the  angle  of 
the  jaw,  which  she  could  partially  relieve 
by  massaging  the  swollen  area. 

Summary 

Before  treating  diseases  of  the  salivary 
glands,  the  physician  or  dentist  should 
have  a most  complete,  time-taking  history; 
careful  examination,  intra-oral  and  extra- 
oral;  and  one  or  more  carefully  positio?ied 
diagnostic  roentgenograms. 

Early  surgical  intervention  must  be  con- 
sidered in  every  case  of  mumps  orchitis. 

Unavoidable  transplantation  of  tumor 
cells  is  always  a possibility  with  surgical 
treatment  and  prevention  of  same  shoidd 
be  accomplished  if  possible. 
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Always  remember  that  with  obstructive 
salivary  gland  symptoms,  the  diagnosis  of 
the  presence  of  one  or  more  salivary  calculi 
should  be  ruled  out  before  considering  re- 
moval of  the  diseased  gland. 

A salivary  gland  calculus  should  never 
be  removed  extra-orally  if  it  can  be  re- 
moved intra-orally. 
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DISCUSSION 

T.  P.  MANIGAN,  Memphis:  The  authors  have 
wisely  refrained  from  being  dogmatic  throughout 
the  entire  paper.  The  literature  is  replete  with 
dogmatic  statements,  of  which  McFarland,  in  an 
excellent  article  on  “Salivary  Gland  Tumors”  in 
1943,  so  aptly  said,  “It  ain’t  so.” 

The  authors  provided  me  with  a copy  of  their 
paper  and  bibliography,  for  which  I am  thankful, 
as  it  is  difficult  to  acquire  one  on  short  notice. 

I shall  discuss  the  paper,  using  the  headings 
given  therein. 

Mumps 

There  is  little  to  comment  upon  except  to  ven- 
ture a guess  that  the  junior  author  wrote  the 
section  on  mumps  because  of  the  emphasis  placed 
on  genital  complications.  However,  perhaps  the 
McFarland  quote  would  apply  here  too.  The  large 
number  of  complications  which  might  result  from 
mumps  evidently  takes  in  the  skin  and  its  contents, 
and  the  average  doctor  probably  considers  only 
those  confined  to  the  salivary  glands  and  genitals. 
Thanks  to  the  authors  for  this  extensive  list  of 
complications.  Occasionally  chronic  inflammation 
of  the  salivary  gland  follows  an  attack  of  mumps. 

Salivary  Calculi 

Noting  that  the  authors  have  inferred  that  no 
theory  concerning  the  formation  of  calculi  has 
been  proved,  how  do  you  reconcile  the  facts  that 
men  are  more  frequently  affected  than  women ; 
the  right  side  is  more  affected  than  the  left,  and 
stones  are  found  in  the  glands  themselves,  with 


the  theory  of  a temperature  change  causing  the 
formation  of  stones? 

Another  theory  which  appeals  to  me  is  that  of 
Bandanes.  It  depends  on  the  precipitation  of 
either  mucin  with  a weak  acid  or  alcohol,  or  glob- 
ulin with  either  a weak  acid  or  alkali,  or  even  by 
water.  With  the  precipitation  of  either  of  these 
two  substances  as  a nucleus,  calcium  deposit  is 
secondary. 

The  authors  have  given  an  excellent  description 
of  symptoms  of  an  acute  and  chronic  form.  One 
other  symptom  which  may  be  added,  with  which 
I am  sure  the  authors  are  familiar,  falls  under 
the  chronic  form.  All  of  us  have  had  patients 
who  ask  for  relief  from  a foul  taste  in  the  mouth, 
especially  in  the  morning.  Probably  we  have  put 
the  patient  through  an  extensive  examination  of 
sinuses,  removed  tonsils  and  adenoids,  and  then 
thrown  up  our  hands  and  suggested  to  the  patient 
that  it  may  be  his  “stomach.”  This  is  frequently 
an  infection  of  the  salivary  gland  secondary  to  a 
stone,  and  because  there  is  no  swelling  or  pain 
we  overlook  this  possibility.  In  these  cases,  as 
well  as  in  all  other  cases  involving  a salivary 
gland,  I heartily  agree  with  the  authors  that 
roentography  should  be  freely  used. 

As  pointed  out,  the  diagnosis  is  by  history,  bi- 
manual palpation,  and  X-ray;  treatment  by  sur- 
gical removal.  The  antibiotics  and  sulfonamides 
are  very  helpful  in  controlling  the  accompanying- 
infection. 

A word  of  warning  must  be  given.  The  removal 
of  a stone  does  not  mean  the  patient  will  have 
no  recurrence  of  his  symptoms.  We  must  remem- 
ber that  infection  has  been  present  for  some  time, 
and  that  occasionally  damage  to  the  gland  has  re- 
sulted. I believe  that  recurrence  of  symptoms  in 
those  salivary  glands  other  than  the  parotids  fol- 
lowing lithectomy  are  an  indication  for  removal 
of  the  affected  gland,  because  of  the  ease  of  re- 
moval and  permanent  relief  from  pain  and  swelling. 

X-Ray  of  Salivary  Gland  and  Ducts 

The  authors  are  authorities  on  X-ray  of  the  head 
and  neck  in  Memphis.  I am  sorry  they  do  not 
show  a series  of  pictures  of  the  different  conditions 
as  it  would  be  very  instructive. 

In  interpreting  infections  of  the  parotid  gland 
with  sialograms,  according  to  Hobbs  and  Sneierson, 
the  shot-like  appearance  does  not  mean  either  a 
normal  or  abnoi-mal  condition,  unless  the  clinical 
diagnosis  corresponds. 

Chronic  Diseases 

Tuberculosis — These  cases  were  seen  more  often 
prior  to  laws  requiring  pasteurization  of  milk  in 
our  large  communities.  Now  they  are  rare  except 
probably  in  a sanitorium.  Removal  en  masse  and 
primary  closure  of  the  skin  has  been  performed 
with  success. 

Mikulicz’ s — It  has  been  my  impression  from  the 
literature  that  Mikulicz’s  disease  is  not  a specific 
disease.  Rather,  it  is  a symptom  complex  which 
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might  be  secondary  to  leukemia,  tuberculosis,  syph- 
ilis or  gout.  I wonder  if  the  authors  agree,  or 
again  is  it  another,  “It  ain’t  so.” 

Acute  Inflammation  of  the 
Salivary  Gland 

The  authors  rightly  stress  hydrating  these  pa- 
tients, along  with  other  adjunctive  procedures. 

In  grave  cases  early  multiple  incisions,  espe- 
cially into  the  parotid  gland,  was  advocated,  and 
I see  no  reason  for  changing  this  view.  To  wait 
for  fluctuation  in  a patient  who  is  not  holding  his 
own  is  not  advisable,  and  the  remote  possibility 
of  a subsequent  fistula  should  not  be  considered. 

Tumors 

We  now  come  to  a most  confusing  aspect  from 
all  angles,  from  the  standpoint  of  classification  in 
the  literature  and  opinions  of  clinicians  and  path- 
ologists. 

The  dictionary  gives  the  following  definitions  of 
adenolymphoma  or  lumphadenoma : 

1.  Enlarged  lymph  node. 

2.  Circumscribed  hyperplasia  of  lymphoid  tissue; 
lymphoma. 

3.  Malignant  lymphadenoma ; lymphosarcoma. 

4.  Multiple  lymphadenoma;  Hodgkin’s  disease. 

As  far  as  the  mixed  tumors  are  concerned, 

when  twenty-five  competent  pathologists  were  given 
sections  of  so-called  mixed  tumors  and  were  asked 
to  classify  as  to  prognosis,  52  per  cent  were  cor- 
rect and  48  per  cent  incorrect.  (McFarland.) 
Part  of  this  confusion  is  due  to  the  pathologist’s 
theory  of  origin.  A pathologist  may  give  one  of 
several  diagnoses,  depending  on  which  theory  of 
origin  he  holds,  i.e.,  mixed  tumor,  chondroma,  sar- 
coma, adeno  carcinoma,  carcinoma,  or  according  to 
its  clinical  potentialities. 

Because  of  this  conclusion,  McFarland,  in  an 
article  in  S.  G.  and  O,  1943,  stated,  “It  does  not 
seem  possible  to  foretell  what  a mixed  tumor  of 
the  salivary  gland  will  do  by  examining  a section 
with  the  microscope.” 

Mixed  tumors  are  not  common,  and  few  men 


have  operated  over  five  or  ten.  Most  of  the  sta- 
tistics seem  to  have  been  gathered  from  wide 
sources,  and  not  from  individual  men. 

Hellwig  believes  that  less  than  10  per  cent  of 
these  “mixed  tumors”  are  cancerous. 

Complete  surgical  removal  usually  suffices.  The 
incomplete  removal  means  recurrences  in  an  aver- 
age time  of  seven  years.  With  due  care,  the  facial 
nerve  need  not  be  injured. 

With  malignancy  intervening,  the  ultimate  prog- 
nosis is  poor.  In  the  series  of  forty-four  cases  of 
salivary  tumor  at  John  Gaston  Hospital,  six  were 
adeno  carcinoma  and  all  were  dead  before  five 
years,  while  the  others  with  mixed  tumors  were 
living  and  well. 

The  authors  have  omitted  any  discussion  of  al- 
lergy and  central  nervous  system  diseases  which 
affect  the  salivary  glands,  probably  because  so 
little  is  known  about  it. 

I wish  to  thank  the  authors  for  asking  me  to 
discuss  their  paper,  and  hope  some  day  they  will 
clarify  in  book  form  all  the  confusion  which  exists 
in  diseases  of  the  salivary  gland.  It  is  badly 
needed. 

T.  C.  CHAPMAN,  Brownsville,  Tenn. : In  read- 
ing the  book  of  Job,  it  begins  with  the  statement: 
“There  was  a man  in  the  land  of  Uz,  . . . and 
he  was  a perfect  man.”  I think  that  I might 
begin  this  discussion  by  saying,  “There  is  a man 
in  Tennessee  who  has  made  a most  thorough  study 
of  the  salivary  glands,  and  if  the  paper  he  has 
given  us  is  not  a perfect  paper,  it  will  at  least 
rank  very  near  the  top  of  the  list  for  some  time 
to  come.” 

Drs.  Anthony  and  Fisher  deserve  the  thanks  of 
all  of  us  for  the  exhaustive  presentation  of  the 
diseases  of  the  salivary  glands  and  their  ducts. 
Their  routine  use  of  X-ray  in  localizing  the  trouble, 
together  with  their  collection  of  slides,  is  especially 
to  be  commended.  Time  limit  has  prevented  Dr. 
Fisher  from  showing  these  slides;  however,  I have 
obtained  their  permission  to  show  a few  of  their 
specimens.  The  ones  I am  showing  you  have  ap- 
pealed to  me  as  clear  enough  to  tell  their  own 
tale  and  require  little  further  explanation. 
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Politics 

We  have  heard  of  a colored  undertaker 
who  was  very  successful  in  selling  rather 
large  funerals  and  collecting  therefor.  He 
explained  his  success  by  saying : “I  gets 
them  while  de  grief  is  on  ’em.” 

In  the  past,  when  questions  vital  to  medi- 
cine were  being  considered  by  lawmakers, 
we  have  asked  our  legislators  to  express 
their  opinions,  if  they  so  desired,  in  your 
Journal. 

Two  of  the  candidates  for  the  U.  S.  Sen- 
ate in  the  August  primaries  had  been  in 
the  House  and  were  on  record  as  to  their 
positions  on  socialized  medicine.  Letters 
from  these  two  candidates  had  been  pub- 
lished in  the  Journal  and  reprints  widely 
circulated.  We  considered  it  nothing  more 
than  fair  play  to  open  to  the  third  candidate 
the  columns  of  your  Journal  for  an  ex- 
pression of  his  ideas  on  Socialized  Medicine. 
Judge  Mitchell  sent  us  a letter  and  it  was 
published.  One  strong  protest  has  been 
received  against  the  Editor’s  action.  The 
only  regret  we  have  in  this  case  is  that  our 
motives  were  misunderstood.  We  believe 
the  medical  profession  in  Tennessee  should 
know  the  attitude  of  each  man  who  makes 
the  laws  which  govern  us.  If  this  is  not 
correct,  we  would  like  to  ask  why  all  the 
candidates  work  overtime  in  telling  the 
world  what  should  be  done  and  what  each 
candidate  will  do  if  elected? 


We  believe  this  Journal  should  obtain 
these  opinions  from  national  and  state  can- 
didates for  the  benefit  of  the  physicians. 
We  believe  the  local  societies  should  know 
how  the  state  legislators  stand  on  medical 
questions.  We  urge  the  legislative  com- 
mittees of  each  county  society  to  ask  the 
candidates  for  State  Senate  and  State 
House  of  Representatives  for  opinions  on 
medical  legislation.  We  believe  that  now 
is  the  time  to  ask  such  questions  “while  de 
grief  is  on”  the  candidates. 


A Speaker’s  Bureau? 

As  a public  service  many  state  associa- 
tions have  speaker’s  bureaus.  Doctors 
from  all  parts  of  the  state  are  asked  to 
list  subjects  on  which  they  are  willing  to 
talk.  These  lists  are  sent  to  various  organ- 
izations which  might  be  interested  in  medi- 
cal and  allied  questions.  These  organiza- 
tions are  also  invited  to  call  on  the  speaker’s 
bureau  for  advice  on  medical  programs. 
Such  volunteer  speakers  can  render  a great 
service  to  the  medical  profession  in  giving 
both  scientific  and  popular  lectures  to  in- 
terested groups. 

In  the  past  we  have  not  attempted  to 
render  this  kind  of  service  to  our  members 
and  to  the  public.  There  have  been  a few 
calls,  generally  from  medical  societies,  re- 
questing that  someone  be  sent  to  speak  at 
a meeting.  The  more  usual  course  is  that 
the  society  invites  a guest  speaker  of  its 
choice  without  assistance  from  others. 

During  the  month  the  Hamilton  County 
Medical  Society  had  an  all-day  session. 
The  program  consisted  of  four  symposia 
by  members.  Dr.  W.  Wayne  Babcock,  Pro- 
fessor of  Surgery,  Temple  University,  was 
the  only  guest  speaker.  The  program  in 
full  is  printed  in  this  issue  of  your  Jour- 
nal. 

Any  county  society,  especially  in  East 
Tennessee,  will  do  well  to  secure  any  one 
of  these  symposia  for  its  program.  It  is 
suggested  that  adjacent  societies  be  invited 
if  these  programs  are  repeated,  not  only 
to  share  the  benefits  of  the  scientific  ses- 
sion, but  to  add  good  fellowship  to  the 
meeting. 

Along  this  line  we  might  add  that  plans 
are  being  discussed  by  a Middle  Tennessee 
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county  society  to  invite  two  neighboring 
counties  to  attend  its  meeting  when  the 
Nashville  Academy  Cancer  Symposium  of 
September  21  will  be  repeated. 

There  is  also  some  talk  of  Chattanooga 
and  Nashville  exchanging  scientific  pro- 
grams. We  hope  these  plans  will  be  com- 
pleted and  that  other  societies  will  do  like- 
wise. 

If  the  headquarters  office  can  be  of  as- 
sistance in  securing  speakers  for  medical 
societies,  or  for  civic  clubs,  we  will  gladly 
help.  If  there  is  any  need  for  a speaker’s 
bureau,  one  will  be  organized. 

If  you  have  a paper  and  want  an  audi- 
ence, we  may  be  able  to  supply  one.  If  you 
have  an  audience  and  want  a paper,  on 
almost  any  subject,  we  believe  we  can  find 
a speaker. 


Ewing  Health  Plan 

In  its  first  reply  to  Oscar  Ewing’s  ten- 
year  multi-billion-dollar  health  program, 
including  compulsory  sickness  insurance, 
the  American  Medical  Association  says  that 
“the  amount  of  medical  care  that  is  given 
to  most  people  of  the  world  under  their 
compulsory  sickness  insurance  plans  would 
never  satisfy  the  people  of  the  United 
States.” 

An  editorial  in  the  current  (September 
25)  issue  of  the  Journal  of  the  American 
Medical  Association  says  that  the  federal 
security  administrator’s  health  figures  are 
“the  same  old  figures  that  the  proponents 
of  government  medicine  have  been  launch- 
ing at  periodic  intervals  for  the  last  twenty 
or  thirty  years.”  The  editorial  says : 

“The  National  Health  Assembly  appar- 
ently has  culminated  in  a book  called  ‘The 
Nation’s  Health:  A Ten-Year  Program.’ 
Anyone  can  buy  this  work  for  $1  from  the 
Superintendent  of  Documents  in  Washing- 
ton. As  anyone  with  any  knowledge  of 
what  goes  on  could  have  predicted,  the  re- 
port is  devoted  largely  to  arguments  in 
support  of  a government  health  insurance 
program,  the  principal  arguments  being  an 
attempt  to  indicate  the  parlous  state  of  the 
health  of  the  American  people.  The  an- 
swers to  the  nation’s  health  problem  devel- 
oped by  the  Ewing  report  include,  first 


more  doctors,  dentists,  nurses,  and  other 
auxiliary  medical  personnel;  second,  the 
addition  of  600,000  hospital  beds  by  1960 ; 
and,  third,  a nation-wide  compulsory  sick- 
ness insurance  plan.  Here  are  the  same 
old  figures  that  the  proponents  of  govern- 
ment medicine  have  been  launching  at  pe- 
riodic intervals  for  the  last  twenty  or  thirty 
years.  Some  of  them  are  requoted  in  a 
Washington  Letter  in  this  issue  of  the  Jour- 
nal. These  undocumented  statistics  would 
be  ignored  if  they  were  not  being  used  in 
such  a desperate,  final  gasp  by  the  Federal 
Security  Agency.” 

In  an  interview  to  the  press  on  Septem- 
ber 2,  President  Truman  supported  the 
Ewing  program,  saying  that  he  is  com- 
pelled to  advocate  national  health  insurance 
because  he  sees  no  other  possible  way  of 
bringing  medical  service  to  fully  half  the 
American  people.  Just  how  hard  have 
President  Truman  and  Oscar  Ewing  tried 
to  see  some  other  way?  Just  whom  have 
they  called  upon  to  help  them  look? 

Recently  the  general  assembly  of  the 
World  Medical  Association  met  in  Geneva 
with  a considerable  number  of  nations  of 
the  world  represented.  Had  Mr.  Ewing  or 
President  Truman  been  present — or  even 
been  represented  by  someone  capable  of 
evaluating  the  opinion  of  the  physicians  of 
the  world  about  what  compulsory  sickness 
insurance  has  been  doing  to  medical  prac- 
tice in  other  countries — they  would  be  per- 
haps a little  less  certain  on  the  point  that 
compulsory  sickness  insurance  is  the  an- 
swer to  difficulties  in  securing  medical  care. 
The  amount  of  medical  care  that  is  given 
to  most  people  of  the  world  under  their 
compulsory  sickness  insurance  plans  would 
never  satisfy  the  people  of  the  United 
States.  The  inevitable  faults  of  these  sys- 
tems, which  have  been  emphasized  to  the 
American  physicians  and  to  the  American 
people  for  a good  many  years,  are  now 
coming  vividly  to  light.  Great  Britain 
embarked  in  its  new  National  Health  Act 
on  July  5.  People  in  England  may  now  go 
to  the  doctor  without  calculating  the  cost 
of  the  service.  They  may  be  supplied  with 
spectacles  and  teeth  without  additional 
costs.  They  may  have  consultants  and  beds 
in  hospitals  without  reference  to  individual 
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payments  for  services  rendered.  That  is 
what  the  National  Health  Act  of  Great 
Britain  promised  them.  Do  you  think  that 
they  get  it?  No,  indeed!  They  queue  up 
to  see  the  doctors  formerly  they  could  have 
seen  by  appointment.  The  doctors  write 
formulas  and  prescriptions  and  reports 
many  hours  in  advance  of  the  time  when 
they  see  the  patients  because  otherwise  they 
would  never  have  time  to  see  the  patients. 
Many  a physician  is  already  satisfied  that 
he  cannot  work  under  the  Act.  The  unfor- 
tunate public  have  no  way  of  knowing 
whether  or  not  what  they  get  is  good  med- 
ical service  or  something  to  make  them 
think  that  they  are  being  given  attention. 
The  greatest  folly  in  the  world  is  the  man- 
ner in  which  Great  Britain  embarked  on 
a nation-wide  health  service  without  hos- 
pitals, doctors,  nurses,  drugs,  or  money  to 
supply  what  they  promised,  and  an  even 
greater  folly  would  be  the  attempt  to  offer 
a similar  service  in  the  United  States  and 
to  gulp  the  entire  medical  problem  of  the 
nation  in  a single  swallow.  Should  the 
United  States  accept  the  prescription  by 
President  Truman  and  his  consultant,  Mr. 
Ewing,  it  would  likely  discover  that  the 
prescription  had  little  of  curative  value  and 
a great  deal  of  the  ultimate  effect  of  ipecac 
or  apomorphine  (these,  Mr.  Ewing,  are 
classified  by  the  books  on  drugs  as  emetics). 


Minority  Opinion — House  of  Delegates 

At  a special  called  meeting  of  the  House 
of  Delegates  in  Nashville  on  August  29, 
1948,  a voluntary  prepayment  medical  plan 
was  passed  by  the  House  of  Delegates, 
thirty-six  to  thirteen.  The  plan  as  passed 
was  a combined  service  and  indemnity  plan 
similar  to  the  Rhode  Island  Plan,  to  be 
underwritten  by  Old  Line  Insurance  Com- 
panies licensed  to  do  business  in  Tennessee. 
The  plan,  as  passed,  with  a few  amend- 
ments increasing  the  maximum  payment 
for  surgical  services  from  $150  to  $175, 
was  published  in  the  August  Journal  less 
than  ten  days  prior  to  the  meeting  of  the 
House  of  Delegates. 

It  was  felt,  since  the  press  reported  that 
the  plan  had  been  passed  unanimously,  that 
a minority  opinion  should  appear  in  the 


Journal.  In  the  opinion  of  the  minority, 
the  plan  as  outlined  in  the  August  Journal 
and  passed  by  the  House  did  not  carry  out 
the  amendment  passed  unanimously  by  the 
House  of  Delegates  at  the  annual  meeting 
in  April  of  this  year,  when  nearly  seventy- 
five  members  of  the  House  were  present  and 
voted.  At  that  meeting,  the  amendment 
specifically  stated  that  the  plan  be  limited 
to  an  indemnity  plan.  It  is  the  feeling  of  the 
minority  that  if  the  doctors  of  Tennessee 
had  had  sufficient  time  to  realize  the  pit- 
falls  of  the  combined  service  and  indemnity 
plan,  the  service  feature  covering  more  than 
seventy  per  cent  of  the  population  of  Ten- 
nessee, then  a full  House  of  Delegates  would 
have  been  present  to  vote  the  will  of  the 
majority  of  doctors  in  Tennessee.  We 
would  like  to  point  out  to  the  doctors  of 
Tennessee  certain  dangers  inherent  to  a 
service  plan  covering  seventy  per  cent  of 
the  population  of  our  state. 

1.  The  purpose  of  any  plan  adopted  by 
the  doctors  is  to  give  better  medical  care 
to  the  public  and  promote  a finer  relation- 
ship between  doctor  and  patient.  The  com- 
bined indemnity  and  service  plans  seem  to 
put  a premium  on  misunderstanding.  In 
the  end,  instead  of  promoting  harmony, 
such  plans  may  promote  discord  between 
the  doctors  and  their  patients  and  possibly 
between  doctors  and  insurance  companies. 
In  all  indemnity  plans,  these  pitfalls  are 
minimized,  for  indemnity  plans  make  it 
quite  clear  what  the  subscriber  is  entitled 
to.  The  medical  profession  must  not  prom- 
ise more  than  it  can  deliver. 

2.  Any  differentiation  between  those  en- 
titled or  not  entitled  to  service  benefits  on 
the  basis  of  certain  income  limits  is  bound 
to  be  unfair  and  arbitrary  in  certain  cases. 
This,  and  other  discrepancies,  brews  dis- 
content, as  has  been  illustrated  time  and 
again  in  combined  indemnity  and  service 
plans  in  all  parts  of  the  country. 

3.  All  plans  which  combine  service  ele- 
ments with  indemnity  must  have  the  vast 
majority  of  the  physicians  approving  and 
participating  to  make  the  plan  a success. 
This  has  been  admitted  as  necessary  by 
most  advocates  of  such  plans,  for,  if  the 
best-trained  and  qualified  doctors  are  not 
participating,  then  the  public  does  not  re- 
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ceive  all  that  is  promised  by  the  plan  when 
they  purchase  an  insurance  premium  cov- 
ering full  surgical  service.  It  is  the  opinion 
of  the  minority  that  the  present  plan  will 
not  be  wholeheartedly  endorsed  by  the  ma- 
jority of  those  doing  surgery  in  Tennessee, 
and  thus  the  discontent  of  the  public  will 
boomerang  on  the  entire  profession. 

In  conclusion,  the  theory  is  advanced 
that  the  medical  profession  can  withdraw 
its  approval  or  request  changes  in  the  plan, 
but  this,  too,  is  only  a theory.  In  practice, 
the  weight  of  public  opinion  and  publicity 
is  such  that  any  changes  of  a major  degree 
which  are  brought  about  usually  causes  the 
medical  profession  to  be  held  in  less  esteem 
than  before.  If  the  majority  of  doctors  so 
desire,  let’s  change  the  decision  of  the 
House  of  Delegates  before  it  is  too  late  to 
a frank,  understandable  indemnity  plan. 
This  can  be  done  if  each  county  society  will 
ascertain  the  majority  opinion  of  their 
physicians  and  surgeons  and  then  elect  del- 
egates to  represent  the  majority  at  the 
April  meeting  next  year  of  the  House  of 
Delegates  to  be  held  in  Chattanooga. 

Delegates 

William  Sheridan,  M.D.,  elected  delegate, 
Hamilton  County. 

Edward  T.  Newell,  Jr.,  M.D.,  elected  dele- 
gate, Hamilton  County. 

Moore  J.  Smith,  Jr.,  M.D.,  elected  dele- 
gate, Hamilton  County. 

Edward  T.  Newell,  Sr.,  M.D.,  elected  del- 
egate, past  President  of  Tennessee  State 
Medical  Association. 

Hiram  Laws,  Jr.,  M.D.,  past  President  of 
Tennessee  State  Medical  Association. 

Franklin  B.  Bogart,  M.D.,  past  President 
of  Tennessee  State  Medical  Association. 

A.  M.  Patterson,  M.D.,  Trustee,  Tennes- 
see State  Medical  Association. 
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Dr.  Irons  Addresses  Dental 
Association 

In  the  battle  against  compulsory  sickness 
insurance,  doctors  and  dentists  are  riding 


in  the  same  boat,  Dr.  Ernest  E.  Irons,  Chi- 
cago, president-elect  of  the  A.  M.  A.,  said 
in  greeting  delegates  at  the  eighty-ninth 
annual  session  of  the  American  Dental  As- 
sociation in  Chicago  on  September  13.  Dr. 
Irons  said: 

“Our  organizations  are  similar  in  struc- 
ture. The  professions  are  closely  allied. 
Problems  of  professional  relationships  of 
patient  to  doctor,  professional  standards, 
and  economics  are  essentially  the  same. 

“You  also  face  the  same  problems  of  reg- 
imentation and  the  same  serious  situation 
which  confronts  medicine  in  the  attempt  to 
impose  state  medicine  on  both  professions. 

“State  control,  socialized  medicine,  al- 
ways has  been  one  and  often  the  first  step 
in  regimentation  of  nations.  It  is  the  most 
effective  means  of  robbing  citizens  of  their 
initiative,  and.  under  the  guise  of  giving 
them  something  they  are  told  that  they 
want,  they  are  made  to  suffer  inferior  qual- 
ity of  medical  and  dental  care. 

“After  they  begin  to  learn  the  truth,  it 
is  difficult  to  turn  back.  Australia  and 
New  Zealand  are  now  in  the  throes  of  dis- 
illusionment. National  socialism  failed  in 
Germany  and  in  Italy  with  ruin  of  both 
countries. 

“It  is  at  its  peak  in  Russia  under  the 
Communist  outcome  of  socialism. 

“Do  we  want  it  here?  The  quality  and 
freedom  of  dental  and  medical  care  are 
threatened  by  the  recent  report  of  Mr. 
Ewing. 

“I  would  leave  with  you  the  words  of  Mr. 
Justice  Brandeis,  who,  in  his  time,  was 
regarded  as  an  extremely  liberal  thinker. 
He  said : 

“ ‘Experience  should  teach  us  to  be  most 
on  our  guard  to  protect  liberty  when  the 
government’s  purposes  are  beneficent.  Men 
born  to  freedom  are  naturally  alert  to  repel 
invasion  of  their  liberty  by  evil-minded 
rulers.  The  greatest  danger  to  liberty 
lurks  in  insidious  encroachment  by  men  of 
zeal,  well  meaning,  but  without  understand- 
ing.’ ” 


A new  and  different  radio  health  pro- 
gram, which  has  the  endorsement  of  several 
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Chicago  headquartered  agencies,  including 
the  A.  M.  A.  Council  on  Industrial  Health, 
will  make  its  bow  on  Monday,  October  18, 
at  11:15  A.M.  CST,  over  station  WMAQ. 
It  will  be  heard  Mondays  through  Fridays 
at  the  same  time  thereafter,  presented  as  a 
public  service  by  Johnson  and  Johnson, 
manufacturers  of  medical  supplies. 

The  program,  entitled  “It’s  Your  Life,” 
will  be  broadcast  over  WMAQ  more  or  less 
on  a trial  basis ; and  if  it  clicks  with  the 
radio  audience,  it  is  planned  to  move  the 
show  to  a National  Broadcasting  Company 
nation-wide  hookup. 

The  series  will  be  written  and  directed 
by  Ben  Park,  producer  of  the  award- 
winning “Report  Uncensored,”  which  dealt 
with  Chicago  delinquency,  prisoner  reha- 
bilitation, and  housing  problems. 

“It’s  Your  Life”  will  tell  informative  sto- 
ries of  better  life  and  better  living  through 
authentic  tape-recorded  interviews  made 
with  hundreds  of  anonymous  Chicagoans 
who  have  experienced  the  problems  of 
health — from  child  care  to  cancer,  from 
accidents  to  alcoholism.  About  300  of  Chi- 
cago’s health  and  welfare  agencies  will  be 
directly  involved  with  the  planning  and 
production  of  the  program.  The  script  it- 
self will  be  reviewed  by  a committee  of  at 
least  four  physicians  before  it  is  broadcast. 

“It’s  Your  Life”  is  produced  and  leased 
by  the  Chicago  Industrial  Health  Associa- 
tion, a newcomer  to  Chicago’s  family  of 
voluntary  agencies. 

The  new  radio  series  will  spearhead  an 
extensive  educational  program  by  the  as- 
sociation. 

The  tape  recordings  bring  to  the  listener 
the  unrehearsed  and  authentic  health  sto- 
ries of  actual  persons  taken  in  their  own 
surroundings  where  they  work  or  live. 

Several  Chicago  located  agencies,  among 
them  the  A.  M.  A.  Council  on  Industrial 
Health,  the  American  Cancer  Society,  the 
Chicago  Committee  on  Alcoholism,  the  Chi- 
cago Medical  Society,  the  Council  of  Social 
Agencies  Health  Division,  Illinois  Social 
Hygiene  League,  Michael  Reese  Hospital, 
the  Red  Cross,  the  Tuberculosis  Institute 
of  Chicago  and  Cook  County,  and  many 
others,  worked  directly  with  Mr.  Park  in 
the  preparation  of  the  two  presentation 


recordings  which  were  used  to  demonstrate 
the  program’s  usefulness  to  the  medical 
profession. 

Contacts  for  interviews  will  be  estab- 
lished through  qualified  medical  and  medi- 
cal social  work  personnel. 

People  who  hear  the  program  and  who 
want  to  know  what  to  do  about  their  own 
health  problems  will  be  given  careful  atten- 
tion under  a referral  plan  now  being  set 
up. 

“It  is  important  to  remember,”  said  Mr. 
Park,  “that  the  purely  physical  disease  as- 
pects in  our  series  will  be  dealt  with  no 
more  often  than  they  occur  in  the  health 
picture  in  real  life.  Our  concern  is  with 
the  whole  broad  horizon  of  health.” 

Production  of  “It’s  Your  Life”  is  believed 
to  represent  the  first  occasion  in  radio  an- 
nals where  a program  produced  by  a vol- 
untary agency  with  a primary  public  serv- 
ice objective  has  been  underwritten  by  a 
commercial  sponsor. 


Council  to  Publish  Information 
Bulletin 

Dr.  Harold  R.  Hennessy,  newly-appoint- 
ed secretary  of  the  A.  M.  A.  Council  on 
National  Emergency  Medical  Service,  re- 
ports that  he  soon  will  publish  a new  Infor- 
mation Bulletin  covering  the  activities  of 
the  Council. 

The  bulletin,  which  will  have  an  initial 
run  of  1,000,  will  be  mailed  to  A.  M.  A. 
trustees,  officers,  and  members  of  the 
House  of  Delegates,  to  chairmen  of  Nation- 
al Emergency  Medical  Committees  in  the 
various  states  and  counties,  to  editors  of 
state  medical  journals  and  county  medical 
publications,  and  to  anyone  else  interested 
in  the  work  of  the  Council. 

The  Council  on  National  Emergency 
Medical  Service  has  been  assigned  the  task 
of  coordinating  the  efforts  of  the  A.  M.  A. 
relative  to  the  health  and  safety  mobiliza- 
tion of  the  nation’s  armed  forces,  industry, 
agriculture,  and  civilian  population  in  time 
of  national  emergency. 

The  first  bulletin,  which  summarizes  the 
work  of  the  Council  since  its  inception  and 
lists  the  names  and  addresses  of  state  chair- 
men, consists  of  ten  pages.  The  foreword 
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explains  that  the  bulletin  hopes  to  realize 
the  following  objectives: 

1.  To  acquaint  the  Council  on  National 
Emergency  Medical  Service  with  national 
emergency  medical  progress  in  state  and 
territorial  medical  associations  and  county 
or  district  medical  societies. 

2.  Conversely,  to  convey  to  various  med- 
ical committees  of  American  medicine  in- 
formation about  the  principal  correlating 
activities  of  the  Council  on  National  Emer- 
gency Medical  Service. 

3.  To  provide  the  facilities  for  inter- 
change of  information  relative  to  planning 
and  operational  experiences  in  this  field  of 
endeavor. 

4.  To  suggest  unity  and  coordination  in 
specific  activities  by  the  civilian  medical 
profession  in  matters  relating  to  disaster 
and  national  emergency. 


AND  WE  QUOTE 


Meningitis  Losing  Its  Sting,  Army 
Reports 

Spinal  meningitis,  terror  of  World  War 
I training  camps,  has  today  lost  much  of 
its  menace,  according  to  a report  by  Dr. 
Worth  B.  Daniels  submitted  through  the 
Office  of  the  Surgeon  General  of  the  Army 
and  published  in  the  Archives  of  Internal 
Medicine. 

The  report  points  out  that  less  than  three 
per  cent  died  of  some  14,500  soldiers  treat- 
ed during  the  World  War  II  period  for  this 
once  almost  hopeless  infection.  The  re- 
markably low  death  rate  was  due,  Dr.  Dan- 
iels said,  both  to  the  efficacy  of  sulfadiazine 
and  penicillin  in  controlling  the  infection 
and  to  quicker  diagnosis.  Early  diagnosis 
and  the  prompt  use  of  the  drugs  can  usually 
stop  the  spread  of  the  bacteria  before  they 
have  a chance  to  become  localized  in  the 
linings  of  spinal  cord  and  brain. 

Altogether  there  were  about  300  deaths 
from  meningococcic  infection  in  World  War 
II.  Approximately  ten  per  cent  of  these 
died  before  the  germ  had  become  localized 
in  the  nervous  system  tissues. 

The  war  experience,  Dr.  Daniel  says, 
shows  that  sulfadiazine  is  the  best  available 
drug.  It  is  not  as  effective  as  penicillin 


on  the  bacteria  in  the  blood  stream,  but 
the  latter  drug  proved  to  have  one  great 
disadvantage.  While  penicillin  circulates 
through  the  blood  stream  freely,  it  does  not 
get  into  the  cerebro-spinal  fluid  in  predict- 
able quantities  and  hence  cannot  be  relied 
upon  to  prevent  invasion  of  brain  and  spinal 
cord  tissues.  Sulfadiazine  enters  the  spinal 
fluid  rapidly  in  high  concentrations. 

Army  Says  4,000  More  Doctors  Needed 
by  June,  1949 

In  a letter  appearing  in  the  current  (Sep- 
tember 25)  issue  of  the  Journal  of  the 
American  Medical  Association,  Major  Gen- 
eral R.  W.  Bliss,  surgeon  general  of  the 
Army,  says  that  since  the  new  Selective 
Service  Act  has  established  a peacetime 
army  and  air  force  at  approximately  five 
times  the  size  of  the  prewar  establishment, 
it  is  estimated  that  at  least  4,000  more  doc- 
tors will  be  needed  by  June,  1949. 

“But  the  problem  confronting  the  Army 
is  not  solely  one  of  numbers,”  he  said,  add- 
ing: “We  are  still  very  short  of  specialists, 
despite  our  refresher  training  and  our  com- 
prehensive postgraduate  training.” 

General  Bliss  pointed  out  that,  while  the 
Army,  including  the  air  force,  must  secure 
4,000  doctors  by  next  June,  it  cannot  depend 
entirely  on  the  group  of  young  men  who 
were  permitted  to  complete  their  medical 
studies  during  the  recent  war  and  have  as 
yet  rendered  no  service  to  the  government 
even  though  the  majority  of  the  group  re- 
ceived liberal  government  stipends. 

“After  allowance  is  made  for  the  attri- 
tion for  physical  disabilities  and  essential 
work,  it  is  doubtful  whether  the  remaining 
number  would  exceed  3,000.  Of  these,  only 
about  2,000  will  have  completed  a year’s 
internship  by  June,  1949.  It  should  be 
remembered  that  none  of  these  3,000  are 
obligated  by  any  existing  law  for  service 
for  any  period  of  time  with  the  armed  med- 
ical services,”  he  said. 

In  an  editorial  appearing  in  the  same  is- 
sue of  the  Journal,  the  American  Medical 
Association  says  that  the  men  in  the  armed 
forces  must  have  the  highest  possible  qual- 
ity of  medical  service. 

Every  possible  approach  to  the  problem 
of  securing  more  doctors  has  been  consid- 
ered, the  Journal  editorial  says,  and  now 
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it  appears  obvious  that  “the  first  step  is 
to  make  the  service  more  and  more  attrac- 
tive to  the  young  men  so  as  to  encourage 
volunteering  by  greater  and  greater  num- 
bers.” 

The  Journal  editorial  says: 

“The  House  of  Delegates  of  the  American 
Medical  Association  established  the  Council 
on  National  Emergency  Medical  Service  as 
a body  to  be  especially  concerned  with  meet- 
ing the  needs  of  the  nation  for  physicians 
in  times  of  emergency.  War  today  is  total 
war.  The  needs  of  civilian  population  and 
particularly  of  great  industries,  which  are 
the  backbone  of  war,  must  also  be  consid- 
ered. Nevertheless,  the  men  who  do  the 
actual  fighting,  who  fly  the  planes,  who  get 
the  foods  and  supplies  up  to  the  front,  and 
who  carry  the  banner  of  the  United  States 
all  over  the  world  must  have  the  highest 
possible  quality  of  medical  service  in  order 
to  keep  fit  and  efficient.  The  provision  of 
the  best  medical  care  to  our  armed  forces 
is  one  of  the  most  economical  steps  that  the 
nation  can  undertake.  It  lessens  the  total 
demand  for  men,  and  it  maintains  the  mo- 
rale and  the  spirit  of  the  men  more  than 
any  other  single  factor  involved  in  modern 
war.” 

The  Council  on  National  Emergency  Med- 
ical Service,  the  procurement  divisions  of 
our  armed  forces,  the  headquarters  of  the 
Army  and  Navy  and  Air  Force  have  all 
beer  desperately  concerned  during  the  last 
few  months  with  meeting  the  nation’s  need. 
Every  possible  approach  to  the  problem  has 
been  considered.  Now  that  compulsory 
service  for  physicians  has  been  denied  by 
the  Congress,  the  needs  must  be  met  by 
other  technics.  Obviously  the  first  step  is 
to  make  the  service  more  and  more  attrac- 
tive to  the  young  men  so  as  to  encourage 
volunteering  by  greater  and  greater  num- 
bers. A recent  somewhat  casual  survey  of 
the  young  men  now  in  the  service  who  will 
be  leaving  at  the  end  of  two  years  of  service 
indicates  that  the  following  factors  must 
be  given  consideration  in  attracting  them 
for  longer  periods: 

1.  The  service  must  be  sufficiently  varied 
so  that  the  deadly  routine  of  day-by-day 
dispensary  service  of  many  months  does  not 
destroy  the  young  man’s  initiative. 


2.  At  least  one-half  of  the  young  men 
now  in  the  armed  forces  want  ultimately 
to  qualify  for  certification  by  some  specialty 
board.  Some  means  must  be  found  where- 
by service  in  military  installations  can  be 
reckoned  as  a part  of  the  young  man’s  de- 
velopment leading  toward  certification. 

3.  Except  in  the  most  remote  areas, 
young  men  may  be  kept  in  contact  with 
some  of  the  best  teachers  in  American  med- 
icine. Already  a steady  stream  of  qualified 
consultants  is  visiting  our  Army  hospitals 
throughout  the  world,  and  the  men  who  are 
taking  charge  of  the  services  in  these  hos- 
pitals are  having  more  opportunity  for  ex- 
tended contact  with  the  leaders  in  the  var- 
ious medical  specialties  than  most  of  the 
men  who  remain  in  the  United  States.  All 
that  appears  to  be  needed  is  some  arrange- 
ment for  the  development  of  a systematic 
course  of  instruction  rather  than  casual 
ward  walks. 

Thus  most  of  the  objections  can  be  met 
by  competent  planning.  While  the  young 
men  prefer  to  be  rotated  from  one  service 
to  another  at  fairly  frequent  intervals,  sev- 
eral difficulties  have  developed  in  this  re- 
gard. First  is  the  housing  of  young  men, 
many  of  whom  are  married  and  are  already 
en  route  to  the  development  of  families. 
One  colonel  in  charge  of  a hospital  of  many 
hundreds  of  beds  in  Germany  said  that 
there  would  be  no  problem  for  the  Army 
medical  department  if  all  the  young  doctors 
would  remain  bachelors  until  they  had  com- 
pleted their  military  service.  The  housing 
of  young  physicians  and  their  families,  as 
can  easily  be  seen,  is  one  of  the  most  dif- 
ficult of  the  problems  that  confront  the 
armed  forces. 

It  has  been  suggested  that  increased  pay 
in  the  armed  forces  for  men  as  highly  spe- 
cialized as  are  physicians  and  engineers 
would  attract  more  young  men  to  the  serv- 
ice. Actual  firsthand  surveys  indicate, 
however,  that  the  money,  while  interesting, 
is  not  a primary  consideration. 

A specific  provision  in  the  Selective  Serv- 
ice Act  states  that  a man  may  not  be  in- 
ducted into  the  armed  forces  until  provision 
has  been  made  for  adequate  medical  care. 
That  was  the  intent  of  the  Congress.  There 
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is  no  reason  to  believe  that  the  Congress 
will  withdraw  from  that  intent.  There  is 
indeed  actually  reason  to  believe  that  the 
Congress  will  make  that  intent  fully  effec- 
tive by  some  type  of  compulsory  selection 
of  young  physicians  unless  these  young  men 
come  forward  to  fulfill  their  obligation  as 
citizens,  and  particularly  as  physicians. 
They  are  not  being  asked  to  do  any  more 
than  is  being  asked  of  any  other  person  in 
our  population. 

The  world  is  trembling  on  the  edge  of  a 
great  third  war.  Many  of  our  leaders  in 
history  and  economics  are  convinced  that 
such  a war  might  well  mean  the  end  of 
civilization  as  we  now  know  it.  One  needs 
only  to  see  the  dreadful  devastation  that 
prevails  in  London,  Belgium,  Rotterdam, 
Frankfurt,  and  Berlin  to  realize  that  every 
American  must  be  ready  to  give  of  his  ut- 
most now  that  the  call  is  here  and  thus  to 
keep  away  such  horrible  destruction  from 
our  own  shores.  Only  those  who  have  ac- 
tually seen  at  firsthand  whole  square  miles 
of  devastation  in  London,  Berlin,  Rotter- 
dam, and  other  great  capitals  of  the  world 
can  comprehend  the  threat.  The  profession 
of  medicine  places  on  the  young  men  who 
choose  it  as  a career  a great  responsibility. 
They  are  not  asked  to  venture  their  lives 
in  war  to  the  same  extent  as  are  other 
young  men  in  the  population.  They  are 
asked  instead  to  put  other  young  men  into 
the  best  possible  condition  to  meet  the  need 
and  to  salvage  human  wreckage  so  far  as 
possible  when  war  actually  begins.  The 
medical  profession  of  the  United  States  has 
a record  enviable  beyond  that  of  any  other 
medical  profession  in  the  world  for  what 
it  has  accomplished  when  the  nation  called. 
Let  us  realize  that  now  we  can  no  longer 
wait  until  the  enemy  is  at  the  gate.  The 
time  to  prepare  is  in  advance  of  the  strug- 
gle, and  the  call  has  come. 


Medical  Care  Takes  Smaller  Portion 
of  Family  Budget 

The  average  American  family  spends  a 
smaller  proportion  of  its  budget  for  medical 
care  than  it  did  four  years  ago,  according 
to  » revised  bulletin  entitled  “The  Cost  and 


Quantity  of  Medical  Care  in  the  United 
States,”  by  Frank  G.  Dickinson,  Ph.D., 
director  of  the  Bureau  of  Medical  Economic 
Research  of  the  American  Medical  Associa- 
tion. 

The  cost  of  living  has  risen  more  rapidly 
in  the  past  ten  years  than  has  the  cost  of 
medical  care,  Dr.  Dickinson  points  out. 

The  bulletin  discusses  three  aspects  of 
medical  care  — expenditures,  price,  and 
quantity.  An  analysis  of  new  and  revised 
Department  of  Commerce  data  shows  that 
Americans  spent  more  for  medical  care  in 
1947  than  in  1944,  but  that  the  proportion 
of  total  consumer  expenditures,  for  all 
goods  and  services,  used  for  medical  care 
decreased  from  four  and  four-tenths  to  four 
per  cent.  The  physicians’  share  of  the  med- 
ical care  dollar  has  declined  steadily  from 
thirty-one  and  seven-tenths  cents  in  1929  to 
twenty-five  and  five-tenths  cents  in  1947 ; 
during  this  same  period  the  hospitals’  share 
has  increased. 

A comparison  of  medical  care  with  eleven 
other  items  covered  by  the  Department  of 
Commerce  consumer  expenditure  series 
shows  that  the  American  people  spend  more 
for  alcoholic  beverages  and  recreation  than 
for  medical  care,  while  the  amount  of  the 
average  budget  for  physicians’  services  is 
about  one-half  as  much  as  the  amount  for 
tobacco  and  slightly  less  than  the  amount 
for  personal  care. 

The  Consumers’  Price  Index,  published 
by  the  Department  of  Labor,  reveals  that 
the  cost  of  living  in  large  cities  has  risen 
fifty-nine  per  cent  in  the  past  ten  years, 
while  the  prices  of  medical  care  items  have 
increased  only  thirty-two  per  cent. 

In  light  of  these  data,  Dr.  Dickinson  ques- 
tions the  claim  that  the  American  people 
cannot  afford  good  medical  care  and  notes 
that  the  various  prepayment  medical  and 
hospitalization  insurance  plans  offer  most 
families  the  opportunity  to  budget  their 
medical  care  costs  and  thereby  to  approach 
the  four  per  cent  national  average. 

Although  he  notes  certain  limitations  of 
both  the  expenditure  and  the  price  series, 
Dr.  Dickinson  has  used  these  data  to  com- 
pute changes  in  the  quantity  of  medical  care 
from  1940  through  1947.  This  analysis  in- 
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dicates  that  “the  quantity  of  medical  care 
received  by  the  American  people  has  been 
increasing  rapidly  in  the  past  decade”  and 
that  “the  quantity  of  physicians’  services 
has  increased  considerably  faster  than  the 
number  of  physicians.”  These  increases 
are  attributed  to  technological  advances  in 
the  practice  of  medicine. 

“The  supply  of  medical  services  can  no 
longer  be  measured  by  counting  the  number 
of  active  physicians,  dentists,  and  nurses. 
These  traditional  suppliers  of  service  are 
now  assisted  by  a team  which  includes  tech- 
nicians, medical  research  workers,  pharma- 
cists, and  other  professional  and  nonpro- 
fessional auxiliary  personnel.  The  consum- 
er receives  the  benefit  of  this  teamwork  in 
the  form  of  an  increased  quantity  of  medi- 
cal care,  in  better  health,  and  longer  life,” 
Dr.  Dickinson  says. 

He  asserts  that  changes  in  the  cost  and 
quantity  of  medical  care  cannot  be  consid- 
ered apart  from  changes  in  quality;  “1947 
medical  care  contrasts  as  sharply  with  1929 
medical  care  as  does  a 1947  automobile  with 
a 1929  automobile.”  Improvements  in  the 
medical  care  field  are  reflected  in  the  life 
expectancy  at  birth  in  the  United  States, 
which  has  risen  from  fifty-nine  years  in 
1929  to  about  sixty-seven  years  in  1947,  he 
points  out. 


MEDICAL  SOCIETIES 


Knox  County 

September  14 : “Cerebral  Palsy,”  by  Dr. 
A.  L.  Jenkins.  Discussion  by  Dr.  Jarrell 
Penn  and  Dr.  Robert  Brashear. 

September  28 : “Practical  Application  of 
Liver  Function  Tests  in  the  Differential 
Diagnosis  of  Jaundice,”  by  Dr.  Charles  P. 
Wofford,  Johnson  City,  Tenn. 


Davidson  County 

September  21 : “Cancer  of  Esophagus, 
Stomach,  and  Large  Bowel,”  by  Dr.  Cleo 
Miller.  Discussion  by  Drs.  Rollin  Daniel, 
David  Gotwald,  D.  W.  Smith,  and  Ben 
Mayes. 

October  5:  “The  Significance  of  Atomic 
Warfare,”  by  Dr.  Stafford  Warren,  Dean 


ot  the  School  of  Medicine,  University  of 
California,  Los  Angeles,  California. 


Robertson  County 

The  Robertson  County  Medical  and  Den- 
tal Society  held  its  regular  meeting  on 
September  7 at  the  Robertson  County  Hos- 
pital. Members  present  were  Drs.  A.  R. 
Kempf,  J.  E.  Wilkison,  Robert  Deberry, 
L.  W.  Doss,  Joseph  E.  Swann,  W.  B.  Dye, 
W.  P.  Stone,  R.  L.  Matthews,  J.  S.  Hawkins, 
and  J.  S.  Freeman. 

Dr.  William  R.  Cate  of  Nashville  was  the 
guest  speaker,  who  gave  a most  interesting 
talk  on  “Cardiac  Emergencies.” 

John  S.  Freeman,  M.D., 

Secretary. 


Hamilton  County 

The  Clinical  Congress  of  the  Hamilton 
County  Medical  Society  was  held  Wednes- 
day, September  29,  1948,  at  the  Chattanoo- 
ga Golf  and  County  Club.  The  following 
papers  were  read : 

Symposium — Traumatic  and  Industrial 
M edicme 

“First  Aid  and  Management  of  Shock,” 
William  J.  Sheridan,  M.D. 

“Management  of  Fractures  and  Disloca- 
tions,” John  J.  Killeffer,  M.D. 

“Nonpenetrating  Abdominal  Injuries,” 
Gene  H.  Kistler,  M.D. 

“Silicosis,”  J.  Marsh  Frere,  M.D. 

To  open  discussion : Guy  M.  Francis, 
M.D.,  Robert  L.  Patterson,  M.D. 

Symposium — General  Th erapeutics 

“New  Drugs  in  Medicine,”  J.  L.  Bibb, 
M.D. 

“Some  Hazards  in  the  First  Year  of 
Life,”  W.  E.  Van  Order,  M.D. 

“Obstetrical  Problems,”  C.  M.  Hooper, 
M.D. 

“Psychosomatic  Medicine,”  Joseph  W. 
Johnson,  Jr.,  M.D. 

To  open  discussion : Harold  A.  Schwartz, 
M.D.,  William  S.  Leake,  M.D. 

Sym  posium — Ca  ncer 

“Carcinoma  of  the  Breast,”  R.  Van 
Fletcher,  M.D. 

“Malignancies  of  the  Urinary  Tract  and 
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the  Prostate  Gland,”  C.  H.  Barnwell,  M.D. 

“Gastrointestinal  Malignancy,”  Tim  J. 
Manson,  M.D. 

“Carcinoma  of  the  Lungs,”  L.  Spires 
Whitaker,  M.D. 

To  open  discussion:  E.  Dunbar  Newell, 
M.D.,  Edward  T.  Newell,  Jr.,  M.D. 

Symposium — Cardiovascular  Renal 
Diseases 

“The  Treatment  of  Hypertension,”  Carl 
A.  Hartung,  M.D. 

“Practical  Points  in  the  Treatment  of 
Common  Forms  of  Heart  Disease,”  Fay  B. 
Murphey,  Jr.,  M.D. 

“Problems  in  Geriatrics,”  F.  E.  Marsh, 
M.D. 

“Coronary  Artery  Disease,”  Philip  H. 
Livingston,  M.D. 

To  open  discussion:  Walter  E.  Boehm, 
M.D.,  Stewart  Lawwill,  M.D. 

Banquet 

W.  Wayne  Babcock,  M.D.,  Emeritus  Pro- 
fessor of  Surgery,  Temple  University,  Phil- 
adelphia. Address,  “The  Diagnosis  and 
Management  of  the  More  Serious  Intestinal 
Diseases.” 


OTHER  MEDICAL  SOCIETIES 


Symposium  on  Therapy 
Duke  University  School  of  Medicine  and 
Duke  Hospital,  Durham,  North  Carolina, 
hold  their  Eleventh  Annual  Symposium  on 
November  4,  5,  and  6,  1948.  Speakers  and 
subjects  are  as  follows: 

Dr.  Harry  Gold,  New  York,  New  York: 
“Newer  Trends  in  the  Management  of  Con- 
gestive Failure.” 

Dr.  Carl  V.  Moore,  St.  Louis,  Missouri : 
“Recent  Advances  in  the  Treatment  of 
Anemia.” 

Dr.  Harry  L.  Rogers,  Philadelphia,  Penn- 
sylvania : “Recent  Therapeutic  Trends  in 
Allergic  Diseases.” 

Dr.  C.  P.  Rhoads,  New  York,  New  York: 
“Recent  Advances  in  the  Treatment  of  Ma- 
lignant Neoplastic  Disease.” 

Dr.  William  L.  Bradford,  Rochester,  New 
York:  “Recent  Developments  in  the  Preven- 
tion and  Treatment  of  Certain  Communica- 
ble Diseases.” 


Dr.  Wallace  E.  Herrell,  Rochester,  Min- 
nesota: “The  Present  Status  of  Antibiotic 
Therapy.” 

Dr.  Stewart  H.  Clifford,  Boston  Massa- 
chusetts: “The  Prevention  of  Neonatal 

Mortality.” 

Dr.  Carl  F.  Schmidt,  Philadelphia,  Penn- 
sylvania: “Newer  Trends  and  Methods  in 
the  Development  of  Therapeutic  Agents.” 

Dr.  Willard  O.  Thompson,  Chicago,  Illi- 
nois: “Therapeutic  Advances  in  Endocri- 
nology.” 

Dr.  Richard  H.  Freyberg,  New  York, 
New  York:  “The  Treatment  of  Rheumatism 
and  Allied  Disorders.” 

Round-Table  Discussion — A question  and 
answer  program.  Moderator — Dr.  O.  H. 
Perry  Pepper,  Philadelphia,  Pennsylvania. 

Dr.  J.  E.  Moore,  Baltimore,  Maryland : 
“The  Treatment  of  Syphilis.” 

Dr.  Willis  J.  Potts,  Chicago,  Illinois: 
“Special  Surgical  Problems  of  Children.” 


Nashville  Postgraduate  Medical 
Assembly 

The  Annual  Postgraduate  Medical  As- 
sembly of  the  Nashville  Academy  of  Medi- 
cine was  held  according  to  schedule  on  Oc- 
tober 6,  7.  On  the  night  preceding  the 
opening  of  the  Assembly,  Dr.  Stafford  War- 
ren delivered  a popular  lecture  to  an  audi- 
ence of  four  thousand  at  the  Ryman  Audi- 
torium, “The  Significance  of  Atomic  War- 
fare.” The  following  night  Dr.  Warren 
spoke  at  the  banquet  in  addition  to  the 
regular  Postgraduate  program. 

The  speakers  and  their  subjects  were  as 
follows : 

Champ  Lyons,  M.D.,  Associate  Professor 
of  Surgery,  Tulane:  “Surgical  Use  of  Anti- 
Bacterial  Agents.” 

Rufus  H.  Alldredge,  M.D.,  Assistant  Clin- 
ical Professor  of  Orthopedic  Surgery,  Tu- 
lane : “Amputations.” 

Lee  Forrest  Hill,  M.D.,  Chief  of  Staff, 
Raymond  Blank  Memorial  Hospital  for 
Children  : “Preventive  Pediatrics — Behav- 
ior Aspects.” 

Charles  E.  Kinney,  M.D.,  Consulting 
Otologist,  Cleveland  Public  Schools : “Hear- 
ing Conservation  in  Our  Public  Schools.” 
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Carl  V.  Moore,  M.U.,  Professor  of  Medi- 
cine, Washington  University:  “Recent  Ad- 
vances in  the  Treatment  of  Anemias.” 

I.  A.  Bigger,  Surgeon  in  Chief,  Medical 
College  of  Virginia:  “Problems  Connected 
with  Bronchogenic  Carcinoma.” 

E.  C.  Hamblen,  M.D.,  Professor  of  Endo- 
crinology and  Associate  Professor  of  Ob- 
stetrics and  Gynecology,  Duke:  “Endo- 
crine Aspects  of  Uterine  Bleeding.” 

T.  G.  Blocker,  Jr.,  M.D.,  Professor  of 
Plastic  and  Maxillo-Facial  Surgery,  Uni- 
versity of  Texas : “Plastic  Management  of 
Traumatic  Wounds.” 

Julian  M.  Ruffin,  M.D.,  Associate  Profes- 
sor of  Medicine  and  Director  of  the  Medical 
Clinic,  Duke:  “The  Management  of  Ulcer 
and  Its  Complications.” 

David  M.  Davis,  M.D.,  Professor  of  Urol- 
ogy and  Attending  Urologist,  Jefferson 
Medical  College:  “Urinary  Tract  Infection 
— A Neglected  Disease.” 

Frank  S.  Johns,  M.D.,  Professor  of  Clin- 
ical Surgery,  Medical  College  of  Virginia: 
“Cancer  of  the  Colon.” 

Frederick  H.  Falls,  M.D.,  Professor  of 
Obstetrics  and  Gynecology,  University  of 
Illinois:  “Diagnosis  and  Treatment  of  Ec- 
topic Pregnancy.” 


Middle  Tennessee  Medical  Society 
The  Middle  Tennessee  Medical  Society 
will  meet  in  Sparta,  Tennessee,  Thursday, 
November  18,  1948.  Dr.  C.  N.  Gessler, 
Secretary,  has  secured  a number  of  excel- 
lent papers,  and  a large  attendance  is  an- 
ticipated. 

The  officers  of  the  Association  are  Dr. 
Albert  Weinstein,  Nashville,  President;  Dr. 
W.  K.  Owen,  Vice-President,  Pulaski;  Dr. 
C.  N.  Gessler,  Secretary-Treasurer,  Nash- 
ville. 


NEWS  NOTES  AND  COMMENTS 


Ralph  Adams,  M.D.,  announces  his  asso- 
ciation with  the  Good  Samaritan  Hospital, 
Woodbury,  Tennessee,  for  the  practice  of 
General  and  Thoracic  Surgery. 


R.  W.  Billington,  M.D.,  announces  the 


association  of  John  R.  Glover,  M.D.,  in  the 
practice  of  Orthopaedic  Surgery,  426  Doc- 
tors Building,  Nashville,  Tennessee. 

Medicine  of  the  Year 

In  the  August  number  of  the  Tennessee 
State  Medical  Journal  announcement 
was  made  of  “Medicine  of  the  Year,”  the 
annual  review  of  medical  progress  offered 
to  members  of  the  Tennessee  State  Medical 
Association  as  a supplement  to  their  Jour- 
nal. For  the  benefit  of  those  members  who 
may  have  failed  to  notice  it,  or  as  yet 
failed  to  subscribe,  the  announcement  is 
repeated  in  this  issue  of  the  Journal  in 
the  belief  that  the  review  contributes  a 
valuable  educational  opportunity  at  little 
cost  which  the  Society,  through  its  Jour- 
nal, has  made  available  to  its  members. 

Recent  information  from  the  editorial 
office  of  “Medicine  of  the  Year”  indicates 
that  the  plan  for  the  review  is  proving 
popular  in  the  states  where  it  has  already 
been  announced.  Additional  states  are 
planning  announcements  soon. 

Recently  the  associate  contributors  for 
the  various  medical  specialties,  a group  of 
distinguished  authors  and  nationally  known 
authorities  in  their  fields,  have  been  select- 
ed. They  are  the  following : 

Allergy:  Dr.  Harry  L.  Alexander,  St. 
Louis. 

Pulmonary  Diseases : Dr.  J.  Burns  Am- 
berson,  Bellevue  Hospital  and  Columbia 
University,  New  York. 

Metabolism  and  Endocrinology:  Dr.  Ken- 
dall Emerson,  Jr.,  Peter  Bent  Brigham 
Hospital,  Boston. 

Dermatology:  Dr.  Chester  N.  Frazier, 
Harvard  University  and  Massachusetts 
General  Hospital,  Boston. 

Cardiovascular  Diseases:  Dr.  William  J. 
Kerr,  University  of  California  and  Univer- 
sity Hospital,  San  Francisco. 

Neurology:  Dr.  H.  Houston  Merritt,  Mon- 
teflore  Hospital,  New  York. 

In  order  to  provide  this  service  it  is 
necessary  that  a minimum  number  of  sub- 
scriptions be  entered,  and  each  member  is 
urged  to  send  in  the  coupon  without  delay. 
No  obligation  is  incurred  if  an  insufficient 
number  is  secured ; and  if  an  adequate 
number  is  secured,  you  can  be  assured  of 


390 


ABSTRACTS  OF  CURRENT  LITERATURE 


October,  1948 


a valuable  aid  at  nominal  cost.  Subscribe 
now. 

Dr.  Stafford  Warren 

A transcription  of  the  lecture  delivered 
by  Dr.  Stafford  Warren,  Dean  of  the  School 
of  Medicine,  University  of  California,  on 
October  5 was  made  by  Dr.  Alvarez,  Li- 
brarian of  the  Nashville  City  Library.  This 
record  is  fifty-eight  minutes  long  and  can 
be  used  at  an  advantage  by  Medical  Soci- 
eties and  other  groups.  Dr.  Warren’s  sub- 
ject was  “The  Significance  of  Atomic  War- 
fare.” We  hope  to  be  able  to  supply  this 
record  to  groups  desiring  to  use  it  at  their 
regular  meetings. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Malpractice:  Physicians  Liability  for  Burns  Re- 
ceived During  Operation.  Medico-Legal.  Jour- 
nal of  American  Medical  Association,  Vol.  134, 
p.  196,  May  3,  1947. 

The  plaintiff  sued  for  damages  caused  by  the 
alleged  malpractice  of  the  defendant  physician. 
The  verdict  in  favor  of  the  defendant  was  appealed 
to  the  Supreme  Judicial  Court  of  Massachusetts 
by  the  plaintiff. 

The  defendant,  an  obstetrician,  was  engaged  by 
the  plaintiff  to  treat  her  before,  during,  and  after 
childbirth.  The  labor  was  a difficult  one  of  thirty- 
five  hours,  and  delivery  was  by  episiotomy  and 
forceps.  After  anesthesia  and  before  the  episi- 
otomy was  done,  the  patient  was  painted  with 
Scott  solution  (mercurochrome,  distilled  water, 
ninety-five  per  cent  alcohol,  and  a chemical  known 
as  acetone).  This  was  applied  to  the  legs,  the 
perineum,  and  an  area  extending  halfway  from 
the  pubic  bone  to  the  umbilicus.  During  the  oper- 
ative procedure  the  plaintiff  “was  lying  on  a rub- 
ber sheet  at  the  time  of  delivery;  the  rubber  sheet 
was  put  just  under  her  buttocks.” 

On  the  first  visit  after  operation  the  plaintiff 
told  the  defendant  that  her  back  was  sore  and 
burned.  The  defendant  said  that  was  natural  and 
would  leave  in  a few  days.  There  was  similar 
conversation  the  second  postoperative  visit.  The 
next  visit  the  plaintiff  again  told  the  defendant 
that  her  back  was  worse  and  burning,  after  which 
the  defendant  made  an  examination  which  dis- 
closed on  each  buttock  a second  degree  burn  cov- 
ering an  area  approximately  two  to  three  inches. 
He  said,  “My  God,  what  a mess;  My  God,  what 


happened  here?  It  is  a darn  shame  to  have  this 
happen.”  He  also  said  that  “she  had  a very  hard 
delivery,  and  it  was  a burning  shame  to  get  that 
on  top  of  it,  and  it  was  because  of  negligence 
when  they  were  upstairs.”  The  physician  told  her 
that  he  thought  it  was  from  the  solution  being 
allowed  to  stay  on  the  part  of  the  mat  which  was 
recessed  from  the  pressure;  and  that  “the  closest 
he  could  figure  was  that  the  solution  was  on  the 
rubber  mat  and  exposed  to  her  skin  for  too  long  a 
period.”  At  the  trial,  the  defendant  testified  that 
“the  plaintiff  did  receive  burns  on  both  her  but- 
tocks while  she  was  under  his  care  and  ti-eatment.” 
And  that  there  were  “no  negligent  acts  or  omis- 
sions on  the  part  of  the  plaintiff  or  by  others  than 
the  defendant  which  caused  the  injury  suffered  by 
the  plaintiff.” 

The  court  said  that  it  was  enough  that  she 
showed  that  the  harm  which  befell  her  was  more 
than  likely  due  to  negligence  on  the  part  of  the 
defendant,  or  of  any  one  other  than  the  plaintiff; 
that,  by  the  process  of  elimination  this  negligence 
was  that  of  the  defendant;  and  that,  in  particular, 
this  negligence  of  the  defendant  related  to  the 
exposure  of  the  plaintiff  in  the  delivery  room,  while 
under  his  direction  and  care,  to  a solution  on  the 
delivery  table  which  he  himself  had  applied. 

The  Supreme  Judicial  Court  of  Massachusetts 
was  of  the  opinion  that  the  trial  court  erred  in 
directing  a verdict  for  the  defendant.  Accordingly 
the  plaintiff’s  exceptions  were  sustained. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Ventricular  Premature  Contractions  (Extra-Sys- 
toles): A Therapeutic  Challenge.  Italo  F.  Vo- 
lini.  Medical  Clinics  of  North  America,  Vol.  32, 
No.  5,  pp.  1427-1438,  September,  1948. 

Ventricular  premature  contractions  are  the  most 
frequent  arrhythmias  encountered  in  the  ambula- 
tory patient.  They  may  have  their  origin  in  any 
location  in  the  heart.  While  special  tissues  ordi- 
narily initiate  and  control  impulse  production  in 
the  heart,  the  inherent  rhythmicity  is  a property 
possessed  by  all  cardiac  tissue.  In  ventricular  pre- 
mature contractions  the  stimulus  arises  in  an 
abnormal  site. 

Generally  premature  ventricular  contractions, 
when  they  appear  occasionally,  cause  little  or  no 
disturbance  to  the  cardio-vascular  system.  If, 
however,  they  are  very  frequent,  particularly  when 
associated  with  organic  heart  disease,  some  impair- 
ment of  the  cardiac  output  may  be  produced.  How- 
ever, the  etiologic  heart  disease  and  the  condition 
of  the  heart  muscle  is  a much  more  important  de- 
termining factor. 

The  author  classifies  ventricular  premature  con- 
tractions under  the  following  headings: 

1.  Nervous  or  functional  in  origin.  Here  there 
cannot  be  demonstrated  any  direct  or  associated 
cause  despite  a careful  history,  physical  examina- 
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lion  and  laboratory  study.  The  response  in  this 
group  to  therapy  is  best  attained  by  the  sedative 
group  of  drugs  x-epresented  by  the  bromides,  pheno- 
barbital  and  chloral  hydrate.  Small  doses  will 
frequently  accomplish  the  desired  effect. 

2.  Reflex  origin.  There  is  frequent  clinical  ex- 
perience in  which  peptic  ulcer,  gallbladder  and 
liver  disease,  renal  calculus  and  pyelitis  have  as- 
sociated extrasystoles.  The  proper  therapy, 
dietary,  medicinal  or  operative  surgery  directed 
against  these  diseases  will  eliminate  the  extra- 
systoles. Likewise,  functional  gastrointestinal  dis- 
orders, when  treated,  will  show  the  disappearance 
of  the  arrhythmia. 

3.  Toxic  etiology.  One  of  the  common  causes  of 
ventricular  premature  contractions  is  digitalis. 
This  drug  may  produce  a characteristic  group  of 
extrasystoles  which  is  called  digitalis  bigeminy  or 
trigeminy. 

In  the  presence  of  extrasystoles  of  nervous  or 
functional  etiology,  reflex  origin  or  toxic  sources, 
the  vse  of  digitalis  greatly  increases  the  number 
and  frequency  of  this  arrhythmia. 

In  certain  susceptible  individuals  tobacco,  coffee 
and  alcohol  induce  ventricular  premature  contrac- 
tions. Barium  chloride  and  other  drugs  may  have 
a similar  effect.  Allergic  states  and  reactions  are 
frequently  accompanied  by  extrasystoles.  The 
therapy  in  this  group  is  obvious  and  because  the 
factor  can  frequently  be  pointed  out  by  the  patient 
from  his  own  experience. 

4.  Organic  heart  disease  is  commonly  associated 
with  ventricular  premature  contractions.  They 
are  usually  multifocal  in  origin,  that  is,  they  arise 
from  more  than  one  focus  in  the  heart  muscle. 
Hypertensive,  arteriosclerotic,  rheumatic  and  thy- 
rotoxic heart  disease  as  well  as  acute  myocardial 
infarction  have  this  associated  arrhythmia.  Pre- 
mature contractions  mav  be  combined  with  other 
rhythmic  disturbances  of  the  heart  or  may  precede 
and  possibly  lead  into  such  serious  disturbances  of 
rhythm  as  ventricular  tachycardia  or  ventricular 
fibrillation. 

Diagnosis 

The  ventricular  extrasystoles  may  be  unnoticed 
by  the  patient  but  in  the  hypersensitive  individual 
profound  subjective  sensations  and  fear  may  be 
induced.  The  common  forms  of  extrasystoles  occur 
with  the  slower  cardiac  rates,  particularly  when 
the  patient  is  at  rest.  At  bedtime,  when  the  pa- 
tient is  recumbent  with  a slow  cardiac  rate,  is  a 
frequent  time  for  extrasystoles  to  appear.  This 
prevents  sleep. 

Physical  activity  or  exercise  is  of  aid  in  differ- 
entiating auricular  fibrillation  and  various  forms 
of  heart  block  and  by  the  bedside  clinical  recogni- 
tion of  extrasystoles  usually  is  not  difficult.  The 
electrocardiogram,  however,  always  easily  indicates 
the  diagnosis. 

Treatment 

in  the  author’s  opinion  the  potassium  salts  have 
not  been  found  very  beneficial  in  premature  ven- 


tricular contractions.  In  his  opinion  papaverine, 
quinidine,  in  combination  with  a sedative,  forms  a 
useful  combination  and  he  recommends  the  follow- 


ing prescription: 

Phenobarbital  1.0 

Papaverine  Hydrochloride  4.0 

Quinidine  Sulphate  8.0 

Theocalcium  16.0 


Mix  and  divide  into  capsules  No.  60. 

Dii-ections:  1 capsule  morning  and  night. 
Digitalis  is  used  only  when  congestive  heart 
failure  is  present  and  in  this  case  will  eliminate 
the  ventricular  premature  contractions. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Gynecologic  Surgery  in  the  Elderly  with  Special 
Reference  to  Risks  and  Results.  Frederic  D. 
Zeman,  M.D.,  and  Arthur  M.  Davids,  M.D.,  New 
York,  New  York.  American  Journal  of  Obstet- 
rics and  Gynecology,  Vol.  56,  N.  3,  pp.  440-455, 
September,  1948. 

The  increasing  numbers  of  elderly  women  pre- 
senting a variety  of  gynecologic  disorders  bring 
new  responsibilities  to  the  gynecologist  and  to  the 
internist.  This  study  of  202  cases  of  women  over 
sixty  years  of  age  who  were  subjected  to  217  surgi- 
cal procedures,  with  only  two  deaths,  indicates  that 
the  range  of  surgery  may  be  safely  extended  for 
this  age  group.  Careful  preoperative  studies  of 
these  patients  by  the  team  of  gynecologist  and  in- 
ternist sharply  limited  the  operative  risk.  These 
elderly  women  presented  a variety  of  systemic 
conditions,  associated  with  the  local  lesions.  The 
implications  of  hypertension,  arteriosclerotic  heart 
disease,  anemia,  diabetes,  and  malnutrition  have 
been  discussed  in  relation  to  the  determination  of 
surgical  risk.  Modern  methods  of  anesthesia, 
liberal  use  of  whole  blood  transfusions,  early  ris- 
ing, the  use  of  chemotherapy  and  antibiotics  pre- 
vented or  modified  complications  of  the  postopera- 
tive period.  In  general,  the  authors  believe  that 
the  careful  evaluation  of  the  functional  capacity 
of  older  individuals  will  eliminate  false  emphasis 
on  chronological  age,  and  thus  point  the  way  to 
successful  therapy. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laborators- 
Oak  Ridge 

Value  of  Early  Ambulation  in  Industrial  Surgical 
Treatment.  D.  J.  Leithauser.  Occupational 
Medicine,  Vol.  5,  pp.  1-10,  January,  1948. 

Early  ambulation,  because  of  the  minimal  mor- 
bidity and  economic  advantages,  is  of  extreme  use 
in  industrial  surgical  care.  With  workers  the 
debilitating  effect  of  sudden  inactivity  is  more 
pronounced  than  in  chronic  invalids.  In  practice 
one  works  with  the  natural  tendency  of  the  body 
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toward  restoration  of  normal  functions.  In  indus- 
trial surgical  procedures,  not  associated  with 
abdominal  organs,  the  chief  abnormal  reflex  re- 
sponse is  related  to  the  vasomotor  system.  Results 
seen  is  a pooling  of  blood  in  certain  areas  with  a 
hemoconcentration,  and  other  changes  which  may 
eventuate  in  shock.  Seen  also,  is  the  inbalance  that 
inhibits  peristalis,  leading  to  distension  which,  if 
uncontrolled,  may  terminate  in  adynamic  ileus.  The 
third  reflex,  involving  the  muscles  of  respiration, 
is  particularly  significant  in  post-operative  illness 
where  one  can  demonstrate  a decreased  vital 
capacity. 

In  planning  post-operative  care  these  physiologic 
principles  are  applied  and  the  regimen  consists  of 
the  following.  Each  patient  has  a soft  meal  the 
evening  before  the  operation  and  no  enema  is 
given.  A barbiturate  is  administered  and  repeated 
the  following  morning,  followed  with  morphine  and 
scopolamine.  Thiamine  chloride  is  given  intra- 
muscularly and  those  in  poor  general  condition,  or 
those  undergoing  extensive  surgical  treatment, 
receive  parenteral  solutions  and  /or  whole  blood. 
Post-operatively  the  patient  is  given  water  in 
small  quantities  and  sedatives  are  used  but  nar- 
cotics are  given  sparingly.  The  room  is  not  over- 
heated and  is  adequately  ventilated.  While  con- 
fined to  bed,  the  patient  must  completely  flex  and 
extend  the  ankles  and  knees  four  times  every  hour. 

With  complete  recovery  from  the  anesthesia, 
which  is  three  hours  postoperatively,  the  patient 
gets  out  of  bed  for  the  first  time  and  assumes  the 
right  lateral  position  with  the  feet  over  the  edge 
of  the  bed  and  then  assumes  a sitting  position,  and 
finally  stands  on  a stool  beside  the  bed.  The 
lungs  are  cleared  by  coughing  and  the  patient  then 
walks  a few  paces  before  returning  to  bed.  He 
does  this  by  reversing  the  process  of  getting  up. 
Many  patients  require  no  assistance  after  the  first 
out-of-bed  period  and  are  able  to  get  up  by  them- 
selves when  desired.  Bathroom  privileges  are  in- 
augurated immediately,  precluding  use  of  the  bed- 
pan.  If  proper  incisions  and  suture  materials  have 
been  employed,  no  harm  will  result.  The  patients 
soon  discover  they  feel  much  better  after  being- 
out  of  bed  and  are  willing  to  be  active  and  to  tend 
to  their  own  wants.  Food  is  never  forced  and 
appetite  is  used  as  the  index.  Soon  after  taking 
food,  the  patient  passes  flatus  and  defecation 
occurs  in  one  to  two  days.  No  post-operative  enema 
is  given.  Hospital  discharge  is  seen  in  a few  days 
and  patients  are  encouraged  to  resume  normal 
activities  as  soon  as  possible.  On  the  5th  to  the 
8th  day  they  return  for  removal  of  sutures. 

The  author  believes  there  are  practically  no 
contraindications  to  early  ambulation.  The  more 
ill  the  patient  and  the  poorer  his  general  condition, 
the  more  urgent  is  the  need  for  this  type  of  treat- 
ment. It  has  been  shown,  also,  that  when  ambula- 
tory treatment  is  used  recovery  is  more  rapid  and 
fewer  recurrences  are  seen  following  heniorrhaphy. 
The  only  restriction  on  such  patients  is  in  regard  to 
lifting. 


Exercises  of  muscles  are  given  under  casts  when 
ambulant  treatment  cannot  be  instituted  and  am- 
putees should  have  systematic  exercise  in  bed  and 
be  up  on  crutches  at  the  earliest  moment. 

The  author’s  experience  has  shown  a hospital 
stay  one-half  that  of  patients  prior  to  the  institu- 
tion of  this  regime. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Intrauterine  Pack  in  the  Management  of  Post- 
Partum  Hemorrhage.  Lois  A-  Day,  Robert  D. 
Mussey,  and  Robert  W.  DeVoe,  Mayo  Clinic, 
Rochester,  Minnesota.  American  Journal  of 
Obstetrics  and  Gynecology,  Vol.  55,  pp.  231-243, 
February,  1948. 

While  there  has  been  a striking  decrease  in 
maternal  death  rate  from  puerperal  sepsis  and 
toxemias,  mortality  from  obstetric  hemorrhage, 
the  largest  proportion  post-partum  hemorrhage, 
has  changed  little.  Analysis  indicates  that  al- 
though deaths  from  post-partum  hemorrhage  are 
not  entirely  preventable,  they  are  almost  prevent- 
able under  ideal  conditions,  which  include  adequate 
prenatal  care,  conservative  management  of  labor 
and  its  third  stage,  hemostasis,  and  the  replacement 
of  lost  blood  volume. 

The  employment  of  the  intrauterine  pack  for 
post-partum  hemorrhage  is  a controversial  subject. 
Some  writers  maintain  that  its  use  is  unphysiologic, 
that  it  holds  open  the  uterine  sinuses,  allowing  con- 
tinued loss  of  blood,  and  that  the  uterus  then  dis- 
tends and  a concealed  hemorrhage  is  developed. 
They  prefer  oxytoccics  and  other  methods  includ- 
ing bimanual  compression.  The  use  of  a hot  intra- 
uterine douche  before  resoi’t  to  packing  has  been 
advised  by  certain  British  authors.  Other 
obstetricians  have  said  that  tamponade  should  be 
used  as  soon  as  it  becomes  evident  that  hemorrhage 
is  not  being  controlled  by  the  usual  available 
methods,  that  the  pack  acts  to  control  bleeding  by 
actual  tamponade  and  by  serving  as  a foreign  body 
to  stimulate  uterine  contraction.  The  type  of  pack 
varies. 

During  most  of  the  present  study  1.0  cc.  of  alpha- 
hypophamine  (pitocin)  has  usually  been  given  in- 
tramuscularly during  delivery  of  the  head  and 
shoulders  of  the  baby.  When  evidence  of  separa- 
tion of  the  placenta  is  present,  and  the  placenta  has 
not  been  expelled  spontaneously,  or  if  copious 
bleeding  occurs,  the  placenta  is  delivered  by  simple 
expression.  If  the  placenta  is  retained  without 
signs  of  separation  for  more  than  20  minutes,  or 
if  bleeding  persists,  the  Crede  maneuver  is  at- 
tempted and  if  necessary  is  repeated  at  about  10 
minute  intervals  for  an  hour  or  so  post  partum. 
Sufficient  anesthetization  to  relax  the  uterus  some- 
times helps.  If  the  placenta  has  not  been  delivered 
within  an  hour,  or  if  bleeding  requires  earlier  in- 
terference, manual  removal  is  done.  After  delivery 
of  the  placenta,  an  atonic  uterus  or  persistent 
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bleeding  indicates  the  need  for  vigorous  massage 
of  the  fundus  and  usually  for  intramuscular  or 
preferably  intravenous  administration  of  an  ergot 
preparation. 

If  excessive  bleeding  continues,  the  uterus  is 
packed  firmly  with  sterile  gauze.  Packing  is  most 
imperative  if  the  uterus  continues  to  relax.  “Two 
fingers  are  inserted  in  the  uterus,  with  the  palm 
of  the  hand  anterior.  The  gauze  is  carried  along 
the  fingers  with  a blunt-nose  packing  forceps  or 
placental  forceps  or,  in  some  instances,  with  the 
first  and  second  fingers  of  the  other  hand.  In  cases 
of  severe  bleeding  from  an  atonic  uterus,  the  va- 
gina also  is  packed  tightly.  When  the  delivery  has 
been  complicated  by  placenta  previa,  uterine  and 
vaginal  packs  usually  are  placed  as  a precautionary 
measure,  even  though  bleeding  is  not  pronounced.” 

This  procedure  has  been  carried  out  in  267  (2.3 
per  cent)  among  about  12,000  deliveries  at  the 
Mayo  Clinic  from  1918  through  1945.  The  most 
frequent  single  indication  for  packing  was  per- 
sistent uterine  hemorrhage  after  the  third  stage  of 
labor  (106  cases).  Other  packs  were  done  for 
hemorrhage  persisting  after  manual  removal  of 
the  placenta.  Tamponade  was  used  also  as  a 
prophylactic  measure  because  of  persistent  uterine 
atony  after  manual  removal  of  the  placenta  or 
after  cessation  of  bleeding  in  115  of  the  267  cases. 
It  is  felt  that  in  these  cases  tamponade  is  a valu- 
able prophylactic  measure  in  the  event  that  firm 
contraction  is  not  induced  promptly  by  other  means. 

Six  of  the  patients  continued  to  bleed  through 
the  pack.  In  three  the  bleeding  was  controlled  by 
repacking.  However,  the  remaining  three  could 
not  be  controlled  by  oxytoccics,  massage,  or  repack- 
ing, and  abdominal  hysterectomy  were  therefore 
done. 

The  morbidity  rate  for  the  patients  in  whom 
uterine  tamponade  was  done  was  10.9  per  cent,  as 
compared  with  the  morbidity  rate  of  13.1  per  cent 
among  patients  who  were  anemic  as  a result  of 
post-partum  hemorrhage  and  whose  uteruses  were 
not  packed.  The  one  death  occurred  (before  the 
advent  of  chemotherapy)  in  a multipara  in  whom 
rupture  of  the  amniotic  sac  occurred  48  hours  be- 
fore onset  of  labor;  several  vaginal  examinations 
were  done  before  she  was  brought  to  the  hospital, 
and  the  placenta  was  eventually  removed  and  the 
uterus  packed  after  delivery  of  triplets;  there  was 
post-partum  febrile  morbidity,  and  hemolytic  strep- 
tococci were  found  in  the  uterus. 

It  is  felt  that  the  intrauterine  iodoform  pack  as 
a method  of  hemostasis  gives  excellent  results  when 
carried  out  aseptically  before  the  loss  of  blood 
becomes  severe. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Herpetic  Corneal  Ulcers  by  Cauter- 
izing with  Zinc  Sulfate.  H.  Sauer.  American 
Journal  of  Ophthalmology,  September,  1948. 


Since  1925  patients  with  herpetic  eruptions  of 
the  cornea  are  treated  with  twenty  per  cent  zinc 
sulfate  solution  which  is  applied  with  an  applicator 
after  cocaine  anesthesia.  Immediately  afterwards 
the  eye  is  rinsed  with  physiologic  saline  solution 
and  bandaged  with  collargol  ointment.  Usually  an 
early  lesion  heals  within  three  to  five  days  after 
one  cauterization,  older  and  extensive  lesions  with- 
in eight  to  thirteen  days.  Only  two  recurrences 
were  observed.  Burning  pains  usually  persist  for 
several  hours  after  the  treatment.  It  is  necessary 
to  sterilize  the  zinc  sulfate  solution  by  boiling  be- 
cause molds  grow  readily  in  it. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Anal  Sphincter  Repair.  Herbert  I.  Kallet,  M.D., 

Detroit,  Mich.  International  College  of  Sur- 
geons, Vol.  X,  No.  4,  July-August,  1947. 

Incontinence  of  the  anal  sphincter  following  in- 
jury or  surgery  is  a most  distressing  complication. 
The  psychologic  damage  is  profound.  Incontinence 
is  largely  avoidable.  Proper  handling  of  fistulas 
and  injuries  in  the  first  place  will  usually  prevent 
disability. 

A consideration  of  the  musculature  of  this  region 
is  essential  for  a clear  understanding  of  both  the 
prevention  and  the  surgical  treatment  of  inconti- 
nence. The  smooth  muscle  fibers  of  the  circular 
coat  of  the  colon  are  concentrated  at  the  termina- 
tion of  the  rectum  to  form  what  is  known  as  the 
internal  sphincter. 

The  external  sphincter  ani  is  of  greater  impor- 
tance. The  muscle  forms  three  layers — the  sub- 
cutaneous, superficial,  and  deep.  The  origin  blends 
with  the  termination  of  the  levators.  Posteriorly 
the  fibers  insert  into  a tendinous  structure  attached 
to  the  coccyx.  The  attachment  to  a fixed  point 
such  as  the  coccyx  anchors  the  muscle.  The  sphinc- 
ter may  be  split  posteriorly  with  relative  impunity. 
The  gap  produced  by  incision  or  injury  in  this 
location  is  wedgelike  in  shape.  In  fact,  incisions 
are  deliberately  made  here  for  the  treatment  of 
fissures,  pectenosis,  and  other  conditions  associated 
with  sphincter  spasm  or  contraction. 

Anteriorly  a quite  different  anatomic  arrange- 
ment exists.  There  at  the  so-called  central  point 
of  the  perineum,  the  sphincter  fuses  with  the  su- 
perficial and  deep  transversus  perinei  muscles 
which  have  a lateral  pull.  At  that  point  also  the 
bulbo  and  ischiocavernosus  muscles  whose  direction 
is  upward  and  lateral.  Defects  at  this  site  are 
likely  to  be  more  serious.  Because  of  this  muscular 
cross  pull  in  the  treatment  of  ulcers  at  the  ante- 
rior commissure  where  a sphincterotomy  may  be 
indicated,  the  muscle  should  be  put  to  rest  by  pos- 
terior incision  rather  than  through  the  wound  left 
by  the  removal  of  the  lesion. 

Fistulas  in  the  anterior  location  must  be  excised 
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with  especial  care.  Particularly  in  multiparous 
women  with  a thin  perineum,  the  operation  should 
be  done  in  stages  either  with  or  without  the  inser- 
tion of  a seton.  In  multiple  fistulas  involving  both 
sides,  bilateral  incisions  through  the  sphincter  may 
result  in  loss  of  function.  In  this  instance,  too,  a 
stage  procedure  will  allow  one  portion  of  the  mus- 
cle to  heal  before  an  incision  opposite  is  made. 
Another  factor  in  the  prevention  of  incontinence 
by  Hiroschman,  namely,  the  avoidance  of  prolonged 
postoperative  packing. 

Many  technics  have  been  devised  for  repair  of 
the  injured  muscle.  The  percentage  of  failures 
has  been  high.  The  chief  difficulty  has  arisen  from 
the  incidence  of  infection  with  sloughing  of  the 
suture  material  and  disruption  of  the  wound.  The 
introduction  by  Smiley  of  alloy  steel  sutures  to 
unite  the  separated  muscles  ends  has  aided  in  re- 
ducing the  number  of  disruptions.  The  use  of 
vitamin  C and  chemotherapeutic  agents  have  fur- 
ther improved  the  prognosis  for  recovery. 

A semilunar  incision  is  made  well  beyond  the 
anus  and  of  sufficient  length  to  give  adequate 
exposure.  A flap  of  skin  and  anal  membrane  is 
dissected  off  the  subcutaneous  fat  and  scar,  laying 
bare  the  fibrous  tissue  separating  the  muscle  fibers. 
Dissection  is  carried  back  on  each  side  of  the  scar 
until  the  uninvolved  portion  of  the  sphincter  is 
exposed.  An  Allis  forcep  is  placed  on  each  end 
of  the  sphincter  to  identify  the  direction  of  the 
muscle  pull.  No  effort  is  made  to  free  the  cut  ends. 
By  means  of  a number  thirty  alloy  steel  wii-e  the 


muscle  fibers  are  brought  together  and  folded  over 
the  fibrous  gap  which  has  been  the  source  of  in- 
continence. Three  to  five  interrupted  wire  sutures 
are  usually  needed  to  obliterate  the  dead  space. 
These  must  be  tied  without  undue  tension  and  their 
cut  ends  carefully  buried.  The  skin  and  mem- 
branous flap  is  then  replaced.  If  there  is  redun- 
dancy, a portion  of  the  covering  can  be  trimmed 
to  fit  accurately.  Closure  is  made  by  dermal  or 
silk  sutures.  No  deep  retention  sutures  are  neces- 
sary. The  wound  is  sprinkled  with  sulfanilamide 
crystals  and  a pressure  dressing  applied. 

If  there  is  a prolapse  of  a single  fold  of  mucous 
membrane  into  the  gap,  this  may  be  excised  at  time 
of  operation.  However,  if  a complete  cuff  of 
mucosa  protrudes  through  the  anus,  it  is  advisable 
to  remove  this  redundancy  at  a later  operation. 

Patients  are  given  adequate  doses  of  cevitamic- 
acid  and  other  vitamins  as  needed.  Succinylsul- 
fathiazole  or  sulfathaladine  is  begun  at  once.  On 
the  fourth  day  a dose  of  phosphate  of  soda  is  given 
before  breakfast  and  repeated  if  necessary  before 
lunch.  Sitz  baths  are  not  advised.  The  wounds 
are  kept  clean  with  irrigation  of  some  mild  solu- 
tion. Two  per  cent  gentian  violet  is  applied  twice 
daily.  The  suture  line  is  watched  carefully  for 
infection.  One  or  more  stitches  should  be  removed 
at  the  first  sign  of  beginning  abscess;  ordinarily 
they  are  removed  in  about  five  days.  The  steel 
wires  are  not  disturbed  and  are  usually  left  per- 
manently buried. 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  ONE  HUNDRED  THIRTEENTH 
ANNUAL  MEETING,  TENNESSEE  STATE  MEDICAL  ASSOCIATION,  MAXWELL 
HOUSE,  NASHVILLE,  TENNESSEE,  APRIL  13-15.  1948 


TUESDAY  AFTERNOON  SESSION 
APRIL  13,  1948 

The  first  session  of  the  regular  meeting  of  the 
House  of  Delegates  of  the  Tennessee  State  Medical 
Association,  held  at  the  Maxwell  House,  Nashville, 
Tennessee,  convened  at  2:10  o’clock,  Dr.  E.  R.  Zemp 
of  Knoxville,  Speaker  of  the  House,  presiding. 

Dr.  William  M.  Hardy,  Secretary,  called  the  roll, 
and  the  following  answered  present: 

TRUSTEES 

E.  R.  Zemp  Knoxville 

E.  G.  Kelly Memphis 

Daugh  W.  Smith Nashville 


Roane Dana  Nance,  Oak  Ridge 

Robertson  John  S.  Freeman,  Springfield 

Rutherford J.  B.  Black,  Murfreesboro 

Shelby  Gilbert  Levey,  Memphis 

Shelby Malcolm  Stevenson,  Memphis 

Shelby  C.  G.  Andrews,  Memphis 

Shelby J.  M.  Bethea,  Memphis 

Shelby E.  G.  Campbell,  Memphis 

Shelby C.  V.  Croswell,  Memphis 

Shelby  Henry  Gotten,  Memphis 

Shelby  C.  H.  Heacock,  Memphis 

Shelby A.  R.  Porter,  Jr.,  Memphis 

Sullivan- Johnson W.  F.  Scribner,  Kingsport 

Sullivan- Johnson  R.  H.  Brown,  Kingsport 

Tipton  J.  S.  Ruffin,  Covington 

Washington,  Carter,  Unicoi  C.  Ward  Friberg,  Johnson 

City 

Washington,  Carter,  Unicoi  H.  L.  Moore,  Erwin 


A letter  was  read  from  Dr.  W.  C.  Chaney: 


COUNCILORS 


Henry  B.  Gotten  Memphis 

J.  Paul  Baird  Dyersburg 

D.  C.  Seward.  Nashville 

Myrtle  Lee  Smith Livingston 

L.  E.  Dyer Greeneville 

PAST  PRESIDENTS 

Kyle  C.  Copenhaver  Knoxville 

O,  N.  Bryan  Nashville 

E.  R.  Zemp  Knoxville 

T.  R.  Ray  Shelbyville 

H.  B.  Everett Memphis 

John  B.  Steele  Chattanooga 

J.  B.  Stanford  Memphis 

Hiram  A.  Laws,  Jr. Chattanooga 

W.  C.  Dixon  Nashville 

Jere  L.  Crook Jackson 

DELEGATES 

County  Name 

Anderson-Campbell  M.  L.  Davis,  La  Follette 

Blount W.  N.  Dawson,  Maryville 

Bradley  William  A.  Garrott,  Cleveland 

Consolidated John  Morris,  Somerville 

Cumberland  V.  L.  Lewis,  Crossville 

Davidson N.  S.  Shofner,  Nashville 

Davidson  David  Hailey,  Nashville 

Davidson  Travis  H.  Martin,  Nashville 

Davidson  James  C.  Gardner,  Nashville 

Davidson  Rudolph  Kampmeier,  Nashville 

Davidson  Charles  C.  Trabue,  Nashville 

Davidson  Fowler  Hollabaugh,  Nashville 

Dickson  R.  P.  Beasley,  Dickson 

Fentress J.  P.  Sloan,  Jamestown 

Giles  J.  U.  Speer,  Pulaski 

Greene  L.  E.  Dyer,  Greeneville 

Hamilton  William  J.  Sheridan,  Chattanooga 

Hamilton  Moore  J.  Smith,  Jr.,  Chattanooga 

Hamilton  Edward  T.  Newell,  Jr.,  Chattanooga 

Hamilton  Joe  Johnson,  Jr.,  Chattanooga 

Hamilton Wesley  Barton,  Chattanooga 

Hamilton  J.  B.  Swafford.  Chattanooga 

Henry  R.  Graham  Fish,  Paris 

Knox  R.  B.  Wood,  Knoxville 

K. nox  Ralph  Monger,  Knoxville 

Lincoln  j.  v.  McRadv,  Fayetteville 

Maury  William  N.  Cook,  Columbia 

Montgomery  V.  H.  Griffin,  Clarksville 

Obion  M.  A.  Blanton,  Sr.,  Union  City 

Overton  Myrtle  Lee  Smith,  Livingston 


I don’t  want  anyone  in  the  House  of  Delegates 
to  feel  that  my  absence  from  the  meeting  is  due 
to  a lack  of  interest  on  my  pai't.  I would  appre- 
ciate it  if  you  would  mention  at  the  meeting  that 
it  is  necessary  that  I be  in  San  Francisco  two  days 
ahead  of  the  Regular  Meeting  of  the  American 
College  of  Physicians.  I am  leaving  here  on 
Wednesday  morning  of  the  14th  at  7 :30,  so  that 
the  best  I could  do  is  to  stay  up  there  twenty-four 
hours,  and  then  come  back  and  start  this  rather 
long  trip.  The  first  meeting  of  the  Board  of  Gov- 
ernors is  early  the  following  Sunday  morning. 

I still  feel  as  strongly  as  ever  that  the  govern- 
ment in  Washington  is  either  going  to  take  over 
the  practice  of  medicine  by  passing  some  sort  of 
bill  that  has  to  do  with  socialized  medicine,  or  else, 
failing  that,  they  will  get  control  of  the  medical 
profession  by  a system  of  infiltration.  I think  all 
of  what  the  government  is  now  doing  is  very  help- 
ful, but  I am  suspicious  of  the  motive  behind  it. 
They  are  giving  large  sums  of  money  to  study 
cancer,  heart  disease,  to  look  after  child  welfare, 
maternity  care,  and  I see  no  reason  why  it  should 
not  be  spread  into  every  chronic  disease  we  have 
to  treat. 

I should  like  to  see  us  go  into  some  Prepaid 
Voluntary  Medical  Service  Plan  in  the  entire  state 
with  the  sole  purpose  of  trying  to  offset  government 
medicine.  I think  putting  this  plan  into  operation 
is  going  to  be  a terrible  “pain  in  the  neck”  for 
whoever  tries  it,  but  if  thirty-five  states  in  the 
Union  can  do  it,  we  can  do  it  too.  I think  the 
attitude  of  Washington  toward  us  is  driving  us 
into  this  way  of  practicing  medicine,  and  I am  in 
favor  of  the  medical  profession  owning  and  oper- 
ating this  plan. 

Cordially, 

WILLIAM  C.  CHANEY. 
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REFERENCE  COMMITTEES  APPOINTED 

Speaker  Zemp  appointed  the  following  Reference 
Committees : 

Credentials  Committee  — Dr.  W.  N.  Dawson, 
Chairman;  Dr.  R.  P.  Beasley,  Dr.  M.  A.  Blanton, 
Sr. 

Committee  on  Reports  of  Officers — Dr.  A.  R. 
Porter,  Jr.,  Chairman;  Dr.  T.  R.  Ray,  Dr.  L.  E. 
Dyer. 

Committee  on  Reports  of  Committees — Dr.  J.  B. 
Stanford,  Chairman;  Dr.  D.  W.  Smith,  Dr.  W.  J. 
Sheridan. 

Resolutions  Committee  — Dr.  N.  S.  Shofner, 
Chairman;  Dr.  J.  B.  Steele,  Dr.  R.  B.  Wood,  Dr. 
H.  B.  Everett. 

Committee  on  Amendments — Dr.  E.  G.  Kelly, 
Dr.  J.  0.  Manier,  Dr.  C.  W.  Friberg. 

MINUTES  OF  LAST  MEETINGS 

Moved  by  Dr.  H.  B.  Everett,  seconded  by  Dr. 
Jere  L.  Crook,  and  carried  that  the  Minutes,  as 
published  in  the  September,  1947  issue  of  the 
JOURNAL  be  approved  as  printed. 

FRATERNAL  DELEGATE 

THE  SPEAKER:  Dr.  Everett,  I understand  we 
have  a fraternal  delegate  present.  Will  you  pre- 
sent him? 

DR.  EVERETT:  Mr.  Speaker  and  Gentlemen 
of  the  House:  We  have  with  us  a gentleman  from 
our  sister  state,  Geoi'gia,  in  the  person  of  Dr.  Wood, 
from  Dalton,  Georgia,  and- he  brings  us  greetings 
from  the  Georgia  State  Medical  Association.  We 
will  be  glad  to  hear  from  Dr.  Wood  at  this  time. 

THE  SPEAKER:  We  now  recognize  Dr.  Wood. 

DR.  D.  L.  WOOD  (Dalton,  Georgia):  Mr.  Speak- 
er, Members  of  the  House  of  Delegates  of  Tennes- 
see: It  is  my  privilege  to  bring  to  you  greetings 
from  the  Medical  Association  of  Georgia,  and  the 
President,  Dr.  Steve  Kenyon,  and  also  to  extend 
to  you  a cordial  invitation  to  attend  our  meeting  in 
Atlanta  the  27th  to  the  30th  of  this  month  at  the 
Biltmore  Hotel.  Thank  you. 

NOMINATING  COMMITTEE 

THE  SPEAKER:  We  will  take  a five-minute 
l-ecess,  at  which  time  the  members  from  East 
Tennessee,  Middle  Tennessee,  and  West  Tennessee 
will  get  together  to  elect  the  members  of  the  Nom- 
inating Committee. 

DR.  HARDY:  Would  it  be  well  to  call  the  atten- 
tion of  the  delegates  to  the  fact  that  no  two  mem- 
bers of  the  committee  may  be  from  the  same 
county? 

(Recess.) 

THE  SPEAKER:  We  will  now  hear  the  names 
of  the  Nominating  Committee. 

(The  following  were  reported  as  elected  to  the 
Nominating  Committee:) 

West  Tennessee — Dr.  J.  Paul  Baird,  Dyer;  Dr. 
John  Morris,  Consolidated;  Dr.  C.  V.  Croswell, 
Shelby. 

Middle  Tennessee — Dr.  David  W.  Hailey,  David- 
son; Dr.  T.  R.  Ray,  Bedford;  Dr.  O.  Reed  Hill, 
Wilson. 


East  Tennessee:  Dr.  John  B.  Steele,  Hamilton; 
Dr.  Kyle  M.  Copenhaver,  Knox;  Dr.  L.  E.  Dyer, 
Greene. 

REPORT  OF  OFFICERS 

THE  SPEAKER:  We  will  have  the  reports  of 
officers.  The  first  is  the  Chairman  of  the  Board 
of  Trustees. 

SUPPLEMENTAL  REPORT  OF  THE 
TREASURER  AND  REPORT  OF  THE 
CHAIRMAN  OF  THE  BOARD  OF  TRUSTEES 

To  the  Members  of  the 
House  of  Delegates: 

We  have  changed  the  time  of  printing  the  audited 
x'eport.  Heretofore  I have  submitted  this  report 
directly  to  the  House  of  Delegates.  Sometime  later 
in  the  year  the  report  would  be  printed  in  the 
Journal.  The  members  of  the  House  would  have 
little  idea  of  the  condition  of  the  Society  at  the 
time  of  the  meeting.  This  year  the  report  for 
1947  was  printed  in  the  March  issue  of  the  Journal, 
beginning  on  page  93.  I submit  the  x'eport  as 
published  and  l’equest  that  the  Auditing  Com- 
mittee so  consider  it. 

A statement  of  income  and  disbursements  for  the 
first  three  months  of  1948  is  submitted  herewith. 
This  statement  shows  the  following  transactions: 


Total  Income  $29,540.84 

Total  Disbursements  14,157.41 


Excess  of  Receipts 

over  Disbursements  . $15,383.43 

Bank  Balance  $24,464.73 


The  largest  item  in  disbursements  is  $10,671.42. 
This  was  taken  from  the  cui’rent  account  and  in- 
vested in  First  Mortgage  Bonds. 

An  unnecessarily  large  balance  has  been  carried 
in  the  General  Fund  and  uninvested  as  the  House 
of  Delegates  has  instructed  the  Trustees  to  be  pre- 
pared to  assist  the  Pi-epayment  Medical  Care  Plan 
if  adopted. 

The  pi'esent  worth  of  the  Association  in  cash  and 


investments  is  as  follows: 

First  Mortgage  Bonds  $31,116.19 

Available  for  Investment  154.14 

Cash  in  Savings  Deposits  ...  10,087.68 

Bonds  12,956.00 

Bank  Balance,  3-31-1948  24,464.73 


Total  Balance  $78,778.74 

Respectfully, 


Daugh  W.  Smith,  M.D. 
Treasurer. 

April  13,  1948. 

REPORT  OF  SECRETARY-EDITOR 
FOR  THE  YEAR  1947 

Dr.  Hardy  read  his  report. 

To  the  Members  of  the  House  of  Delegates : 

The  activities  of  the  headquarters  office  are 
varied  to  such  an  extent  that  this  report  will  be 
made  under  various  headings. 
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Membership 

The  1947  membership  reached  an  all-time  high 
of  1,958  members.  A number  of  new  doctors  have 
entered  the  state  and  are  working  in  the  county 
societies. 

The  last  meeting  of  the  House  of  Delegates 
authorized  the  chartering  of  the  Lawrence  County 
Medical  Society.  The  doctors  in  the  other  four 
counties,  formerly  associated  with  Lawrence,  have 
for  the  most  part  entered  adjoining  county  soci- 
eties. 

Journal 

In  this  day  of  increasing  prices  I thought  it  well 
to  compare  figures  of  this  year  with  those  of  ten 
years  ago.  This  chart  shows  in  detail  items  of 
increase.  The  whole  chart  will  be  published  in  the 
JOURNAL,  but  the  following  percentage  of  increase 
will  be  interesting: 

Dues  collected  amounted  to  3.34  times  as  much 
last  year  as  in  1938.  The  membership  showed  a 
net  increase  of  sixteen  per  cent.  This  increase  in 
dues  resulted  from  raising  the  dues  from  $6  to 
$15.  Forty-six  per  cent  more  advertising  was  car- 
ried this  year.  The  twelve-time  page  rate  in- 


creased  seventy-six 

per  cent. 

The  income 

from 

ads  amounted  to 

three  and 

one-half  times  the 

1938  income. 

1938 

19A7 

Dues 

$ 9,264.00 

$31,928.00 

334% 

Members  

1,683 

1,958 

116% 

Ad  pages 

258 

376 

146% 

Twelve-time  rate 

15.00 

26.40 

176% 

Ad  income 

4,639.41 

16,193.66 

349% 

Bank 

3,523.62 

9,031.30 

20,444.77 

Investments 

12,564.81 

12,956.00 

10,087.68 

Etc.  

639.70 

3,457.00 

16,728.13 

55,976.81 

3.35% 

Rent 

513.60 

1,121.76 

218% 

Journal  Printing 

4,182.50 

10,728.80 

257% 

1938 — Cost  of  Journal  to  ad  income,  $1.19 

1947 — Cost  of  Journal  to  ad  income,  $1.54 

The  total  assets  of  the  Society  is  now  three  and 
one-third  times  the  1938  figure.  On  the  other  side 
of  the  ledger  our  office  rent  is  approximately  two 
and  one-fifth  times  as  much. 

The  cost  of  printing  the  JOURNAL  is  about  two 
and  one-half  times  as  much.  It  is  interesting  to 
note  that  in  1938  each  dollar  spent  on  printing  the 
JOURNAL  returned  in  advertisements  $1.19,  while 
in  1947  the  rate  was  $1.54. 

Finances 

The  custom  of  printing  the  Treasurer’s  audited 
report  with  the  proceedings  was  changed  this  year, 
and  the  audited  report  was  published  in  the  March 
JOURNAL.  By  making  this  change  each  member 
of  the  Association  can  know  in  advance  of  this 
meeting  the  exact  financial  status  of  the  Associa- 
tion at  the  close  of  the  preceding  year.  The  Treas- 


urer has  submitted  a supplementary  statement 
showing  the  financial  income  and  disbursements  for 
the  three  months  of  this  year. 

Since  April  1,  1946,  the  Trustees  employed  V.  O. 
Foster  as  Assistant  Secretary  of  the  Association. 
As  this  House  of  Delegates  did  not  outline  a plan 
for  Mr.  Foster’s  activities,  and  as  the  Trustees 
instructed  me  to  formulate  a program,  I was  some- 
what at  a loss  to  know  the  best  way  in  which  Mr. 
Foster’s  time  could  be  used.  By  carefully  going 
over  the  field  and  consulting  with  the  Trustees 
before  any  major  move  was  made,  we  believe  a 
program  for  Mr.  Foster  has  been  worked  out 
which  is  resulting  in  increased  activities.  I quote 
the  following  paragraph  from  Mr.  Foster’s  report 
to  me: 

Report  of  the  Assistant  Secretary  for  the  Year 
1947-48 

The  work  of  your  Assistant  Secretary  for  the 
most  part  falls  into  three  categories:  activities 
with  newspapers,  activities  with  radio  stations,  and 
activities  with  other  professional  and  lay  groups. 

1.  Activities  with  Newspapers 

(1)  I have  prepared  and  distributed  to  all  of 
the  newspapers  of  the  state  a weekly  health  column 
for  lay  health  education  purposes.  One  hundred 
twenty-four  papers  out  of  the  146  in  the  state  have 
carried  the  column,  of  which  106  are  weeklies  and 
18  are  dailies. 

The  column  appears  under  an  attractive  and 
official  heading  called  “Healthful  Living  for  Ten- 
nesseans,” with  by-line  ci'edit  to  the  Tennessee 
State  Medical  Association  and  the  local  medical 
society. 

Every  column  is  critically  reviewed  by  the  Edu- 
cation Committee  of  the  Association  before  being 
released,  thus  assuring  the  editors  and  their  read- 
ers that  the  content  is  authoritative  and  technically 
correct. 

The  response  of  the  press  to  this  service  has  far 
exceeded  our  expectations.  Newspapers,  particu- 
larly the  smaller  weeklies  and  semiweeklies,  desire 
and  appreciate  this  public  service  which  is  depend- 
able and  reliable  and  without  cost  to  them. 

The  commercial  value  of  the  space  newspapers 
have  contributed  to  this  column,  however,  exceeds 
$12,000  annually,  while  the  cost  of  distributing  the 
column  is  only  $572  per  year  to  the  Association. 

(2)  As  occasion  demands,  additional  releases  car- 
rying news  about  the  Association  or  special  activi- 
ties have  been  prepared  and  distributed,  including 
the  advance  publicity  on  the  annual  meeting  and 
provision  for  good  press  coverage  of  the  entire 
annual  session  this  year. 

(3)  The  Assistant  Secretary  has  had  opportunity 
to  call  on  many  of  the  editors  to  express  the  Asso- 
ciation’s appreciation  for  their  generous  acceptance 
of  our  health  column.  With  one  exception,  editors 
I have  contacted  have  only  the  friendliest  feelings 
toward  the  Association  and  its  news  release  serv- 
ices. Many  of  them  have  treated  our  releases 
editorially  and  have  plugged  hard  for  the  preser- 
vation of  our  traditional  system  of  medical  care. 

2.  Activities  with  Radio  Stations 

(1)  With  local  medical  society  approval  and 
sponsorship,  we  have  broadcast  twenty  series  of 
thirteen  to  fifteen  minute  programs  to  the  general 
public.  This  project  represents  260  quarter  hours 
of  broadcast  time  which  has  been  donated  to  the 
Association  by  thirteen  stations  scattered  all  over 
the  state.  The  commercial  value  of  this  radio  time 
is  $9,600,  yet  these  programs  have  been  virtually 
without  cost  to  the  Association,  involving  only 
travel  expense  of  the  Assistant  Secretary. 
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(2)  Special  School  Health  broadcasts  have  been 
made  to  390  elementary  schools  with  1,111  teachers 
and  31,238  pupils  participating.  This  health  in- 
structional series  has  been  carried  over  five  sta- 
tions located  at  McMinnville,  Dyersburg,  Greene- 
ville,  Clarksville,  and  Athens. 

3.  Activities  with  Other  Organizations 

(1)  Close  liaison  has  been  maintained  with  more 
than  a score  of  agencies — public,  private,  official, 
and  voluntary — whose  interests  parallel  those  of 
the  medical  profession  in  health  and  medical  care. 
This  liaison  has  resulted  in  the  profession’s  being 
able  to  make  substantial  contributions  to  school 
health,  support,  and  encouragement  to  worthy 
volunteer  agencies,  and  has  increased  the  reputa- 
tion of  the  profession  for  providing  counsel,  guid- 
ance, and  assistance  to  organizations  interested  in 
health  education  and  health  improvement. 

(2)  The  Assistant  Secretary  has  addressed  civic 
clubs  and  other  lay  groups  on  subjects  related  to 
health  and  medical  care. 

V.  0.  FOSTER. 

From  Mr.  Foster’s  report  it  will  be  noted  that 
the  activities  of  the  State  Association  have  in- 
creased considerably.  The  same  office  space  is 
being  used  as  for  the  last  twenty  years.  The  same 
office  force  has  carried  on  the  increased  work.  The 
only  additional  expense  has  been  Mr.  Foster’s  sal- 
ary and  travel  expense.  Larger  office  quarters 
would  be  desirable,  but  at  present  unattainable,  as 
many  of  you  probably  know. 

Conferences 

During  the  year  I attended  the  Conference  on 
Rural  Health  in  Chicago;. the  One-Hundredth  An- 
niversary meeting  of  the  American  Medical  Asso- 
ciation held  in  Atlantic  City;  a Health  Education 
Conference  at  Highland  Park,  Illinois;  the  South- 
eastern Sectional  Meeting  of  the  Public  Relations 
Conference  in  Atlanta,  Georgia;  and  the  Southern 
Section  of  the  same  Council  held  in  New  Orleans. 
Also,  the  annual  meeting  of  the  Secretaries  and 
Editors  held  in  Chicago. 

As  an  outcome  of  the  Highland  Park  meeting,  a 
large  place  on  the  present  program  is  being  given 
to  school  health.  Tennessee  is  the  first  state  to 
begin  to  carry  out  the  recommendations  of  this 
national  school-health  program  which  was  the  re- 
sult of  the  Highland  Park  meeting. 

Prepayment  Insurance  Plans 

Following  the  instructions  of  the  last  meeting 
of  the  House  of  Delegates,  each  member  of  the 
Association  received  a copy  of  the  plan  proposed 
by  the  Tennessee  Medical  Service  Corporation. 
Likewise,  at  the  same  time,  copies  of  policies  of- 
fered by  commercial  carriers,  and  somewhat  sim- 
ilar to  the  Tennessee  plan,  were  sent  to  every 
member  of  the  Association.  While  this  cost  was 
$641.07,  we  believe  that  it  was  well  worth  the  price 
even  if  only  a small  fraction  of  members  read  the 
plans. 

After  this  material  had  been  sent  to  every  mem- 
ber of  the  Association,  a petition  for  a special  ses- 
sion of  the  House  of  Delegates  was  sent  to  the 
President,  Dr.  Franklin  B.  Bogart.  Dr.  Bogart 
called  a special  meeting  for  January  18,  1948, 
which  was  the  earliest  possible  date  following  the 


receipt  of  the  petition.  A snowstorm  several  days 
before  the  proposed  meeting  compelled  a postpone- 
ment. This  postponement  was  advised  by  the  Trus- 
tees and  all  others  who  were  consulted.  A second 
meeting  was  called  on  February  8.  It  likewise  was 
postponed  due  to  exceedingly  bad  weather.  March 
7 was  considered  as  being  a safe  date  for  attempt- 
ing to  hold  this  special  meeting  of  the  House.  How- 
ever, a great  number  of  members  of  the  House  of 
Delegates  thought  it  would  be  unwise  to  have  a 
special  meeting  on  March  7,  when  the  regular 
meeting  would  be  held  on  April  13-15.  Therefore, 
the  special  meeting  of  the  House  of  Delegates  was 
canceled  and  the  discussion  of  prepayment  medical 
plans  was  postponed  until  this  regular  meeting. 

Respectfully, 

W.  M.  Hardy,  M.D., 
Secretary -Editor. 

April  13,  1948. 

STANDING  COMMITTEES 
REPORT  OF  THE  COMMITTEE  ON 
SCIENTIFIC  WORK 

THE  SPEAKER:  We  now  come  to  the  Standing 
Committees.  The  Committee  on  Scientific  Work. 

DR.  HARDY : Mr.  Chairman,  I have  here  a copy 
of  the  report  of  the  Committee  on  Scientific  Work 
(displaying  convention  program).  There  are  two 
items  that  I should  like  to  call  to  the  attention  of 
the  Committee  on  Reports  of  Committees.  In  the 
first  place,  this  year  we  introduced  an  innovation 
in  that  every  paper  is  abstracted  following  the 
title  and  the  author  of  the  paper.  This  was  addi- 
tional work  for  the  author,  additional  work  for  the 
committee,  but  the  Program  Committee  believes  it 
is  well  worth  while.  We  would  like  to  have  the 
consensus  of  the  House  on  this. 

It  was  also  considered  by  the  Program  Commit- 
tee, but  decided  against,  that  instead  of  having 
two  and  a half  days’  program,  it  might  be  well  to 
have  a three-day  program.  We  thought  that  prob- 
ably cancer,  being  in  the  spotlight,  could  be  used 
as  a Thursday  afternoon  program  in  the  form  of 
a symposium  which  would  hold  the  attendance  of 
the  organization.  We  decided  not  to  do  that,  but 
we  have  bunched  a great  number  of  cancer  papers 
for  Thursday  morning,  and  we  would  like  to  have 
the  advice  of  the  House  as  to  whether  we  should 
attempt  three  full  days  or  two  and  a half  days  of 
program  for  the  next  year. 

THE  SPEAKER:  That  will  be  referred  to  the 
proper  committee  which  will  study  the  suggestions. 

REPORT  OF  THE  COMMITTEE  ON 
NATIONAL  LEGISLATION 

THE  SPEAKER:  The  National  Legislative  Com- 
mittee, Dr.  N.  S.  Shofner,  Nashville. 

This  committee  has  had  no  meeting  and  has 
transacted  no  business  during  the  past  year. 

N.  S.  SHOFNER,  M.D.,  Chmn. 

JOHN  B.  STEELE,  M.D. 

T.  R.  RAY,  M.D. 


November,  1948 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


401 


H.  B.  EVERETT,  M.D. 

E.  R.  ZEMP,  M.D. 

FRANKLIN  B.  BOGART,  M.D. 

W.  M.  HARDY,  M.D. 

REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
POLICY  ANI)  LEGISLATION 

There  has  been  no  session  of  the  Tennessee  Leg- 
islature in  1948.  Therefore  no  business  has  come 
before  this  committee,  and  there  has  been  no  meet- 
ing. 

N.  S.  SHOFNER,  M.D.,  Chmn. 

WEBB  R.  KEY,  M.D. 

FRANK  HARRIS,  M.D. 

T.  R.  RAY,  M.D. 

M.  S.  ROBERTS,  M.D. 

FRANKLIN  B.  BOGART,  M.D. 

W.  M.  HARDY,  M.D. 

REPORT  OF  THE  LIAISON  COMMITTEE 

THE  SPEAKER:  Liaison  Committee. 

Dear  Dr.  Hardy : 

Your  letter,  which  was  received  this  morning, 
notifying  me  that  I am  Chairman  of  the  Liaison 
Committee  of  the  Tennessee  State  Medical  Asso- 
ciation is  the  first  intimation  I have  had  that  I 
was  on  any  committee.  Certainly  I have  not  been 
notified  before  and  know  nothing  about  the  duties 
of  the  committee. 

I regret  to  tell  you  also  that,  not  knowing  that  I 
was  a committee  member,  I made  plans  and  hotel 
reservation  for  my  vacation  during  the  week  of 
April  11,  so  that  it  will  be  impossible  for  me  to  be 
in  Nashville  at  that  time.  Had  I known  of  this 
appointment,  I would  have  made  different  arrange- 
ments. 

Sincerely  yours, 

J.  J.  HOBSON,  M.D. 

REPORT  OF  THE  INSURANCE  COMMITTEE 

THE  SPEAKER:  Insurance  Committee. 

(Dr.  Gotten  read  the  report) 

Gentlemen: 

The  Tennessee  State  Medical  Association  has 
continued  with  its  Group  Policy  No.  5219  with  the 
National  Casualty  Company,  and  the  Group  Policy 
with  the  Commercial  Casualty  Company.  The  for- 
mer, whose  home  office  is  Detroit,  is  represented  by 
the  Rice  Institute  Agency  in  Nashville,  and  the 
latter  by  Hayes  Hartnett  of  Nashville,  Tennessee. 

During  the  period  from  April  1,  1947,  to  Febru- 
ary 23,  1948,  the  National  Casualty  Company  has 
made  payment  on  six  claims,  amounting  to  $2,171.- 
42,  with  five  claims  pending.  They  have  ninety- 
two  policies  in  force  under  their  contract. 

The  Commercial  Casualty  Company  has  enrolled 
487  physicians,  paid  sixty  claims  during  the  year 
1947,  for  the  amount  of  $24,591.79.  This  was  the 
largest  amount  paid  during  any  one  year  in  the 
history  of  the  contract,  giving  this  company  a loss 
ratio  of  72.9  per  cent. 

It  is  the  opinion  of  this  committee  that  more 
active  solicitation  of  the  members  should  be  made 
so  that  the  physicians  can  avail  themselves  of  the 


liberal  features  of  these  two  policies  and  so  that 
the  insurance  companies  might  have  a better  ex- 
perience. It  is  urged  that  all  members  of  the 
Society  give  the  agents  of  these  companies  a hear- 
ing. 

HENRY  B.  GOTTEN,  M.D.,  Chmn. 

KYLE  C.  COPENHAVER,  M.D. 

C.  M.  HAMILTON,  M.D. 

DR.  GOTTEN  (continuing) : These  agents  com- 
plain that  too  many  times  they  call  on  the  physi- 
cians and  are  not  given  an  adequate  hearing,  and 
we  believe  you  should  grant  that  as  there  are  many 
liberal  features  of  both  of  these  policies  which 
might  be  of  interest  to  you. 

REPORT  OF  THE  MEDICAL  EDUCATION 
COMMITTEE 

THE  SPEAKER:  Medical  Education,  Dr.  Wood. 

(Dr.  R.  B.  Wood,  Knoxville,  read  the  report  of 
the  Chairman  of  the  Medical  Education  Committee, 
Dr.  W.  C.  Chaney.) 

T o the  House  of  Delegates : 

As  chairman  of  the  Medical  Education  Commit- 
tee, I should  like  to  make  the  following  report: 

Your  Committee  on  Medical  Education  func- 
tioned primarily  in  advising  Mr.  V.  0.  Foster  as 
to  the  material  that  was  published  in  the  newspa- 
pers all  over  the  state.  Most  of  these  papers  are 
published  once  a week.  I think  Mr.  Foster  has 
had  one  column  in  each  of  the  papers  all  through 
the  year. 

It  has  been  a pleasure  to  cooperate  with  Mr. - 
Foster  because  the  articles  that  he  has  written 
have  been  excellent.  About  the  most  that  the 
committee  has  had  to  do  is  to  look  out  for  errors 
in  spelling  in  the  typing.  At  times  we  have  made 
suggestions  about  the  subject  matter,  but  this  has 
not  been  very  often. 

Your  committee  would  like  to  take  this  oppor- 
tunity to  congratulate  Mr.  Foster  on  the  fine  work 
he  has  done. 

Sincerely, 

WILLIAM  CALVERT  CHANEY,  M.D. 

REPORT  OF  COMMITTEE  ON  MEMOIRS 

THE  SPEAKER:  The  report  of  the  Committee 
on  Memoirs  was  read  this  morning.  (Published 
October,  1948.) 

REPORT  OF  COMMITTEE  ON  MATERNAL 
WELFARE 

During  the  year  1948  no  matters  have  been 
brought  to  the  attention  of  the  Maternal  Welfare 
Committee,  hence  no  meetings  have  been  held. 

This  constitutes  the  report  of  the  committee  for 
the  year  1948. 

Cordially  yours, 

WILLIAM  W.  WALKER,  M.D.,  Chmn. 

THE  SPEAKER:  I wish  the  whole  country  could 
be  in  as  good  condition  as  these  committees  report 
they  are. 
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REPORT  OF  COMMITTEE  ON  CHILD 
WELFARE 

THE  SPEAKER:' Dr.  Van  Order. 

DR.  JOE  JOHNSON,  JR.  (Chattanooga) : I have 
the  following  report  by  Dr.  Van  Order: 

The  committee  has  been  participating  actively  in 
this  field,  concentrating  especially  on  education. 

This  has  been  carried  out  by  frequent  broadcasts 
on  subjects  pertinent  at  the  particular  seasons. 
Parent-teacher  associations  have  had  pediatricians 
as  speakers  at  their  monthly  meetings.  Physicians 
have  participated  in  a round-table  discussion  on 
juvenile  delinquency.  We  have  been  helping  to 
promote  a program  for  rural  physicians  for  post- 
graduate courses  in  pediatrics. 

The  committee  has  also  been  active  in  helping 
establish  a prematorium  to  serve  the  section  in 
and  about  Chattanooga. 

Respectfully  submitted, 

W.  E.  VAN  ORDER. 

REPORT  OF  COMMITTEE  ON  POST- 
GRADUATE INSTRUCTION  IN  CANCER 

THE  SPEAKER:  Dr.  Heacock. 

(Dr.  Heacock  read  the  report) 

Postgraduate  Study  of  Cancer 

The  Postgraduate  Committee  has  had  three  meet- 
ings since  our  last  state  meeting.  Five  applica- 
tions were  considered  for  the  instructorship  in 
cancer.  From  those,  one  was  chosen,  and  the 
appointment  was  made  July  13,  1947. 

Dr.  Lyndon  Lee,  from  the  Department  of  Sur- 
gery, University  of  Michigan  School  of  Medicine, 
was  appointed.  Doctor  Lee  opened  with  instruction 
September  15,  1947.  We  are  now  in  the  third 
circuit,  and  the  course  of  Doctor  Lee  seems  to  have 
met  with  almost  unanimous  approval  of  the  entire 
profession  in  all  districts  so  far. 

We  have  had  two  enforced  recesses  totaling  two 
weeks.  One,  because  of  ice  and  snow;  the  other, 
because  of  the  Mid-South  Postgraduate  Medical 
Assembly  in  Memphis,  where  the  circuit  function- 
ing near  Memphis  at  that  time  would  have  been 
depleted  of  doctors  in  attendance  upon  our  course 
had  we  not  recessed.  The  following  facts  will  be 
of  interest  by  way  of  results  thus  far  in  the  three 
circuits  given  by  Doctor  Lee: 


Number  of  enrollments  298 

Number  of  consultations  349 

Number  of  lay  lectures  14 

Number  of  laity  in  above  lectures  1,297 

There  are  seven  more  circuits  yet  to  be  given  ac- 
cording to  the  committee’s  plan.  Those  who  are 


interested  in  the  dates  and  the  location  of  the  teach- 
ing center  for  your  county  can  secure  this  infor- 
mation by  visiting  the  Postgraduate  Booth  on  the 
floor  exhibit.  You  will  also  find  outlines  of  the 
course  in  the  booth. 

Out  of  ninety-one  questionnaires  thus  far  re- 
turned, the  greatest  number  of  requests,  as  always, 
comes  for  a course  in  Internal  Medicine,  with  a 
second  choice  for  Obstetrics,  and  a third  for  Pedi- 


atrics. This,  perhaps,  is  a natural  trend  for  two 
reasons:  the  long  period  of  time  elapsed  since 
these  subjects  were  given,  and  the  large  number 
of  practitioners  back  from  the  war  and  out  of 
medical  schools  who  never  had  a chance  to  take 
our  former  courses  in  these  subjects.  But  this 
ratio  of  requisitions  may  change  by  the  time  ten 
circuits  are  querried,  and  a thousand  questionnaires 
have  been  dispatched  to  the  profession.  Common- 
wealth would  hardly  be  willing  to  participate  again 
in  these  past  subjects.  But  they  will,  and  are, 
still  pledged — for  Psychiatry,  in  fact,  are  very 
much  interested  in  that  subject. 

The  committee  desires  to  express  its  thanks  and 
appreciation  to  our  financial  contributors  making 
this  course  possible.  They  are: 

1.  Tennessee  State  Department  of  Public  Health 
and  Dr.  R.  H.  Hutcheson,  Commissioner 

2.  The  Tennessee  Division  of  the  American  Can- 
cer Society 

3.  Vanderbilt  University  School  of  Medicine 

4.  University  of  Tennessee  College  of  Medicine 

The  committee  welcomes  suggestions  any  time 

for  the  improvement  of  this  program. 

Respectfully  submitted, 

C.  H.  HEACOCK,  M.D.,  Chmn. 

REPORT  OF  COMMITTEE  ON  PHYSICAL 
THERAPY 

THE  SPEAKER:  Report  on  Physical  Therapy. 

DR.  HARDY : Dr.  Hamilton,  of  Memphis,  has 
sent  the  following  report: 

Dear  Dr.  Hardy: 

This  will  acknowledge  receipt  of  your  letter 
advising  me  of  your  desire  for  a report  from  the 
Committee  on  Physical  Therapy. 

I regret  to  advise  that  to  my  knowledge  your  let- 
ter was  the  first  knowledge  I had  of  my  being- 
chairman  of  the  committee.  Thinking  perhaps  I 
was  notified  last  year  when  the  committees  were 
appointed  and  I had  forgotten,  I had  my  secretary 
search  the  files  to  see  if  I had  been  notified.  We 
were  unable  to  find  such  notification.  No  doubt  it 
was  published  in  the  JOURNAL  and  I simply  failed 
to  see  it.  Therefore,  you  will  of  course  realize 
that  it  is  too  late  to  get  a report  compiled.  I called 
the  other  local  member  of  the  committee,  Dr.  San- 
ford, and  he  likewise  informed  me  that  he  was  not 
aware  of  his  being  a member. 

I regret  very  much  the  mix-up  and  will  simply 
have  to  state  that  no  report  will  be  forthcoming 
from  this  committee. 

Sincerely, 

J.  F.  HAMILTON,  M.D. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HEALTH 

THE  SPEAKER:  Industrial  Health,  Dr.  New- 
ell. 

DR.  EDWARD  T.  NEWELL,  JR.  (Chattanoo- 
ga). The  Committee  on  Industrial  Health  has  had 
no  business  referred  to  it,  and  hence  it  has  had  no 
activities. 

Gentlemen : 

This  is  the  tenth  annual  report  of  the  Committee 
on  Industrial  Health.  The  committee  has  been 
relatively  inactive  this  year,  probably  due  to  the 
fact  that  the  new  Chairman  of  the  Committee  has 
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had  no  previous  experience  on  this  Committee,  and 
has  received  no  requests  from  the  State  President, 
or  Secretary,  for  any  specific  duty.  However,  I 
understand  that  through  the  efforts  of  the  past 
members  of  the  committee,  nearly  all  of  the  County 
Medical  Societies  now  have  Committees  on  Indus- 
trial Health,  and  some  of  these  have  been  quite 
active. 

Thex’e  was  previously  compiled  a card  index  file 
of  all  the  doctors  who  were  active  in  Industrial 
Practice.  This  has  been  turned  over  to  the  new 
chairman  by  the  retiring-  chairman,  Dr.  Cecil  E. 
Newell. 

The  State  of  Tennessee  was  not  represented  at 
the  last  American  Medical  Association’s  Congress 
on  Industrial  Health,  and  it  would  seem  advisable 
to  have  some  member  of  the  committee  to  be  pres- 
ent at  this  year’s  meeting  to  represent  Tennessee, 
if  this  meets  with  the  approval  of  the  Board  of 
Trustees. 

Respectfully  submitted, 

EDWARD  T.  NEWELL,  JR.,  M.D.,  Chmn. 

O.  G.  NELSON,  M.D. 

FRED  M.  DUCKWALL,  M.D. 

F.  W.  FIEDLER,  M.D. 

DR.  HARDY : In  connection  with  the  Industrial 
Health  Report,  I should  like  to  call  attention  to  the 
Industrial  Health  Exhibit  over  in  what  they  call 
Room  220,  around  on  the  other  side  of  the  building. 
There  are  some  very,  very  beautiful  pictures  there 
showing  the  effects  of  the  atom  bomb.  The  display 
was  prepared  by  Dr.  Felton,  and  is  similar  to,  and 
I think  much  better  than,  a display  he  had  at  the 
American  Medical  Association  convention  in  Atlan- 
tic City.  Everyone  will  be  benefited  by  looking  at 
that  exhibit. 

THE  SPEAKER:  He  has  a paper,  too,  hasn’t 
he? 

DR.  HARDY : He  read  a paper  this  morning. 

REPORT  OF  THE  COMMITTEE  ON  GENERAL 
PRACTICE 

THE  SPEAKER:  General  Practice,  Dr.  C.  B. 
Roberts. 

To  the  House  of  Delegates,  Tennessee  State  Medical 

Association. 

The  State  Medical  Association  has  not  held  any 
meetings. 

The  committee  furnished  representation  to  the 
organizational  meeting  of  the  American  Academy 
of  General  Practice  in  Atlantic  City  June  10,  1947. 
The  following  is  an  article  which  has  appeared  in 
the  Journal  of  the  Tennessee  State  Medical  Asso- 
ciation concerning  this  organization. 

On  June  10,  1947,  a group  of  general  practi- 
tioners from  all  parts  of  the  United  States  met  at 
Atlantic  City,  New  Jersey,  to  formulate  organiza- 
tion of  the  American  Academy  of  General  Prac- 
tice, a group  described  by  Dr.  Arch  Walls  of  Mich- 
igan, a director  of  the  organization,  as  “a  body 
to  safeguard  and  further  the  interests,  rights,  and 
privileges  of  the  general  practitioner.” 

He  further  asserted  that  the  academy  “would 


encourage  the  general  practitioner  to  improve  and 
extend  his  education;  encourage  hospitals  to  open 
their  doors  to  the  family  physician;  encourage 
young  medical  students  to  make  general  practice 
the  foundation  of  their  careers,  regardless  of  the 
field  they  wish  to  specialize  in  later.” 

The  American  Academy  of  General  Practice  was 
not  founded  to  replace  or  compete  with  other  med- 
ical societies  or  associations.  Opposition  to  spe- 
cialists is  not  its  aim.  Rather,  its  plan  is  to  co- 
operate with  all  existing  groups  in  medicine  and 
fill  and  brighten  that  void  in  which  the  “cross- 
roads” doctor  finds  himself  in  this  day  of  “mod- 
ernization.” 

Many  proponents  of  specialization  cry  that  the 
general  practitioner  is  “a  forgotten  man,”  that  he 
is  lost  in  the  frustrations  of  his  family  practice, 
that  he  is  twenty  years  behind  the  times.  On  the 
other  hand,  many  general  practitioners  look  upon 
the  specialty  boards  as  monopolistic. 

This  is  not  a healthy  attitude  among  men  of  a 
common  profession,  and  the  American  Academy  of 
General  Practice  is  the  beginning  of  a concerted 
move  to  wipe  away  this  stigma.  For  the  most  part, 
the  programs  of  the  academy  will  be  educational 
with  topics  pitched  to  the  key  of  general  practice. 

A recent  poll  in  a leading  medical  school  indi- 
cated that  ninety  per  cent  of  the  graduates  planned 
to  become  specialists.  We  might  think  that  the 
schools  could  be  accused  of  fostering  this  drift 
toward  specialization.  But  wait — an  identical  poll 
conducted  among  freshmen  just  entering  the  school 
disclosed  a like  ninety  per  cent  headed  for  a spe- 
cialty. 

The  major  contributions  the  general  practitioner 
makes  to  society  is  lost  sight  of  in  the  consistently 
progressive  trend  for  ENT,  brain  surgery,  gyne- 
cology, allergy,  and  the  other  fascinating  special- 
ties. 

One  among  the  major  aims  of  the  American 
Academy  of  General  Practice  is  to  not  only  defend 
the  general  practitioner,  but  to  restore  him  to  his 
rightful  place  of  esteem  in  the  healing  arts.  One 
way  to  accomplish  this — and  it  is  most  certainly 
a factor  the  academy  will  demand — is  restoration 
of  medical  education,  emphasizing  in  schools  to  a 
much  greater  degree  than  before  the  theories  of 
preventive  medicine  and  medical  economics. 

Several  states,  among  them  Michigan  and  Cali- 
fornia, have  made  wonderful  progress  toward  this 
end.  The  general  practitioners  of  these  two  states 
were  quicker  than  we  to  realize  their  plight.  As 
a result  their  programs  have  been  afoot  much 
longer.  Already  two  Michigan  hospitals  have  con- 
sulted the  Michigan  general  practice  body  on  alter- 
ing their  staff  organizations  to  include  general 
practice  sections. 

Tennessee,  affording  a rich  potential  for  an  or- 
ganization which  must  rely  upon  its  strength  to 
make  itself  heard,  cannot  afford  to  be  asleep  at  the 
post. 

Here  is  a quote  from  the  Detroit  Medical  News: 
“Every  general  practitioner  has  a strong  obliga- 
tion to  qualify  for  membership  in  the  American 
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Academy.  He  should  realize  that  the  day  when 
organized  medicine  was  going  to  do  something  for 
him  has  been  too  long  delayed,  and  there  is  barely 
time  remaining  for  him  to  do  something  for  him- 
self. These  academies  can  only  perform  effectively 
if  they  are  representative.” 

Write  today  for  your  application  blank.  You 
may  apply  either  to  Dr.  C.  B.  Roberts,  the  Ten- 
nessee State  Medical  Association’s  chairman  on 
general  practice,  or  to  Dr.  Stanley  R.  Truman, 
Secretary  of  the  American  Academy  of  General 
Practice.  Dr.  Roberts’  address  is  Rhea  Hotel  Build- 
ing, Sparta,  Tennessee.  Dr.  Truman’s  office  ad- 
dress is  1904  Franklin  Street,  Oakland  12,  Cali- 
fornia. 

The  Council  on  Public  Relations  of  the  American 
Medical  Association  held  regional  meetings  all  over 
America.  The  Committee  on  General  Practice  was 
represented  at  the  Southeastern!  Regional  Confer- 
ence on  the  Council  of  Medical  Service,  American 
Medical  Association,  October  8,  1947,  Atlanta, 
Georgia.  This  was  a very  interesting  as  well  as 
informative  meeting.  The  theme  was  rural  prac- 
tice, and  an  important  condition  was  evident — the 
lack  of  basic  understanding  between  the  doctor  and 
the  public.  We  have  an  important  problem  to  sell 
to  the  public  and  no  one  to  sell  it  for  us — except 
busy  doctors.  Why  not  invite  laymen  interested 
in  our  field  to  help? 

C.  B.  ROBERTS,  M.D.,  Chmn. 

J.  PAUL  RAIRD,  M.D. 

NEW  BUSINESS 

THE  SPEAKER:  I would  like  to  remind  the 
Nominating  Committee  that  it  shall  nominate  a 
delegate  to  the  A.  M.  A.  along  with  the  other 
officers. 

I think  at  this  time  it  would  be  appropriate,  if 
anyone  has  any  resolutions  to  offer,  for  him  to 
present  them  so  that  they  can  be  referred  to  the 
Committee  on  Resolutions,  so  that  there  will  be 
plenty  of  time  to  study  them  and  report  back. 

DR.  JERE  L.  CROOK  (Jackson) : Mr.  Speaker, 
I proposed  a resolution  which  was  acted  on  at  the 
session  in  Knoxville  two  or  three  years  ago,  and  I 
do  not  know  what  the  fate  of  the  resolution  was. 
It  is  lying  dormant  in  the  archives,  but  it  is  a very 
important  move  on  the  part  of  this  Society  to  see 
that  our  younger  men  coming  on  do  not  suffer,  as 
we  older  ones  do,  in  receiving  from  the  various  life 
insurance  companies  the  small  stipend  that  our 
grandfathers  received  seventy-five  years  ago. 

I have  never  been  able  to  understand  why  insur- 
ance companies  who  have  such  lofty  ideals  and  are 
doing  such  grand  work  would  give  the  members  of 
the  medical  profession  such  a small  fee  for  passing 
upon  the  qualifications  of  their  applicants  for  life- 
insurance.  It  is  a well-known  fact  that  the  entire 
superstructure  of  life  insurance,  financially  and 
every  other  way,  rests  upon  the  shoulders  of  the 
medical  profession.  Should  there  be  delinquency 
on  the  part  of  the  individual  medical  examiner.  . . . 

THE  SPEAKER  (interposing) : Dr.  Crook,  I 


will  have  to  call  you  out  of  order  because  you  are 
not  to  discuss  it  now.  Just  send  your  resolutions 
in,  and  please  put  them  in  writing. 

DR.  CROOK:  It  is  already  in.  I want  to  know 
whether  it  is  still  in  or  not. 

THE  SPEAKER:  I will  ask  the  Secretary. 

DR.  HARDY : Dr.  Crook  and  Mr.  Chairman, 
that  was  submitted  to  the  Delegates  of  the  A.  M. 
A.,  according  to  the  instructions,  and  I believe  one 
of  the  Delegates  can  enlighten  you  on  the  fate  of 
the  resolution. 

DR.  IT.  B.  EVERETT:  When  we  attempted  to 
bring  it  up  in  the  House  of  Delegates  of  the  A.  M. 
A.,  there  was  not  one  delegate  whom  I solicited  and 
asked  for  assistance  who  would  support  the  reso- 
lution, and  it  was  never  brought  out  on  the  floor 
because  it  was  very  evident  that  it  was  not  going 
to  get  anywhere,  because  the  House  of  Delegates 
of  the  Medical  Association  did  not  see  fit  to  go 
into  a fee-fixing  policy.  It  was  thought  that  it 
would  be  entirely  out  of  order  for  them  to  start 
fixing  fees.  They  felt  that  it  was  a local  matter 
and  a matter  that  should  be  taken  up  by  each  local 
society  if  it  wanted  to  do  so.  The  American  Medi- 
cal Association  is  not  a fee-fixing  organization. 
For  this  reason,  there  was  no  support.  Members 
of  the  House  of  Delegates  from  various  parts  of 
the  country  were  solicited,  and  everyone  advised 
against  bringing  it  up  because  it  was  certain  to 
be  defeated,  and  it  was  not  brought  out  on  the 
floor. 

DR.  CROOK:  Mr.  Chairman,  as  a point  of  per- 
sonal privilege  as  the  introducer  of  that  resolution, 
there  was  no  desire  to  submit  a question  of  fee- 
fixing, individually  or  collectively,  but  the  whole 
tenor  of  the  resolution  and  the  object  of  the  reso- 
lution was  to  lay  it  before  the  various  life  insur- 
ance companies  with  the  simple  statement  that  on 
account  of  the  fact  that  we  have  not  received  any 
change  in  our  fee  schedule  for  fifty  years,  we  think 
something  should  be  done,  and  leave  it  in  their  laps 
to  see  whether,  as  a matter  of  simple  justice,  they 
would  not  live  up  to  their  lofty  ideals. 

THE  SPEAKER:  Dr.  Crook,  submit  your  reso- 
lution again  in  writing  and  refer  it  to  the  com- 
mittee, and  we  will  let  you  discuss  it  as  much  as 
you  wish.  , 

Are  there  any  other  resolutions? 

DR.  KYLE  C.  COPENHAVER  (Knoxville):  Mr. 
Speaker,  I am  asked  by  a group  from  the  Knoxville 
Academy  of  Medicine  to  present  this  resolution.  I 
do  not  know  exactly  what  it  can  accomplish,  but  I 
feel  kindly  honored  that  they  would  ask  me  to 
present  it. 

RESOLVED,  That  in  the  event  of  another  na- 
tional emergency,  those  physicians  who  served 
eighteen  months  or  more  in  the  Armed  Services 
during  World  War  II  should  not  be  recalled  to 
active  duty  until  those  physicians  who  were  physi- 
cally able  to  maintain  active  practices  during 
World  War  I have  been  utilized  by  the  Armed 
Forces.  In  the  event  it  becomes  necessary  to  recall 
the  physicians  who  served  in  World  War  II  to 
active  duty,  efforts  should  be  made  to  assure  them 
that  they  will  be  recalled  in  such  order  that  those 
with  longer  services  shall  be  enlisted  last. 
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This  is  signed  by  J.  B.  Naive,  Chairman;  Alvin 
J.  Weber,  Jr.,  Malcolm  Cobb,  Avery  Leeper,  A.  H. 
Lancaster,  Jarrell  H.  Penn,  and  John  L.  Mont- 
gomery, all  of  Knox  County.  Their  idea  is  . . . 

THE  SPEAKER  (interposing):  Do  not  discuss 
it,  please. 

Are  there  any  other  resolutions? 

DR.  HARDY : Mr.  Speaker,  1 should  like  to 
present  the  following  resolution  which  I will  sub- 
mit to  Dr.  Shofner  in  the  proper  form: 

RESOLVED,  That  the  Tennessee  State  Medical 
Association  at  its  next  annual  meeting  bestow  upon 
each  member  of  the  Association  who  has  practiced 
medicine  for  fifty  years  or  more  a suitable  certifi- 
cate to  be  signed  by  the  President  of  the  Associa- 
tion and  attested  by  the  Secretary;  and  a lapel 
button  in  recognition  of  his  services  performed  by 
each  physician  for  the  benefit  of  the  people  in  the 
state;  and  that  official  presentation  of  these  certifi- 
cates be  made  with  appropriate  ceremonies. 

THE  SPEAKER:  Who  is  going  to  admit  he  has 
been  practicing  for  fifty  years?  (Laughter.) 

DR.  CROOK:  I have  been  for  fifty-five  years.  I 
will  admit  it. 

THE  SPEAKER:  Are  there  any  other  resolu- 
tions? 

Dr.  Smith,  you  have  a letter  you  want  to  read? 

DR.  DAUGH  W.  SMITH  (Nashville):  This  is 
a communication  to  Dr.  Bogart  which  he  received 
from  the  President  of  the  State  Association  of 
Oregon.  May  I ask  if  the  press  is  in  here? 

DR.  HARDY : So  far  as  I know,  they  are  not. 

Dear  Dr.  Smith: 

I am  inclosing  a communication  just  received 
from  the  Oregon  State  Medical  Society.  This  is 
being  referred  to  you  as  Chairman  of  the  Board  of 
Trustees  for  whatever  action  you  may  think  neces- 
sary. 

Very  sincerely  yours, 

FRANKLIN  B.  BOGART,  M.D. 

Dear  Dr.  Bogart: 

The  Council  of  the  Oregon  State  Medical  Society 
is  keenly  interested  in  the  Shearon  Medical  Legis- 
lative Service  of  Washington,  D.  C.,  conducted  by 
Marjorie  Shearon,  Ph.D. 

Our  Council  has  voted  that: 

1.  A letter  be  sent  to  each  member  urging  him  to 
subscribe.  (Copy  of  letter  following  this  report.) 

2.  A letter  be  sent  to  the  president  of  each  state 
and  territorial  medical  association  recommending 
that  his  association  send  a similar  letter  to  each 
of  its  members,  and  that  he  endeavor  to  induce  his 
association  to  subscribe  on  an  annual  “sustaining” 
basis  of  $500.  (The  Oregon  State  Medical  Society 
did  so  last  year.) 

3.  A letter  be  sent  to  each  prepayment  medical 
care  plan  approved  by  the  Council  on  Medical  Serv- 
ice of  the  American  Medical  Association  urging  it 
to  subscribe  on  an  annual  “sustaining”  basis  of 
$500.  (The  Oregon  Physicians’  Service  has  done 
so.) 

We  shall  greatly  appreciate  it  if  you  will  present 
to  the  governing  body  of  your  Association  this 
proposal,  including  the  enclosed  copy  of  the  letter 
we  have  sent  to  our  members. 

Very  sincerelv  yours, 

OREGON  STATE  MEDICAL  SOCIETY, 
JAMES  C.  HAYES,  M.D.,  President. 


THE  SPEAKER:  Will  you  make  that  as  a reso- 
lution so  we  can  refer  it  to  the  committee? 

DR.  SMITH:  I wish  to  introduce  this  as  a reso- 
lution. 

THE  SPEAKER:  It  will  go  to  Dr.  Shofner’s 
committee. 

Are  there  any  other  resolutions? 

AMENDMENTS  TO  THE  CONSTITUTION  AND 
BY-LAWS 

Dr.  Everett,  I believe  you  proposed  an  amend- 
ment or  some  changes  in  the  By-Laws. 

DR.  HARDY : Mr.  Speaker,  at  last  year’s  meet- 
ing there  were  two  amendments  to  the  Constitution 
proposed  and  put  on  the  table.  If  it  is  the  desire 
of  the  House,  I will  read  those  amendments,  and 
they  would  then  be  referred  to  the  Committee  on 
Amendments  to  the  Constitution  and  By-Laws. 

Dr.  C.  V.  Croswell  of  Memphis,  who  was  the 
chairman  of  that  committee  last  year,  referred  this 
back  to  lay  on  the  table:  “I  move  that  Article  IV, 
Section  3,  of  the  Constitution  be  amended  by  the 
insertion  of  the  words  ‘Veterans  Administration,’ 
so  that  said  section  will  read  when  amended:  ‘As- 
sociate Members  shall  be  commissioned  officers  in 
active  service  of  the  United  States  Army,  Navy, 
Public  Health  Service,  and  Veterans  Administra- 
tion residing  in  the  state  who  are  elected  to  mem- 
bership by  a component  society  and  certified  to  the 
Secretary  of  the  State  Association  as  an  Associate 
Member.’  ” 

In  addition  to  that,  the  following  is  in  the  tran- 
script : 

“Dr.  H.  B.  Everett  (Memphis)  : Mr.  Speaker,  I 
believe  it  would  be  well  for  us,  while  we  are  amend- 
ing the  By-Laws  on  this  subject,  to  add  ‘Junior 
Members,’  to  include  interns  and  senior  students 
in  the  medical  schools.  The  American  Medical 
Association,  I believe,  has  already  taken  such  ac- 
tion, and  some  counties  have,  and  if  there  is  no 
objection,  I should  like  also  to  add  Junior  Mem- 
bers, which  carries  with  it  here  in  our  county  a 
very  small  fee. 

“The  Speaker:  Do  you  make  that  in  the  form  of 
a motion? 

“Dr.  Everett:  Yes,  sir. 

“Dr.  Arthur  Porter  (Memphis)  : I will  second 
the  motion. 

“Dr.  R.  B.  Wood  (Knoxville) : Mr.  Chairman, 
that  was  done  yesterday. 

“The  Speaker:  Then  no  action  is  necessary.  That 
will  lay  on  the  table  for  a year.” 

I can  give  the  Committee  on  Amendments  a copy 
of  that  out  of  the  JOURNAL. 

DR.  J.  B.  STANFORD  (Memphis) : How  about 
amendments  we  want  to  propose  now  to  the  Con- 
stitution and  By-Laws? 

THE  SPEAKER:  All  right,  we  can  hear  those 
now. 

DR.  STANFORD:  Mr.  Speaker,  Officers  of  the 
Association,  Past  Presidents,  and  Delegates:  I 

have  several  amendments  to  propose,  one  to  the 
Constitution  and  several  to  the  By-Laws.  Before 
proposing  them,  however,  I should  like  to  suggest 
that  the  Secretary  have  printed  a new  copy  of  the 
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Constitution  and  By-Laws.  This  one  is  nine  years 
old.  It  is  necessary  to  go  through  the  actions  of 
this  House  for  nine  years  to  see  what  has  been 
done  before  we  propose  something  else  to  do.  If 
this  could  be  published,  then  each  year  an  adden- 
dum could  be  published  and  inserted  in  it  so  we 
could  keep  it  up  to  date. 

The  first  amendment  I want  to  propose  is  an 
amendment  to  the  By-Laws.  It  is  to  clarify  Sec- 
tion 7 of  Chapter  VI  of  the  By-Laws.  Section  7 
now  reads:  “In  the  event  of  the  death,  resignation, 
disability,  or  removal  of  any  official  of  this  Asso- 
ciation other  than  a President  or  member  of  the 
Board  of  Trustees,  the  vacancy  so  created  shall  be 
filled  by  the  Board  of  Trustees,  and  the  officer  so 
appointed  shall  serve  until  the  next  regular  meet- 
ing of  the  House  of  Delegates.” 

I propose  to  add:  “This  shall  include  representa- 
tives and  alternate  representatives  to  the  House  of 
Delegates  of  the  American  Medical  Association.” 

This  is  singly  a clarification. 

The  second  amendment  I would  like  to  propose 
is  also  an  amendment  to  the  By-Laws,  and  it  is  in 
regard  to  the  program.  Our  programs  leave  a lot 
to  be  desired.  I personally  have  only  an  academic 
knowledge  of  them,  because  for  fifteen  years  I have 
been  in  here  and  have  not  heard  a program  and  do 
not  know  anything  about  it  except  what  the  mem- 
bers tell  me,  but  it  seems  to  a number  of  us  who 
have  discussed  the  matter  that  they  could  be 
streamlined  and  improved  a good  deal,  and  it  prob- 
ably could  be  improved  by  the  addition  of  three 
other  members  of  the  Program  Committee,  to  be 
selected,  of  course,  by  the  Board  of  Trustees. 

So,  I recommend  the  amendment  of  Chapter  VIII, 
Section  2,  which  now  reads:  “The  Committee  on 
Scientific  Work  shall  consist  of  four  members,  three 
members  appointed;  the  Secretary  shall  be  a mem- 
ber and  chairman  of  the  committee.  It  is  the  duty 
of  the  Committee  on  Scientific  Work  to  provide  a 
scientific  program,”  and  so  forth. 

I should  like  to  propose  that  we  amend  that 
section  by  changing  it  from  three  to  six  members 
to  be  appointed. 

The  other  amendments  that  I have  to  propose 
are  all  connected  with  one  matter.  That  is  one 
that  I touched  on  when  I said  I did  not  know  much 
about  the  program  because  I have  not  been  able  to 
go  to  the  meetings.  We  found  out  during  the  war 
that  the  business  of  this  Association  could  be  trans- 
acted very  easily  in  one  day,  and  the  amendment 
that  I offer  is  to  fix  it  so  that  we  can  transact  the 
business  of  the  meeting  in  one  day  and  then  go  to 
the  meetings  so  we  might  learn  a little  bit  about 
medicine. 

The  first  one  proposed  is  an  amendment  to  the 
Constitution — to  amend  Article  VIII,  Section  5,  to 
read:  “All  officers  of  the  Association,  except  the 
councilors,  shall  be  elected  on  the  last  day  of  the 
annual  meeting,  and  shall  assume  office  when 
elected.” 

That  is  changed  to  “the  last  day”  from  “the  third 
day.”  We  might  decide  to  have  just  a two-day 
meeting,  or  to  have  a three-  or  four-day  meeting, 


and  we  can  still  have  the  election  on  the  last  day. 

The  others  are  proposed  amendments  to  the  By- 
Laws  of  the  Tennessee  Medical  Association — that 
Chapter  II,  Section  1,  be  amended  to  read:  “The 
Association  shall  hold  its  scientific  session  the  sec- 
ond Tuesday  in  April,  and  at  such  place  as  has 
been  fixed  at  the  preceding  annual  session,  but  it 
is  agreed  that  the  meeting  shall  rotate  annually  to 
Middle,  West,  and  East  Tennessee. 

“The  House  of  Delegates  shall  meet  annually  at 
the  place  of  the  annual  session  of  the  Association. 
It  shall  meet  at  nine  o’clock  A.M.  on  the  Monday 
preceding  the  second  Tuesday  of  April  and  there- 
after until  its  work  is  completed.” 

I will  not  argue  about  the  nine  o’clock;  make  it 
ten  or  eleven,  or  whatever  you  like;  but  let’s  meet 
on  Monday. 

“If  the  business  interests  of  the  Association  re- 
quire, it  may  meet  in  advance  of  or  remain  in  ses- 
sion after  the  final  adjournment  of  the  general 
meeting,  such  extraordinary  meetings  being  subject 
to  the  call  of  the  Speaker  of  the  House  of  Dele- 
gates.” 

Chapter  V — I propose  that  Section  2 of  the 
chapter  be  amended  to  read:  “On  the  first  day  of 
the  regular  session  of  the  House  of  Delegates,  dele- 
gates from  each  of  the  three  grand  divisions  shall 
select  three  delegates  from  their  respective  divi- 
sions to  serve  as  a Committee  on  Nominations,  no 
two  of  whom  shall  be  from  the  same  county.”  The 
rest  of  it  reads  the  same,  except  it  is  the  first  day 
of  the  meeting  of  the  House  of  Delegates  and  not 
of  the  General  Session. 

Chapter  V,  Section  3,  to  be  amended  to  read: 
“The  Councilors  shall  be  elected  on  the  afternoon 
of  the  first  day  of  the  meeting  after  their  reports 
are  made  to  the  House  of  Delegates  so  that  they 
may  reorganize  and  plan  the  year’s  work.  The 
nominations  of  the  Councilors  may  be  made  by  the 
Nominating  Committee  or  by  any  delegate.” 

Chapter  V,  Section  4,  to  be  amended  to  read: 
“The  report  of  the  Nominating  Committee  and  the 
election  of  officers,  except  the  Councilors,  shall  be 
the  first  order  of  business  of  the  House  of  Dele- 
gates after  the  reading  of  the  minutes  of  the 
morning  of  the  last  day  of  the  General  Session.” 
It  now  reads  the  third  day. 

These  others,  I have  read. 

THE  SPEAKER:  Are  there  any  other  amend- 
ments? 

DR.  E.  G.  KELLY  (Memphis):  Mr.  Speaker  and 
Members  of  the  House  of  Delegates:  I have  a 
change  in  the  Constitution  to  recommend  to  you. 

I want  to  say  in  the  beginning  that  there  is  nothing 
personal  about  it,  and  it  is  not  altogether  mine. 
A group  of  us  got  together  and  talked  about  mak- 
ing the  organization  a little  more  democratic  and 
streamlining  it. 

We  recommend  that  Article  V of  the  Constitu- 
tion be  changed  to  read  as  follows:  “The  House  of 
Delegates  shall  be  the  legislative  and  business  body 
of  the  Association  and  shall  consist  of  (1)  delegates 
elected  by  the  component  societies;  (2)  ex  officio 
the  Officers;  (3)  the  five  immediate  Past  Presi- 
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dents  of  the  Association  in  attendance  at  the  ses- 
sion.” 

There  is  only  one  change  that  is  made.  Of 
course,  it  reads  at  the  present  time  that  all  of  the 
Past  Presidents  of  the  Association  in  attendance  at 
the  session  shall  be  members  of  the  House.  There 
is  no  precedent,  either  in  the  component  societies 
or  in  the  American  Medical  Association,  for  making 
Past  Presidents  lifetime  members  of  the  House  of 
Delegates.  A life  membership  in  any  legislative 
organization  is  not  democratic,  since  the  member 
is  not  dependent  upon  the  people  he  represents  for 
his  seating,  and  consequently  may  disregard  their 
wishes. 

If  the  member  is  still  representative  of  his  local 
society,  there  is  nothing  in  this  proposed  change 
that  would  prevent  his  election  to  the  House  of 
Delegates. 

Time  marches  on,  and  a member  who  is  most 
representative  of  his  component  society  today  may 
be  entirely  out  of  step  twenty  years  hence;  if  not, 
he  still  is  eligible  for  election. 

THE  SPEAKER:  Is  there  anything  else  that 
you  wish  to  present? 

DR.  H.  B.  EVERETT:  How  about  the  election 
of  the  Councilors?  Are  you  going  to  wait  until  the 
next  day? 

THE  SPEAKER:  We  have  to  do  that  the  morn- 
ing of  the  second  day,  according  to  the  By-Laws. 

DR.  EVERETT:  The  second  day  or  the  first 
day? 

DR.  STANFORD:  I did  read  that,  and  I will 
read  it  again.  “Councilors  shall  be  elected  on  the 
afternoon  of  the  first  day  at  the  meeting  after  their 
reports  are  made  to  the  House  of  Delegates,  so  that 
they  may  reorganize  and  plan  their  year’s  work. 
Nominations  for  Councilors  may  be  made  by  the 
Nominating  Committee  or  by  any  delegate.” 

THE  SPEAKER:  Is  there  anything  further? 

MEDICINE  OF  THE  YEAR 

DR.  HARDY : Mr.  Speaker,  I think  all  of  the 
members  of  the  House  of  Delegates  noticed  on  their 
chairs  as  they  came  in  a proposal  for  an  Annual 
Supplement  to  the  Journal  on  Medical  Progress,  to 
be  distributed  with  the  JOURNAL  OF  THE  TENNES- 
SEE State  Medical  Association.  I had  some 
correspondence  with  Dr.  Youmans  about  this.  One 
of  the  editors  is  a member  of  this  House,  and  I 
believe  he  could  give  us  some  information.  I am 
mistaken  about  that:  I thought  Dr.  Kampmeier 
was  one  of  the  editors;  but  would  Dr.  Kampmeier 
give  us  some  information  on  this? 

DR.  RUDOLPH  KAMPMEIER  (Nashville) : Mr. 
Speaker,  is  it  out  of  order  for  Dr.  Youmans,  a 
member  of  this  Association,  to  discuss  this.  I be- 
lieve he  is  here,  is  he  not.  Dr.  Hardy? 

DR.  HARDY : He  was  here  this  morning. 

THE  SPEAKER:  What  is  it,  a resolution? 

DR.  KAMPMEIER:  No,  sir. 

DR.  HARDY : It  is  a plan  to  abstract  the  best 
in  the  Journals  all  over  America  each  year  and 
give  that  as  a supplement,  to  be  mailed  along  with 
the  January  issue. 


THE  SPEAKER:  I think  that  should  be  referred 
to  the  Board  of  Trustees. 

DR.  KAMPMEIER:  I would  be  glad  to  discuss 
it  briefly,  if  you  wish — what  little  I know  about  it. 

THE  SPEAKER:  What  is  the  pleasure  of  the 
House? 

DR.  N.  S.  SHOFNER:  I move  to  ask  Dr.  Kamp- 
meier to  outline  it,  or  Dr.  Youmans  if  he  is  here. 

DR.  KAMPMEIER:  If  it  is  agreeable  with  you, 
Dr.  Youmans  is  a member  of  the  Tennessee  Asso- 
ciation, and  would  it  not  be  all  right  to  bring  him 
and  let  him  discuss  it? 

THE  SPEAKER:  It  takes  a motion  to  do  it. 

DR.  KAMPMEIER:  I move,  Mr.  Speaker,  that 
Dr.  Youmans  be  asked  to  present  this  plan,  since 
he  is  more  familiar  with  it  than  I am. 

(The  motion  was  regularly  seconded,  put  to  a 
vote,  and  carried.) 

DR.  KAMPMEIER:  Gentlemen,  I was  unable  to 
find  Dr.  Youmans.  I happen  to  know  a bit  about 
this  proposal,  so  I will  try  to  point  out  what  it  is 
all  about.  I happen  to  know  about  it  because  for 
five  or  six  years  Dr.  Youmans  and  I have  discussed 
this  kind  of  thing.  You  all  know  him  around  the 
state,  you  know  his  interest  in  postgraduate  medi- 
cine, and  he  has  had  a feeling  that  an  annual 
summary  in  the  various  fields  of  medicine,  pub- 
lished in  the  same  format  as  the  state  journals, 
might  very  readily  be  distributed  on  a low-cost 
basis  to  the  practitioners  of  the  country. 

He  has  proposed  this  scheme  to  all  the  state 
societies.  Only  a few  have  met  so  far,  but  this 
plan  has  been  accepted  by  some  societies,  I under- 
stand. It  has  the  advantage  of  bringing  together 
and  having  a certain  number  of  authors  familiar 
with  their  particular  field  abstract  the  literature, 
bringing  it  up  to  date  each  year  or  bringing  out 
each  year  the  main  advances  which  have  been  made 
in  a given  field,  avoiding  extensive  reading  of 
journals  which  are  not  even  available. 

That  is  the  main  scheme  in  this  whole  thing. 
The  publishers  with  whom  he  has  arranged  for 
this  type  of  thing  are  reputable  publishers,  the 
J.  P.  Lippincott  & Company,  who  publish  for  the 
American  Medical  Association  Useful  Drugs,  New 
and  Nonofficial  Remedies,  a medical  publishing 
company  that  is  perfectly  ethical  in  its  relation- 
ships with  the  medical  profession. 

If  there  are  any  questions,  I will  try  to  answer 
them,  but  that  is  the  scheme  briefly. 

DR.  J.  B.  STANFORD:  I should  like  to  ask  if 
those  addenda  are  suggested  to  replace  the  JOUR- 
NAL or  to  accompany  the  JOURNAL. 

DR.  KAMPMEIER:  No,  sir;  as  this  proposal 
of  his  states,  the  subscription  of  the  members  of 
the  society  would  be  placed  through  the  society  as 
an  addendum  to  the  JOURNAL,  to  be  issued  once  a 
year  at  a cost  of  one  or  two  dollars.  It  is  not 
mandatory.  The  society  merely  offers  its  members 
a subscription,  or  offers  the  subscription  to  be  in- 
corporated with  the  annual  fee  to  the  JOURNAL.  I 
believe  his  plan  is  that  there  is  some  reimbursement 
to  the  society  for  any  expenses  that  may  be  in- 
curred. 
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DR.  EDWARD  T.  NEWELL:  What  percentage 
ol'  the  membership  will  have  to  subscribe  to  make 
this  thing  go  over? 

DR.  KAMPMEIER:  I am  sorry,  I cannot  an- 
swer that.  The  idea  is,  you  see,  that  it  will  be 
published  for  a whole  variety  of  the  state  societies, 
and  that  an  effort  will  be  made  to  get  it  up  in  the 
same  format  as  the  Journal  of  that  particular  state 
society. 

DR.  JERE  L.  CROOK  (Jackson) : Mr.  Chairman, 
I should  like  to  make  this  suggestion.  You  say  it 
will  cost  only  one  or  two  dollars.  Why  couldn’t 
the  Association  pay  for  it — it  will  be  $3,800  if  every 
single  member  got  it,  and  maybe  it  would  be  only 
half  that  number — and  not  have  to  take  individual 
subscriptions.  Let  the  Association  furnish  it  to 
the  members  as  a part  of  its  service. 

THE  SPEAKER:  Is  there  a second  to  this  reso- 
lution? You  will  have  to  put  it  in  writing  for  Dr. 
Shofner’s  committee. 

INSURANCE  EXAMINATION  FEES 

DR.  JERE  L.  CROOK  (Jackson):  Mr.  Chair- 
man, I have  this  resolution: 

Whereas,  it  is  an  obvious  fact  that  the  entire 
superstructure  of  life  insurance  rests  upon  the 
shoulders  of  the  medical  profession;  and 

Whereas,  both  the  personal  integrity  and  the  pro- 
fessional ability  of  the  individual  examiner  are  the 
chief  factors  in  the  value  of  the  insurance  contract; 
and 

Whereas,  the  marvelous  progress  and  amazing 
financial  structure  of  the  life  insurance  companies 
of  America  has  justified  their  confidence  in  the 
medical  profession;  therefore  be  it 

Resolved,  That  the  Tennessee  State  Medical  As- 
sociation request  all  insurance  companies  of  Amer- 
ica to  consider  these  facts,  and  that  they  volun- 
tarily increase  the  fees  paid  their  examiners  in 
accordance  with  the  value  of  their  service  and  the 
vastly  increased  cost  of  living  and  maintaining 
medical  service  in  the  automobile  age  as  contrasted 
with  the  horse-and-buggy  days. 

Referred  to  the  Committee  on  Resolutions. 

LETTER  FROM  INFANTILE  PARALYSIS 
FOUNDATION 

THE  SPEAKER:  Dr.  Smith  has  a communica- 
tion. 

DR.  DAUGH  W.  SMITH:  This  communication  is 
rather  lengthy,  but  at  the  same  time  it  has  some 
very  important  implications.  It  is  from  the  Na- 
tional Foundation  for  Infantile  Paralysis,  Inc.  This 
organization,  as  you  well  know,  gets  its  funds  en- 
tirely from  the  March  of  Dimes.  This  letter  was 
addressed  to  Dr.  Hardy. 

DR.  SMITH:  I move,  Mr.  Chairman,  that  the 
Resolutions  Committee  give  this  serious  consider- 
ation, and  if  they  see  fit,  authorize  the  Board  of 
Trustees  to  appoint  such  a committee  to  work  out 
a suitable  fee  schedule  and  to  act  as  a liaison  com- 
mittee. 

(The  motion  was  seconded  by  Dr.  Stanford  and 
carried.) 

Is  there  any  other  business  to  come  up  this  after- 
noon? 

DR.  STANFORD:  Are  these  committee  reports 
to  be  submitted  tomorrow  morning? 


THE  SPEAKER:  The  reports  will  come  when 
we  get  to  them,  probably  tomorrow  afternoon. 

A motion  for  adjournment  is  in  order. 

(Upon  motion  regularly  made  and  seconded,  the 
meeting  adjourned  at  four  o’clock.) 

WEDNESDAY  MORNING  SESSION 
APRIL  14,  1948 

The  meeting  was  called  to  order  at  nine-twenty 
o’clock  by  Dr.  William  M.  Hardy. 

DR.  HARDY : The  House  will  please  come  to 
order.  As  this  House  has  no  Vice-Speaker,  and  in 
the  absence  of  the  Speaker,  I will  entertain  nomina- 
tions for  a Speaker  pro  tern  until  Dr.  Zemp  ar- 
rives. 

DR.  ARTHUR  R.  PORTER,  JR.  (Memphis) : Mr. 
Chairman,  I move  that  Dr.  Everett  be  installed  as 
Speaker  pro  tern. 

(The  motion  was  seconded  by  Dr.  V.  L.  Lewis  of 
Crossville.) 

I)R.  HARDY : Are  there  any  other  nominations? 
If  there  are  no  other  nominations,  I will  call  for  a 
vote.  Those  in  favor  of  Dr.  Everett  acting  as 
Speaker  pro  tern  will  please  say  “aye”;  opposed. 
Dr.  Everett! 

(Dr.  H.  B.  Everett  took  the  chair.) 

DR.  JOHN  B.  STEELE  (Chattanooga):  Mr. 
Speaker,  the  sad  news  has  just  reached  us  that  our 
President’s  beloved  mother  passed  away,  and  he 
is  on  his  way  back  to  Chattanooga.  I think  it  is 
fitting  and  appropriate  that  we  send  a telegram  of 
sympathy  to  Dr.  Bogart,  and  that  the  Secretary 
be  instructed  to  send  flowers,  the  bill  to  be  paid  by 
the  Association. 

(The  motion  was  seconded  by  Dr.  Arthur  R. 
Porter,  Jr.) 

THE  SPEAKER  PRO  TEM:  Dr.  Porter  sec- 
onds the  motion.  Would  you  want  a committee  to 
draft  the  resolution  or  leave  it  to  the  Secretary? 

DR.  STEELE:  I believe  I would  give  it  to  a 
committee,  because  the  Secretary  is  pretty  old  and 
pretty  busy.  I suggest  that  that  committee  be 
made  up  of  those  not  from  Chattanooga.  Most  of 
us  are  going  to  send  personal  messages  anyhow, 
and  I think  it  would  be  nicer  if  it  was  from  some 
of  the  boys  out  in  the  state. 

THE  SPEAKER  PRO  TEM:  Do  you  have  any 
idea  as  to  who  should  be  the  committee? 

DR.  STEELE:  No,  I would  not  encroach  on  your 
prerogatives  in  that  regard. 

THE  SPEAKER  PRO  TEM:  Gentlemen,  you 
have  heard  the  motion.  Is  there  any  discussion? 
If  not,  all  in  favor  of  the  motion  let  it  be  known 
by  saying  “aye”;  opposed,  “no.”  The  motion  is 
carried,  and  on  the  committee  I should  like  to 
appoint  Dr.  Shofner,  as  chairman.  Dr.  R.  B.  Wood, 
and  Dr.  Henry  Gotten. 

Gentlemen,  the  Secretary  will  call  the  roll  at 
this  time;  probably  some  delegates  have  come  in 
who  were  not  here  yesterday,  and  he  wants  to  check 
on  that. 

(Dr.  Hardy  called  the  roll,  and  the  following 
were  present.) 
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H.  W.  Qualls,  Memphis 
William  M.  Hardy,  Nashville 
Lee  K.  Gibson,  Johnson  City 
J.  R.  Thompson.  Jr.,  Jackson 
E.  G.  Kelly,  Memphis 
Daugh  W.  Smith,  Nashville 

D.  C.  Seward,  Nashville 
Henry  B.  Gotten,  Memphis 
J.  Paul  Baird,  Dyersburg 
Myrtle  Lee  Smith,  Livingston 
L.  E.  Dyer,  Greeneville 

Jere  L.  Crook,  Jackson 

Hiram  A.  Laws,  Jr.,  Chattanooga 

John  B.  Steele,  Chattanooga 

H.  B.  Everett,  Memphis 

C.  M.  Hamilton,  Nashville 

J.  O.  Manier,  Nashville 

T.  R.  Ray,  Shelbyville 

E.  R.  Zemp,  Knoxville 
Edward  T.  Newell,  Chattanooga 
W.  N.  Dawson,  Maryville 
William  A.  Garrott,  Cleveland 
John  Morris,  Somerville 

V.  L.  Lewis,  Crossville 

N.  S.  Shofner,  Nashville 
David  Hailey,  Nashville 
Travis  H.  Martin,  Nashville 
James  C.  Gardner,  Nashville 
Rudolph  Kampmeier,  Nashville 
Fowler  Hollabaugh,  Nashville 

R.  P.  Beasley,  Dickson 
J.  P.  Sloan,  Jamestown 

L.  E.  Dyer,  Greeneville 

S.  C.  Fain,  Jefferson  City 
Moore  J.  Smith,  Jr.,  Chattanooga 
Edward  T.  Newell,  Jr.,  Chattanooga 
William  J.  Sheridan,  Chattanooga 
Joe  Johnson,  Jr.,  Chattanooga 

R.  B.  Wood,  Knoxville 
Herbert  Acuff,  Knoxville 
J.  R.  Lewis,  Ripley 
Lester  H.  Shields,  Athens 

M.  A.  Blanton,  Sr.,  Union  City 
J.  T.  Moore,  Algood 

Dana  Nance,  Oak  Ridge 
Gilbert  Levy,  Memphis 
J.  M.  Bethea,  Memphis 
E.  G.  Campbell,  Memphis 
Henry  Gotten,  Memphis 
C.  H.  Heacock,  Memphis 
A.  R.  Porter,  Jr.,  Memphis 
R.  H.  Brown,  Kingsport 
C.  Ward  Friberg,  Johnson  City 
Charles  B.  Roberts,  Sparta 
R.  H.  Hutcheson,  Franklin 

O.  Reed  Hill,  Lebanon 

(Dr.  E.  R.  Zemp  took  the  chair.) 

THE  SPEAKER:  Is  the  Nominating  Committee 
ready  with  the  names  of  the  Councilors? 

DR.  T.  R.  RAY  (Shelbyville)  : Mr.  Speaker,  your 
Nominating  Committee  begs  to  submit  the  follow- 
ing names  for  the  Districts  in  which  the  terms  of 
the  Councilors  expire. 

First  District — Dr.  L.  E.  Dyer  of  Greeneville 
Third  District — Dr.  W.  J.  Sheridan  of  Chatta- 
nooga 

Fifth  District — Dr.  J.  W.  Johnson  of  Pulaski 
Seventh  District — Dr.  C.  D.  Walton  of  Mount 
Pleasant 

Ninth  District — Dr.  J.  Paul  Baird  of  Dyersburg 
THE  SPEAKER:  Gentlemen,  you  have  heard 
the  nominations.  Are  there  any  other  nomina- 
tions? I would  like  to  hear  a motion  on  this  re- 
port. 


DR.  II.  B.  EVERETT  (Memphis)  : Mr.  Speaker, 
I move  that  the  Nominating  Committee’s  report  be 
adopted  and  these  gentlemen  be  elected  to  their 
respective  places  on  the  Council. 

(The  motion  was  regularly  seconded,  put  to  a 
vote,  and  carried.) 

THE  SPEAKER:  The  next  thing  we  have  to 
take  up  is  unfinished  business.  Is  there  any  un- 
finished business? 

DR.  ARTHUR  R.  PORTER,  JR.  (Memphis): 
Mr.  Speaker,  there  is  a matter  that  has  been  dis- 
cussed for  six  years,  and  I present  the  following 
resolution : 

Be  it  resolved,  by  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association,  that: 

1.  We  approve  the  ci’eation  of  a corporation 
known  as  The  Tennessee  Medical  Service  Corpora- 
tion for  the  purpose  of  making  available  to  the 
people  of  Tennessee  the  benefits  of  a voluntary, 
nonprofit,  prepayment  medical  service  plan ; and 

2.  Be  it  further  resolved,  That  we  endorse,  in 
principle,  the  medical  service  contract  that  has  been 
drawn  up  and  circulated  to  the  membership  of  the 
Association.  We  recognize  that  experience  in  ac- 
tual operation  may  demonstrate  the  need  for  its 
revision  from  time  to  time;  and 

3.  Be  it  further  resolved,  That  the  Board  of 
Trustees  of  the  Tennessee  State  Medical  Associa- 
tion is  hereby  authorized  and  directed  to  make 
available  to  The  Tennessee  Medical  Service  Cor- 
poration, in  the  form  of  a loan,  out  of  the  treasury 
of  the  Association,  a sum  of  money  not  to  exceed 
twenty-five  thousand  dollars  ($25,000)  for  the  pur- 
pose of  enabling  the  Corporation  to  begin  opera- 
tions at  once;  and 

4.  Be  it  further  resolved,  That  the  Board  of  Di- 
rectors of  the  Tennessee  Medical  Service  Corpora- 
tion is  requested  to  employ  such  expert  personnel 
as  is  necessary  to  insure  a sound  and  successful 
operation  of  the  affairs  of  the  Corporation  and  that 
these  operations  begin  in  such  counties  or  areas  of 
the  state  as  qualify  for  such  service  by  securing  the 
agreement  of  fifty-one  per  cent  (51%)  or  more  of 
the  resident  doctors  of  medicine  of  the  county  or 
area  to  render  the  medical  services  for  which  the 
Corporation  agrees  to  pay  as  provided  in  Chapter 
113,  Public  Acts  of  Tennessee  for  1945,  and  under 
which  the  charter  of  The  Tennessee  Medical  Service 
Corporation  was  issued. 

ARTHUR  R.  PORTER,  JR. 

Since  we  are  all  familiar  with  this,  and  it  has 
been  discussed  for  six  years,  we  would  like  to  see 
the  discussion  limited  to  five  minutes  for  each 
speaker. 

DR.  HENRY  B.  GOTTEN  (Memphis):  Mr. 
Speaker,  I move  that  the  discussion  for  each  speak- 
er be  limited  to  five  minutes,  and  that  no  man  be 
allowed  to  speak  more  than  once.  We  are  all 
familiar  with  everything  anybody  is  going  to  say 
on  this,  and  they  should  be  able  to  say  it  in  one 
speech  of  five  minutes. 

THE  SPEAKER:  You  cannot  absolutely  limit 
them  to  one  speech,  but  he  would  have  to  wait  until 
everybody  else  had  spoken  before  he  came  back 
again. 

There  is  a motion  befoi’e  the  house,  seconded  by 
Dr.  Shofner.  Will  you  please  state  the  motion 
again? 

DR.  GOTTEN : I move  that  the  discussion  on  this 
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resolution  be  limited  to  five  minutes  for  any  one 
man. 

THE  SPEAKER:  Is  there  any  discussion  of  the 
motion? 

Are  you  ready  for  the  question?  All  in  favor 
say  “Aye”;  opposed,  “No.”  The  motion  is  carried. 

The  original  motion  is  now  open  for  discussion. 

(Discussion  of  Prepayment  Medical  Care  Plans 
fill  the  next  forty  pages  of  the  official  stenographic 
report.  The  Editor  is  of  the  opinion  that  the  ver- 
batum  report  would  not  be  read  by  many  of  the 
members,  probably  by  no  one.  The  remarks  of  any 
speaker  on  this  subject  will  be  supplied  on  request. 
The  full  record  will  be  published  if  desired  by  the 
House  of  Delegates.) 

Those  entering  into  the  discussion  were  Dr.  John 
B.  Steele,  Dr.  Joe  Johnson,  Jr.,  Dr.  N.  S.  Shofner, 
Dr.  Daugh  W.  Smith,  The  Speaker,  Dr.  T.  R.  Ray, 
Dr.  Edward  T.  Newell,  Dr.  Hiram  Laws,  Dr.  Ar- 
thur R.  Porter,  Jr.,  Dr.  Henry  S.  Gotten,  Dr.  Ed- 
ward T.  Newell,  Jr.,  Dr.  R.  B.  Wood,  Dr.  Dana 
Nance,  Dr.  Paul  Baird,  Dr.  0.  Reed  Hill,  Dr.  C.  M. 
Hamilton,  Dr.  William  A.  Garrott,  Dr.  H.  W. 
Qualls,  Dr.  R.  H.  Hutcheson,  Dr.  Moore  J.  Smith, 
Jr.,  Dr.  H.  B.  Everett. 

Dr.  E.  T.  Newell  moved,  and  Dr.  W.  N.  Dawson 
seconded,  that  the  vote  be  by  secret  ballot.  Motion 
lost. 

THE  SPEAKER:  All  in  favor  of  the  motion  of 
Dr.  Porter  that  we  have  this  prepaid  medical  plan 
operated  by  the  society  will  please  stand.  (Twenty- 
one.)  All  opposed  please  stand.  (Thirty-five.) 
The  vote  is  thirty-five  against,  twenty-one  for. 
Therefore  it  is  lost. 

DR.  DAUGH  W.  SMITH:  I move  that  this 
Tennessee  State  Medical  Association  go  on  record 
as  maintaining  its  Board  of  Incorporators  or  a 
similar  board  who  will,  through  our  sponsorship, 
sponsor  a prepaid  medical  plan  which  shall  be 
underwritten  by  old-line  insurance  companies  in 
the  manner  or  on  the  order  of  that  which  has 
recently  been  adopted  by  the  state  of  Rhode  Island. 

In  the  discussion  of  this  motion  it  was  pointed 
out  that  the  members  of  the  “Board  of  Incorpora- 
tors,” some  of  whom  are  laymen,  be  requested  to 
act  as  a committee  if  the  motion  carries. 

DR.  JOE  JOHNSON,  JR.:  May  I ask  that  an 
amendment  be  placed  in  the  motion,  that  this  plan 
be  limited  to  an  indemnity  plan,  submitted  to  the 
insurance  companies  on  an  equally  competitive  ba- 
sis comparable  to  the  Rhode  Island  Plan. 

DR.  SMITH:  I accept  that  amendment. 

The  question  was  called  for  by  Dr.  Jere  L.  Crook. 
It  was  put  to  a vote  by  the  Speaker  and  carried. 

THE  SPEAKER:  Gentlemen,  I want  to  congrat- 
ulate you  on  getting  rid  of  this  very  difficult  ques- 
tion, satisfactorily  to  some  and  unsatisfactorily  to 
some  others. 

After  discussion,  the  Secretary  and  Assistant 
Secretary  were  appointed  to  give  papers  a news 
release  stating  the  results  of  the  deliberations  of 
this  session. 
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Upon  motion,  regularly  made  and  seconded,  the 
House  adjourned  at  eleven  twenty  o’clock  to  re- 
convene at  2 P.M. 

WEDNESDAY  AFTERNOON  SESSION 
APRIL  14,  1948 

The  meeting  convened  at  two  fifteen  o’clock,  Dr. 
E.  R.  Zemp,  Speaker  of  the  House,  presiding. 

THE  SPEAKER:  The  meeting  will  please  come 
to  order. 

The  first  business  this  afternoon  is  the  reports 
of  Councilors. 

REPORT  OF  THE  COUNCILORS 

(Dr.  D.  C.  Seward,  Chairman  of  the  Council,  read 
his  report  and  filed  the  reports  of  the  Councilors.) 

I would  like  to  take  this  opportunity  of  thanking 
the  present  Councilors  for  their  hearty  cooperation 
during  the  past  year.  They  have  been  most  coop- 
erative and  their  reports  are  now  being  turned 
over  to  the  Speaker  of  the  House.  The  terms  of 
five  of  the  Councilors  expire  this  year,  and  for 
the  benefit  of  those  who  shall  be  elected  to  take 
the  place  of  those  retiring,  I should  like  to  impress 
on  them  the  fact  that  the  Councilors  have  a very 
important  mission  to  fulfil. 

The  duties  of  the  Councilors  are  outlined  in  our 
Constitution  and  By-Laws,  but  I think  it  might 
be  well  to  quote  one  paragraph : 

“Section  2.  Each  Councilor  shall  be  organizer, 
peacemaker,  and  censor  for  his  District.  He  should 
visit  each  county  in  his  District  at  least  once  a year 
for  the  purpose  of  organizing  component  societies 
whei-e  none  exist;  for  inquiring  into  the  condition 
of  the  profession,  and  for  improving  and  increas- 
ing the  zeal  of  the  component  societies  and  their 
members;  he  shall  make  an  annual  report  of  his 
doings  and  of  the  condition  of  the  profession  of 
each  county  in  his  District  to  each  Annual  Session 
of  the  House  of  Delegates.” 

From  the  reports  of  the  Councilors,  I judge  that 
the  profession  in  the  state  is  doing  unusually  well. 
We  have  had  very  few  complaints.  Some  minor 
complaints  are  being  ironed  out  at  the  present  time. 

It  has  been  a pleasure  to  serve  as  Chairman  of 
the  Councilors,  and  I hope  that  the  incoming  Coun- 
cilors will  be  as  cooperative  as  the  ones  we  have 
had  in  the  past. 

FIRST  DISTRICT 

We  have  five  organized  Societies  in  our  District 
with  an  approximate  membership  of  201.  No  new 
societies  have  been  organized  during  the  year.  No 
visits  have  been  made  during  the  year.  The  gen- 
eral morale  and  esprit  de  corps  among  the  societies 
has  been  good.  We  have  had  active  discussion  of 
premedical  insurance. 

L.  E.  DYER,  M.D. 

Councilor,  First  District. 

SECOND  DISTRICT 

Mr.  Speaker  and  Members  of  the  House  of 

Delegates  : 

As  Councilor  of  the  Second  District,  I wish  to 
make  the  following  report  of  our  societies  for  the 
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year  ending  conjointly  with  the  Tennessee  State 
Medical  Association. 

We  have  nine  counties  in  our  District,  and  we 
have  six  societies.  The  most  recent  society  to  be- 
come active  after  being  inactive  over  a period  of 
time  is  the  Roane  County  Medical  Society.  This 
society  now  has  a membership  of  forty-two,  and 
they  meet  at  the  Oak  Ridge  Hospital  and  have  an 
abundance  of  clinical  material  for  their  society. 

The  total  membership  in  our  District  is  297.  The 
number  of  members  who  are  eligible  for  member- 
ship but  who  are  not  members  is  twelve.  Number 
of  new  members  during  the  year  is  nineteen,  and 
the  number  of  members  who  died  during  the  year  is 
eight.  Number  of  members  dropped  from  the  mem- 
bership roll  is  sixteen,  some  of  these  for  nonpay- 
ment of  dues,  others  who  have  transferred  either 
to  another  society  or  to  veteran  membership. 

There  has  been  some  activity  with  reference  to 
the  prepaid  medical  and  surgical  insurance  plans 
in  the  Knox  County  Medical  Society;  otherwise,  so 
far  as  I know,  there  has  been  little  activity  in  the 
other  societies  of  this  District. 

As  a whole  I think  the  District  is  in  a very 
healthy  condition  and  well  organized. 

Since  our  last  meeting,  the  Naturopaths  have 
been  practically  eliminated  from  our  District. 

Respectfully  submitted, 

KYLE  C.  COPENHAVER,  M.D. 
Councilor,  Second  District. 

THIRD  DISTRICT 

The  Third  District  has  nothing  new  to  report 
except  that  the  component  societies  are  becoming 
more  active  now  that  the  strain  of  the  war  period 
is  off. 

There  have  been  no  new  societies  formed.  There 
is,  however,  an  area  in  this  district  composed  of 
four  contiguous  counties — namely,  Bledsoe,  Grun- 
dy, Marion,  and  Sequatchie.  There  has  been  a 
society  in  Grundy  with  three  members;  and  there 
are  a total  of  nineteen  doctors  practicing  in  these 
four  counties.  Your  Councilor  feels  that  the  time 
is  propitious  for  arousing  interest  sufficient  to  have 
a new  combined  society  formed  in  these  four  coun- 
ties. 

Three  doctors  have  died  during  1947,  according 
to  the  reports  received  by  your  Councilor,  as  fol- 
lows : 

T.  Lyles  Davis,  M.D.,  Chattanooga 
A.  W.  Lewis,  M.D.,  Copperhill 

S.  E.  Gaines,  M.D.,  Sparta 

Statistical  data  in  tabular  form  is  here  enclosed. 

Respectfully  submitted, 

A.  M.  PATTERSON,  M.D. 

Councilor,  Third  District. 

EIGHTH  DISTRICT 

It  gives  me  pleasure  to  make  the  following  report 
from  the  Eighth  District  of  which  I am  Chairman. 

Due  to  the  efforts  of  Dr.  S.  M.  Herron,  former 
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Secretary  of  the  Madison  County  Medical  Society, 
we  have  secured  the  cooperation  of  seventeen 
West  Tennessee  counties  in  uniting  and  organizing 
the  Consolidated  Medical  Assembly  of  West  Ten- 
nessee which  has  been  duly  recognized  by  the  State 
Medical  Association  and  given  a charter. 

This  organization  has  met  every  month  at  a 
dinner  session  at  the  New  Southern  Hotel  in  Jack- 
son,  at  which  time  we  have  had  one  or  two  out- 
standing speakers  on  the  program.  Our  attendance 
has  averaged  from  fifty  to  eighty  at  each  session. 

At  the  same  time  our  meeting  is  held  there  is  a 
meeting  of  the  Woman’s  Auxiliary  in  another  room 
at  the  hotel. 

For  the  reasons  stated  above  it  has  not  been 
necessary  for  me  to  leave  Jackson  in  order  to 
appear  before  any  counties  in  my  District,  as  I 
meet  the  members  regularly  every  month. 

No  disciplinary  action  has  been  taken  this  year, 
I am  pleased  to  state. 

The  morale  and  esprit  de  corps  of  our  organi- 
zation are  very  high,  and  every  meeting  has  been 
of  especial  interest  to  the  members.  Each  time 
we  meet  we  are  convinced  of  the  wisdom  exempli- 
fied by  all  of  our  societies  in  coming  together  in 
this  joint  assembly.  As  Jackson  is  in  the  center 
of  West  Tennessee,  it  is  no  hardship  for  the  mem- 
bers in  the  surrounding  counties  to  come  to  the 
meeting  in  their  cars. 

We  are  very  proud  of  our  organization  and  have 
plans  this  year  for  some  oustanding  speakers  from 
beyond  the  state. 

JERE  L.  CROOK,  M.D. 

Councilor,  Eighth  District. 

TENTH  DISTRICT 

This  District  has  made  very  satisfactory  progress 
during  the  past  twelve  months.  The  following 
points  are  worthy  of  enumeration : 

1.  Thex'e  is  only  one  Society  in  this  District,  the 
Memphis  and  Shelby  County  Medical  Society. 

2.  We  have  435  regular  members;  13  veteran 
members,  22  associate  members,  and  18  junior 
members. 

3.  We  have  had  no  Society  combinations  during 
the  year. 

4.  We  made  one  visit  to  another  Society,  the 
Dyer,  Lake,  and  Crockett  County  Society. 

5.  No  disciplinary  action  has  been  taken  against 
any  member. 

6.  The  Society  followed  the  usual  routine  of 
procedure,  and  nothing  of  unusual  interest  has 
occurred. 

7.  The  spirit  is  exceptionally  good,  and  there  is 
a strong  bond  of  personal  and  professional  friend- 
ship. 

8.  The  Society  has  gone  on  record  as  favoring  a 
prepay  medical  plan  and  has  voted  to  initiate  its 
own  plan  in  the  event  the  state  plan  is  not  adopted. 

HENRY  B.  GOTTEN,  M.D. 

Councilor,  Tenth  District. 


412 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


November,  1948 


to  ^ 


*■» 

'S 

e 

County 

<o3 

K.  T5 

s=> 
•2  e 

O 3 

£ 

§ 

T 

3 

Q 

'S 

o 

a 

eo 

3,g> 

s? 

o 

05 

and 

go 

!o 

3 

a 

o 

o 

a 

District 

s.s 

£.5 

rj  o 

O 

£; 

55 

Q 

a 

a 

FIRST  DIST.— 

8 

Cocke 

7 

10 

2 

1 

0 

1 

10 

5 

Greene 

21 

17 

1 

1 

i 

1 

12 

10 

12 

Sevier 

Washington, 

10 

10 

2 

1 

0 

1 

12 

6 

1 

Carter,  and 
Unicoi 

71 

83 

18 

8 

3 

3 

10 

52 

12 

THIRD  DIST.— 

0 

Bledsoe 

0 

3 

2 

0 

0 

0 

0 

0 

Bradley 

14 

19 

4 

0 

0 

0 

10 

9 

10 

Franklin 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Grundy 

3 

4 

0 

0 

0 

0 

0 

0 

0 

Hamilton 

198 

201 

2 

10 

1 

0 

27 

61 

56 

Meigs  

0 

1 

0 

0 

0 

0 

0 

0 

0 

Marion 

0 

9 

9 

0 

0 

0 

0 

0 

0 

Monroe 

11 

12 

1 

0 

0 

0 

12 

7 

ii 

McMinn 

16 

16 

1 

2 

0 

0 

10 

10 

10 

Polk 

0 

3 

2 

0 

0 

0 

0 

0 

0 

Sequatchie 
White,  Warren, 

0 

3 

2 

0 

0 

0 

0 

0 

0 

Van  Buren 

14 

16 

2 

2 

1 

0 

6 

12 

10 

FOURTH  DIST  - 

Fentress 

3 

4 

1 

0 

0 

0 

2 

3 

0 

Overton 

9 

11 

2 

1 

0 

0 

3 

5 

0 

Putnam 

12 

14 

2 

1 

0 

0 

12 

8 

8 

Smith 

13 

9 

2 

1 

0 

1 

12 

75% 

10 

Wilson 

FIFTH  DIST  — 

12 

17 

3 

0 

0 

1 

1 

5 

0 

Bedford 

18 

13 

0 

3 

1 

0 

11 

10 

11 

Lincoln 

14 

18 

0 

1 

0 

0 

4 

50% 

4 

Rutherford 

SIXTH  DIST.— 

26 

2 

2 

3 

0 

0 

12 

14 

10 

Davidson 

324 

0 

0 

37 

3 

0 

28 

80 

25 

Robertson 

10 

13 

3 

0 

0 

1 

8 

10 

8 

SEVENTH  DIST 

— 

Dickson 

7 

9 

1 

1 

0 

0 

0 

0 

0 

Giles 

10 

12 

0 

0 

0 

0 

6 

5.7 

5 

Hickman 

3 

4 

1 

2 

1 

0 

1 

3 

0 

Humphreys 

2 

4 

2 

0 

0 

0 

0 

0 

0 

Lawrence  . . . . 

11 

8 

2 

2 

0 

0 

4 

60% 

4 

Maurv 

14 

21 

3 

. 5 

2 

0 

2 

10 

0 

EIGHTH  DIST.- 

Consolidated 

Medical 

Assembly 

120 

0 

0 

10 

6 

1 

10 

50 

21 

REPORT  OF  THE  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 


DR.  H.  B.  EVERETT:  Mr.  Speaker,  the  dele- 
gates to  the  American  Medical  Association  wish  to 
submit  a report  at  this  time.  Dr.  Newell  will  read 
the  report  for  the  delegates  for  the  past  year.  He 
is  now  ready  to  submit  that  report. 

DR.  E.  T.  NEWELL:  Before  reading  the  report 
of  the  delegates  to  the  American  Medical  Associa- 
tion, I wish  to  file  as  Exhibits  A,  B,  and  C the 
proceedings  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  at  its  Ninety-Sixth  An- 
nual Session,  “The  Centennial  Celebration,”  held 
at  Atlantic  City  June  9 to  13,  and  also  the  program 
of  the  Scientific  Assembly  of  the  one  hundred  years 
of  American  medicine,  along  with  the  Constitution 
and  By-Laws  as  amended  at  this  epoch-making 
Centennial  Celebration. 

These  three  documents  should  be  preserved  in 
the  archives  of  the  Tennessee  State  Medical  Asso- 
ciation for  future  reference  of  this,  the  largest, 
most  auspicious  meeting  that  the  American  Medical 
Association  has  ever  held.  The  meeting,  as  you 
know,  was  held  in  the  major  convention  city  of  the 
United  States,  that  has  the  largest  auditorium  in 
the  world,  with  a seating  capacity  large  enough  to 
encompass  the  entire  citizenship  of  Atlantic  City, 
which  is  about  ninety-three  thousand.  The  pre- 
meeting estimate  of  the  membership  of  the  Asso- 


ciation who  were  expected  to  attend  the  meeting 
was  estimated  at  fifteen  thousand.  The  number 
of  fellows  and  the  membership  of  the  Association 
that  were  present  at  this  meeting  exceeded  the  esti- 
mated fifteen  thousand  by  more  than  two  thousand. 
Dr.  Fishbein  told  me  that  five  thousand  additional 
physicians  were  turned  back  for  lack  of  accommo- 
dations. 

Atlantic  City,  with  its  battery  of  giant  hotels, 
and  its  gay  boardwalk,  sparkled  with  friendship 
and  cordiality  to  the  American  doctor.  The  town 
was.  literally  turned  over  to  the  American  Medical 
Association  for  the  five  days  of  its  meeting. 

The  scientific  exhibit  at  the  Atlantic  City  meet- 
ing in  this  enormous  auditorium  contained  more 
than  four  hundred  booths,  and  to  have  attempted 
to  visit  each  of  these  interesting  scientific  and  il- 
luminating and  technical  exhibits  would  have  con- 
sumed more  than  two  weeks,  not  to  mention  the 
other  discussions  of  the  various  sections  where 
several  hundred  papers  were  read  during  the  gen- 
eral session. 

When  one  thinks  that  the  American  Medical 
Association  is  composed  of  two  thousand  separate 
and  distinct  medical  societies,  representing  fifty- 
three  state  and  territorial  organizations  throughout 
these  United  States  and  their  territories,  you  may 
have  a faint  conception  of  what  a “Centennial 
Meeting”  would  be  when  held  in  a city  like  Atlantic 
City,  more  especially  in  the  month  of  June. 

It  would  be  beside  the  question  for  your  dele- 
gates to  endeavor  to  give  you  a pen  picture  of  what 
took  place  in  the  proceedings  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  last 
June,  and  it  would  also  be  beside  the  question  for 
us  to  attempt  to  give  you  any  idea  of  the  contents 
of  the  splendid  scientific  addresses  presented — and 
it  would  also  be  impossible  to  elucidate  to  you  the 
wonderful  addresses  that  were  made  by  the  many 
foreign  guests — some  three  hundred  doctors  from 
all  parts  of  the  world.  The  only  representatives 
that  I failed  to  see  at  this  “Centennial  Meeting” 
were  those  from  Russia,  Japan,  and  Germany. 
Some  countries  sent  as  many  as  fifteen  representa- 
tives. Each  country  sent  a special  message  of  good 
will  and  greetings  from  the  Central  Medical  Organ- 
izations of  their  respective  countries  to  the  “Great 
American  Medical  Association,”  of  which  we  of 
America  are  justly  proud. 

One  tribute  especially — by  the  British  Medical 
Society  that  was  printed  in  the  British  Medical 
Journal  in  June — was  worthy  of  note,  and  I am 
filing  this  tribute  from  our  English  confreres  along 
with  the  other  exhibits,  to  be  .kept  and  treasured 
by  the  Tennessee  State  Medical  Association.  I 
trust  that  each  of  you,  who  are  interested  in  what 
the  British  medical  fraternity  thinks  of  America 
and  American  medicine  and  surgery,  will  obtain  a 
copy  of  this  brief  address  from  the  home  office  in 
Chicago  and  will  preserve  it  in  your  library. 

There  has  been  held  since  the  June  meeting  of 
the  American  Medical  Association  two  regional 
meetings — one  in  Atlanta,  the  Southeastern  Conven- 
tion, and  one  in  New  Orleans,  the  Southern  District 
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— as  well  as  an  interim  meeting  in  Cleveland  in 
January,  1948.  All  of  these  meetings  were  well 
attended,  and  it  was  the  intent  of  purpose  to  im- 
prove rural  help  throughout  these  United  States, 
and  to  increase  interest  in  Prepaid  Medical  Insur- 
ance along  with  further  knowledge,  success,  and 
prestige  of  Blue  Cross.  The  basic  psychology  of 
these  meetings  was  to  make  this  country  a more 
healthy  place  in  which  to  live,  and  more  especially 
to  give  better  medical  service  to  all  of  its  inhabi- 
tants. It  would  be  impossible  for  us  to  detail  the 
work  of  these  four  meetings  or  give  you  any  idea 
of  the  magnitude  of  what  took  place  in  the  twelve 
days  consumed  in  these  four  meetings. 

Your  most  efficient,  capable,  energetic  Secretary- 
General  Manager  of  the  American  Medical  Associa- 
tion, Dr.  George  L.  Lull,  has  stolen  the  show  from 
all  of  the  delegates  reporting  to  their  various  states 
and  territories  by  the  informative  letters  that  he 
has  been  writing  to  the  delegates,  the  members  of 
the  various  counsels,  the  trustees,  the  Section  offi- 
cers, and  especially  to  the  Official  Journals  of  the 
various  states  that  compose  the  American  Medical 
Association,  telling  them  of  the  doings  that  took 
place  during  these  meetings,  and  of  the  news  in 
general  about  what  is  going  on  in  American  medi- 
cine today.  I cannot  pay  too  high  a tribute  to 
George  Lull,  for  he  followed  a man  in  office  from 
Tennessee  that  the  entire  profession  of  America 
admires — I may  say  revere — our  own  Olin  West. 
Dr.  Lull  has  had  a very  hard  task  to  fulfill,  but 
with  all  the  appreciation  due  Olin  West  for  his 
masterful  ability,  George  Lull  is  fast  following  in 
his  footsteps  and  gaining  the  prestige  and  com- 
mendation that  Dr.  West  held  for  so  many  years. 

While  we  are  speaking  of  great  men  in  the  med- 
ical profession,  we  wish  to  pay  homage  where  hom- 
age is  due,  to  our  last  year’s  American  Medical 
Association  President,  another  great  Tennessean, 
Harrison  H.  Shoulders.  No  man  has  ever  presided 
over  the  meetings  of  this  Association  with  greater 
suave  and  eclair  than  did  Harrison  H.  Shoulders. 
Those  of  you  who  did  not  attend  the  Centennial 
Meeting  last  June,  1947,  missed  seeing  Tennessee 
at  the  forefront  in  medicine,  through  the  splendid 
address  and  the  adroit  handling  of  the  gavel  of  Dr. 
Shoulders.  Many  were  the  compliments  paid  Dr. 
Shoulders  from  the  four  corners  of  the  country, 
not  only  as  president  of  the  Association,  but  for 
the  keen,  alert,  and  tactful  manner  in  which  he 
presided  over  the  House  of  Delegates  for  so  many 
years  before  his  elevation  to  the  presidency. 

While  Dr.  Shoulders  was  president  of  the  Amer- 
ican Medical  Association,  another  great  Tennes- 
sean, Olin  West,  was  president-elect  of  the  Asso- 
ciation until  his  health  necessitated  his  relinquish- 
ing the  presidency.  No  one  in  “American  Medi- 
cine” in  1947  need  ask,  where  is  sunny  Tennessee? 

President  Edward  L.  Bortz  of  Philadelphia,  who 
succeeded  Olin  West,  is  a most  capable  and  charm- 
ing physician  and  presiding  officer.  President- 
Elect  R.  L.  Sensenich  of  South  Bend,  Indiana,  can 
be  counted  upon  to  guide  our  ship  of  state  success- 
fully through  the  tempest  of  Socialized  Medicine, 


for  he  presided  over  the  Board  of  Trustees  for 
many  years  and  knows  the  strategy  of  the  dema- 
gogues in  Congress.  Dr.  R.  W.  Foutz,  speaker  of 
the  House  of  Delegates  from  Omaha,  Nebraska, 
and  Dr.  F.  P’.  Borzell  of  Philadelphia  are  wonder- 
ful parliamentarians.  You  will  hear  more  of  both 
of  these  men  later. 

The  outstanding  achievements  of  the  House  of 
Delegates  at  the  1947  meeting  was  the  full  recog- 
nition of  the  general  practitioner  as  the  “Man  of 
the  Hour”  in  the  medical  profession,  with  the  cre- 
ation of  the  section  on  General  Practice  in  the 
American  Medical  Association,  and  finally  with 
the  selection  each  year  by  the  American  Medi- 
cal Association  of  the  General  Practitioner  in 
the  United  States,  who  is  considered  to  have 
contributed  the  most  to  the  people  he  serves.  Dr. 
Archer  C.  Sudan  of  Kremmling,  Colorado,  received 
the  American  Medical  Association  Gold  Medal  as 
the  number  one  general  practitioner  of  the  nation 
in  1947,  and  acclaimed  throughout  the  land  by  the 
Medical  Journals  and  the  press  as  such.  The 
House  of  Delegates  has  gone  on  record  as  urging 
all  city,  county,  and  state  societies  to  use  their 
influence  to  obtain  more  blood  from  the  now  de- 
pleted blood  banks.  Blood  transfusions  are  the 
greatest  life-saving  procedure  in  medicine  of  all 
times. 

For  further  details  in  regard  to  the  activities  of 
the  House  of  Delegates,  we  suggest  you  read  your 
A.  M.  A.  Journal  and  your  splendid  Tennessee  Med- 
ical Journal. 

Respectfully  submitted, 

H.  B.  EVERETT, 

Senior  Delegate. 

EDWARD  T.  NEWELL,  SR„ 
Junior  Delegate. 

R.  B.  WOOD,  Alternate. 

THE  SPEAKER:  Without  objection,  this  report 
will  be  received  and  filed,  and  published  in  the 
Journal,  of  course. 

REPORT  OF  THE  COMMITTEE  ON 
REPORTS  OF  OFFICERS 

THE  SPEAKER:  Report  of  the  Committee  on 
Reports  of  Officers,  Dr.  Arthur  R.  Porter,  Jr. 

Your  Committee  on  the  Reports  of  Officers  has 
carefully  studied  the  reports  of  the  Chairmen  of 
the  Board  of  Trustees  and  the  report  of  the  Secre- 
tary-Editor. We  wish  to  commend  very  highly  the 
publication  of  the  financial  report  in  the  Jour- 
nal the  month  preceding  the  meeting  of  the  House 
of  Delegates.  This  gives  each  delegate  an  oppor- 
tunity to  study  the  report  before  coming  to  the 
meeting. 

The  committee  approves  each  of  these  reports 
and  heartily  recommends  their  adoption. 

Respectfully  submitted, 

ARTHUR  R.  PORTER,  JR.,  Chmn. 

T.  R.  RAY 
L.  E.  DYER 

THE  SPEAKER:  Without  objection,  the  report 
of  the  Committee  on  Reports  of  Officers  will  be 
received  and  published. 
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The  report  of  the  Committee  on  Reports  of  Com- 
mittees. 

REPORT  OF  THE  COMMITTEE  ON 
REPORTS  OF  COMMITTEES 

DR.  JAMES  B.  STANFORD  (Memphis) : Gen- 
tlemen: Your  committee  wishes  to  commend  the 
efforts  of  the  Committee  on  Scientific  Work.  The 
program  for  1948  is  unusually  good  and  is  vastly 
improved  by  the  abstracts  of  papers. 

Your  committee  recommends  a two-  or  three-day 
meeting,  followed  by  the  banquet  but  opposes  a 
two-and-a-half-day  meeting.  If  you  remember,  the 
Secretary,  when  he  read  that  report,  spoke  of  a 
three-day  meeting.  This  is  all  right,  but  it  is  ob- 
vious, while  we  oppose  a two-and-a-half-day  meet- 
ing, that  if  you  have  any  time  to  leave  this  meeting 
and  go  in,  you  only  listen  to  the  last  two  papers 
Thursday  before  noon. 

We  are  particularly  grateful  that  former  efforts 
of  the  Committee  on  Public  Policy  and  Legislation 
have  made  a report  unnecessary  for  this  year. 

We  recommend  that  the  Committee  on  Educa- 
tion’s report  be  accepted  as  read  and  the  committee 
be  instructed  to  continue  its  work  in  assisting  Mr. 
Foster,  the  Assistant  Secretary. 

We  recommend  the  acceptance  of  the  report  of 
the  Committee  on  Memoirs  as  read  before  the  Gen- 
eral Session. 

We  recommend  the  acceptance  of  the  report  of 
the  Committee  on  Insurance,  as  well  as  the  reports 
of  the  Committee  on  Child  Welfare,  Industrial 
Health,  and  General  Practice. 

We  offer  the  following  amendments  to  the  By- 
Laws:  Chapter  VIII,  Section  1 (a)  to  read  as  fol- 
lows : 

“The  committees  of  this  Association  shall  be 
Standing  and  Special  Committees.  The  Standing 
Committees  shall  be  as  follows : 

1.  Committee  on  Scientific  Work 

2.  Committee  on  Public  Policy  and  Legislation 

3.  Committee  on  Medical  Defense 

4.  Committee  on  Memoirs 

5.  Liaison  Committee 

6.  Insurance  Committee 

7.  Committee  on  Education 

8.  Committee  on  Cancer 

9.  Committee  on  Hospitals 

10.  Committee  on  Postgraduate  Instruction.” 

At  least  two  of  the  members  of  this  committee 
have  served  for  several  years  as  a Committee  on 
Reports  of  Committees.  We  have  had  year  after 
year  no  report,  no  report,  no  l'eport  from  about  six 
of  these  committees,  and  we  cannot  see  any  use 
for  them,  and  for  that  reason  we  recommend  this 
amendment. 

Respectfully  submitted, 

DAUGH  W.  SMITH 
WILLIAM  J.  SHERIDAN,  M.D. 
JAMES  B.  STANFORD 

THE  SPEAKER:  Do  I hear  a motion  to  accept 
this  report? 

DR.  EDWARD  T.  NEWELL:  I move  we  accept 
it. 


(The  motion  was  seconded  by  Dr.  Jere  L.  Crook, 
Jackson,  put  to  a vote,  and  carried.) 

REPORT  OF  THE  COMMITTEE  ON 
RESOLUTIONS 

THE  SPEAKER:  Let’s  hear  the  report  of  the 
Committee  on  Resolutions. 

DR.  N.  S.  SHOFNER:  Mr.  Speaker  and  Gentle- 
men: This  Committee  on  Resolutions  has  studied 
these  resolutions  and  wishes  to  make  the  following 
report : 

“Resolved,  That  the  Tennessee  State  Medical  As- 
sociation at  its  next  annual  meeting  bestow  upon 
each  member  of  the  Association  who  has  practiced 
medicine  for  fifty  years  or  more-  a suitable  certifi- 
cate to  be  signed  by  the  President  of  the  Associa- 
tion and  attested  by  the  Secretary,  and  a lapel 
button  of  suitable  design,  in  recognition  of  the 
service  performed  by  each  of  these  physicians  for 
the  benefit  of  the  people  of  the  state,  and  that  the 
official  presentation  of  these  certificates  be  made 
with  appropriate  ceremonies.” 

THE  SPEAKER:  Is  there  discussion?  Without 
objection,  this  resolution  will  be  approved  as  re- 
ported. 

DR.  SHOFNER:  The  next  resolution  the  com- 
mittee considered  was  the  one  which  was  referred 
to  in  a letter  from  the  President  of  the  Oregon 
State  Medical  Society  to  our  own  President,  Dr. 
Bogart,  in  which  he  asks  us,  and  is  evidently  asking 
other  state  societies,  to  support  financially  and 
otherwise  the  Marjorie  Shearon  Medical  Legisla- 
tive Service  in  Washington.  I think  you  heard 
that  letter,  which  requested  that  our  society  appro- 
priate $500  for  the  purpose  of  supporting  this  or- 
ganization. Our  committee  recommends  that  this 
society  appropriate  $500  for  1948  for  that  purpose. 

DR.  EDWARD  T.  NEWELL:  What  is  that  for, 
Doctor? 

DR.  SHOFNER:  The  Marjorie  Shearon  Medical 
Legislative  Service  is  a service  which  has  been 
established  by  Marjorie  Shearon,  Ph.D.,  in  Wash- 
ington. She  is  a woman  who  was  for  some  time 
associated  with  the  Social  Security  Board  and  sev- 
eral of  the  other  boards,  and  resigned  in  protest 
over  the  trends  which  those  organizations  were 
taking.  Since  that  time  she  has  been  engaged  in 
opposing  the  present  socialization  of  medicine  and 
of  other  elements  of  our  country,  and  is  doing  this 
at  present  on  her  own  and  apparently  needs  sup- 
port. 

She  prepared  most  of  the  data  for  Senator  Don- 
nell, and  also  for  Congressman  Harness,  who  has 
recently  made  some  rather  strong  protests  against 
this  thing.  This  is  a record  of  what  she  had  done: 
“Finding  that  as  a government  employee  she  could 
not  act  as  a free  American  citizen  in  exposing  the 
aim  of  the  socializers  to  regiment  the  medical  pro- 
fession and  the  public  under  a system  of  compul- 
sory sickness  insurance  and  ultimately  to  install 
the  complete  welfare  state,  Dr.  Shearon  organized 
the  Shearon  Medical  Legislative  Service.  By  this 
means  she  can  interpret  to  the  Congress  and  the 
people  the  real  effects  and  ultimate  implications  of 
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proposed  welfare  legislation.  In  effect,  Dr.  Shear- 
on  is  a one-person  lobby  of  the  truth.” 

(The  motion  was  made,  and  seconded  by  Dr.  J. 
B.  Stanford,  put  to  a vote,  and  carried.) 

DR.  SHOFNER:  The  next  resolution  was  the 
one  in  regard  to  the  proposal  by  Dr.  John  Youmans 
and  it  has  been  reduced  to  a resolution.  It  was  not 
in  that  form  yesterday  but  was  a letter.  The  res- 
olution is  as  follows: 

“Resolved,  That  the  House  of  Delegates  approve 
the  proposal  made  by  Dr.  John  B.  Youmans  as 
appears  in  the  attached  copy  of  his  letter  to  your 
Secretary-Editor,  namely,  that  Dr.  Youmans,  as 
Editor,  and  J.  B.  Lippincott  Company,  as  publisher, 
make  available  to  the  members  of  the  Tennessee 
State  Medical  Association  at  a modest  subscription 
price  an  annual  supplement  to  the  JOURNAL  of  the 
Tennessee  State  Medical  Association,  the  supple- 
ment to  present  a review  of  important  advances  in 
the  various  branches  of  clinical  medicine  in  the 
previous  year.” 

The  committee  approved  this  resolution. 

THE  SPEAKER:  Do  I hear  a motion? 

DR.  STANFORD:  You  might  define  “modest.” 

DR.  SHOFNER:  It  said  in  the  letter  not  over 
$2  a year. 

DR.  NEWELL:  It  is  not  mandatory  that  you 
take  it,  is  it.  Doctor? 

DR.  SHOFNER:  It  is  not  mandatory;  it  is  vol- 
untary. 

DR.  NEWELL:  I am  in  favor  of  it. 

THE  SPEAKER:  Does  the  society  pay  for  it,  or 
does  the  individual? 

DR.  SHOFNER:  The  individual,  if  you  subscribe 
for  it.  If  you  do  not  subscribe,  you  are  billed  for 
it. 

DR.  NEWELL:  I move  its  adoption. 

(The  motion  was  seconded  by  Dr.  Jere  L.  Crook, 
put  to  a vote,  and  carried.) 

DR.  SHOFNER:  The  next  resolution  is  one 
which  was  proposed  by  a group  of  World  War 
veterans  in  Knoxville,  and  it  was  the  belief  of  this 
committee  that  this  resolution  should  be  referred 
to  the  Veterans  Committee.  We  have  a Veterans 
Committee  of  this  Association.  Dr.  Jack  Burch  is 
chairman.  I do  not  recall  the  other  members. 

THE  SPEAKER:  Any  objections?  All  in  favor 
say  “Aye”;  opposed.  So  ordered. 

DR.  SHOFNER:  The  last  resolution  that  was 
handed  to  us  was  the  one  introduced  by  Dr.  Crook 
in  regard  to  the  increasing  of  fees  for  insurance 
examinations.  After  some  discussion  of  this  reso- 
lution, it  was  learned  that  there  is  an  Association 
of  Medical  Examiners,  a national  organization 
which  does  meet  at  regular  intervals,  I think  an- 
nually or  perhaps  semiannually,  but  at  least  it 
has  regular  meetings.  It  is  an  organized  group 
just  as  the  Tennessee  State  Medical  Association  is 
organized.  It  was  the  feeling  of  this  committee 
that  a copy  of  this  resolution  should  be  sent  to 
the  Medical  Directors  of  the  insurance  companies 
in  the  state  of  Tennessee,  our  thought  being  that 
the  Medical  Directors  of  the  insurance  companies 
who  have  home  offices  in  Tennessee — the  medical 


examiners — would  be  in  a position  to  carry  this 
idea  to  the  general  association  where  it  would  be 
discussed  by  doctors  who  are  also  insurance  rep- 
resentatives. We  thought  perhaps  it  would  get  a 
more  sympathetic  hearing  there  and  that  would  be 
the  proper  channel  through  which  to  direct  this. 
That  is  our  recommendation. 

DR.  CROOK:  Mr.  Chairman,  I think  that  is  a 
fine  idea,  and  I move  that  that  be  adopted. 

(The  motion  was  seconded  by  Dr.  J.  B.  Stanford, 
put  to  a vote,  and  carried.) 

DR.  SHOFNER:  We  have  no  written  report,  but 
the  committee  consisted  of  Dr.  H.  B.  Everett,  Dr. 
R.  B.  Wood,  Dr.  J.  B.  Steele,  and  myself. 

THE  SPEAKER:  Dr.  Crook,  do  you  have  an 
amendment? 

AMENDMENT  TO  BY-LAWS 

DR.  JERE  L.  CROOK:  Just  a brief  addition  to 
the  By-Laws,  a change.  On  page  12  of  the  Con- 
stitution and  By-Laws  of  the  State  Association, 
as  published  in  1939,  as  an  integral  part  of  this 
Constitution,  appears  the  following: 

“Chapter  V,  Election  of  Officers.  Section  1. 
All  elections  shall  be  by  ballot,  and  the  majority 
of  the  votes  cast  shall  be  necessary  to  elect. 

“Section  2.  On  the  first  day  of  the  Annual  Ses- 
sion the  Delegates  from  each  of  the  three  grand 
divisions  shall  select  three  Delegates  from  their 
respective  divisions  to  serve  as  a Committee  on 
Nominations,  no  two  of  whom  shall  be  from  the 
same  County.  It  shall  be  the  duty  of  this  Com- 
mittee to  consult  with  other  members  in  selecting 
candidates  for  the  offices,  and  to  hold  one  or  more 
meetings,  at  which  the  best  interests  of  the  Asso- 
ciation and  of  the  profession  of  the  State  for  the 
ensuing  year  shall  be  carefully  considered.  The 
Committee  shall  report  the  result  of  its  delibera- 
tions to  the  House  of  Delegates  in  the  form  of  a 
ticket  containing  the  names  of  three  Members  for 
the  office  of  President,  all  in  the  same  grand  divi- 
sion of  the  State  from  which  the  President  is  to  be 
elected,  and  of  one  Member  for  each  of  the  other 
offices  to  be  filled  at  that  Annual  Session,  except 
the  Councilors.” 

I do  not  know  when  this  was  changed,  but  it 
seems  that  under  the  present  regime  and  under 
the  present  Constitution,  this  has  been  changed  so 
that  the  Committee  nominates  one  man.  It  seems 
to  some  of  us  that  that  is  putting  a tremendous 
responsibility  upon  the  committee  from  whatever 
grand  division  the  President  is  to  come.  Two 
members  of  the  committee  practically  elect  the 
State  Medical  Association  President.  Why  would 
it  not  be  wise  to  revert  back  to  the  original  Con- 
stitution, which  is  the  subject  of  mature  delibera- 
tion? We  acted  under  it  for  years,  and  there  is  no 
reason  in  the  world  why  we  should  not  go  back  to 
it  and  have  our  Committee  on  Nominations  recom- 
mend three  men  and  then  let  the  members  select 
him. 

I move  that  this  particular  section  be  reinstated 
as  it  was  originally.  [Dr.  Crook  later  withdrew 
his  amendment.] 
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DR.  H.  B.  EVERETT:  I will  second  Dr.  Crook’s 
motion. 

THE  SPEAKER:  We  do  not  have  to  have  a 
second.  It  goes  right  to  the  By-Laws  Committee, 
of  which  Dr.  Kelly  is  the  chairman. 

Is  Dr.  Kelly  here?  Is  Dr.  Manier  here,  or  Dr. 
Friberg?  None  of  the  committee  are  here. 

Dr.  Acuff,  do  you  have  a report? 

DR.  HERBERT  ACUFF  (Knoxville):  Mr. 

Speaker,  the  only  report  I have  is  the  report  that 
was  filed  by  the  President  of  the  Auxiliary,  and  I 
put  my  concurrence  on  it. 

THE  SPEAKER:  You  render  this  as  your  re- 
port, to  be  filed  and  published  in  the  JOURNAL? 
All  right. 

PRESIDENT’S  REPORT  OF  THE  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Tennessee  State 
Medical’s  Association  is  completing  its  twentieth 
year.  As  President,  I submit  the  report  of  work 
accomplished  from  April,  1947,  to  April,  1948. 

I bring  you  greetings  from  our  organization. 

The  Woman’s  Auxiliary  has  had  an  increase  in 
membership  of  ninety  members.  We  now  have  a 
membership  of  537. 

Two  «ew  County  Auxiliaries  have  been  organized 
in  East  Tennessee  this  year — Roane  County  and 
Hamilton  County.  Numerically,  we  cannot  count 
Hamilton  County,  as  the  members  have  not  affiliat- 
ed with  the  State  and  National  Auxiliary,  but  there 
is  promise  of  them  joining  us  within  the  year. 

The  three  major  projects  which  were  to  be  under- 
taken by  the  State  Auxiliaries  were: 

1.  Health  Essay  Contest  in  the  junior  high 
schools 

2.  Nurse  recruitment 

3.  Public  Relations  Day 

To  encourage  nurse  recruitment — (1)  Scholar- 
ships have  been  given  by  several  of  the  Auxiliaries. 
(2)  Talks  have  been  given  by  physicians’  wives 
before  Women’s  Clubs  to  stimulate  interest  in  nurs- 
ing as  a career.  (3)  Transporting  high  school 
girls  to  teas  given  in  various  hospitals. 

To  encourage  the  girls  in  training,  parties  have 
been  given  them,  and  books  and  magazine  subscrip- 
tions have  been  donated  to  their  libraries. 

The  Directors  of  the  American  Medical  Associa- 
tion recommend  that  Public  Relation  Days  or  Com- 
munity Days  be  held  annually  in  every  section 
where  there  are  Medical  Auxiliaries.  The  Auxil- 
iaries make  all  the  plans  under  the  supervision  of 
the  Advisory  Committee  of  physicians  and  repre- 
sentatives from  all  the  women’s  organizations  and 
Civic  Clubs  are  invited  to  attend.  It  was  suggested 
that  well-informed  speakers,  usually  physicians,  be 
invited  to  speak  on  health  subjects,  and  that  com- 
munity improvement  projects  of  interest  and  bene- 
fit to  the  public  be  discussed  by  well-chosen  speakT 
ers,  and  that  light  entertainment  be  furnished  to 
make  a well-rounded  program. 

The  Public  Relations  Days  would  benefit  the  phy- 
sician in  making  better  relations  between  him  and 
the  public. 

One  of  the  State  Auxiliaries  has  inaugurated 


successfully  this  idea,  and  other  Auxiliaries  expect 
to  do  so  this  coming  year. 

Health  education  is  also  one  of  our  main  objec- 
tives. The  majority  of  the  County  Auxiliary  Pro- 
grams are  on  Health  subjects. 

One  of  the  ways  we  disseminated  health  educa- 
tion was  giving  subscriptions  to  the  A.  M.  A. 
Health  Magazine  Hygeia  to  city  and  county  schools. 
We  took  advantage  of  the  State  Health  Education 
Bill  and  appropriation  and  urged  the  county  super- 
intendents to  place  the  magazine  in  all  the  schools 
in  the  state  to  supply  health  education  material  to 
the  students  for  study.  Many  took  advantage  of 
this  opportunity,  and  we  are  assured  that  more  will 
do  so  the  coming  year. 

In  the  Davidson  County  General  Hospital  every 
week  a rolling  hospital  library  cot  was  taken 
around  to  the  patients.  Hundreds  of  bandages, 
surgical  caps,  ward  gowns,  bedroom  slippers,  and 
baby  gowns  were  made. 

Financial  donations  have  been  made  to  many 
worth-while  causes  such  as  cancer,  tuberculosis, 
community  service  to  camps,  Red  Cross,  Commu- 
nity Chest,  Girl  Scouts,  Civic  Forum,  and  scholar- 
ships to  nurses. 

Representatives  of  the  Auxiliaries  are  on  the 
Maternal  Welfare  League,  City  Beautiful  Com- 
mission, The  Better  Films  Council,  Children’s  Bu- 
reau, Y.  W.  C.  A.,  and  health  committees  in  other 
Women’s  organizations. 

Dr.  Edward  Bortz,  President  of  the  American 
Medical  Association,  says:  “The  Auxiliary  is  now 
beginning  to  assume  its  rightful  role.  It  represents 
probably  our  most  effective  instrument  in  the  field 
of  public  relations,  which  unfortunately  has  been 
the  most  neglected.  The  first  need  for  the  Woman’s 
Auxiliary  is  to  be  basically  informed  of  the  issues 
at  stake.  Therefore,  the  first  responsibility  is  to 
have  a clear  conception  of  our  job  and  how  to  carry 
it  on.”  The  Auxiliaries  are  incorporating  into 
their  monthly  programs  a study  course  on  the 
Murray-Wagner-Dingell  Bill,  prepayment  medical 
care,  the  booklet  “Check  and  Double  Check,”  legis- 
lative bills  pertaining  to  the  medical  profession, 
and  up-to-the-minute  news  on  subjects  of  impor- 
tance to  the  physician. 

The  avowed  purpose  of  our  Auxiliary  is  to  pro- 
mote in  every  way  we  can  the  interests  of  the 
medical  profession,  and  we  in  turn  covet  their  help 
and  cooperation  in  our  activities. 

Respectfully  submitted, 

MRS.  ROBERT  F.  PATTERSON,  President. 

Approved:  HERBERT  ACUFF,  Chairman,  Ad- 
visory Committee. 

NEW  BUSINESS 

Under  the  head  of  New  Business,  Dr.  W.  C. 
Dixon  was  recognized. 

REPORT  OF  MEETING  OF  COUNCIL  OF 
EMERGENCY  MEDICAL  SERVICE 

DR.  DIXON : At  the  request  of  the  Board  of 
Trustees,  I attended  the  meeting  of  the  Council 
on  Emergency  Medical  Service  at  the  American 
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Medical  Association  headquarters  on  April  5 and 
6,  1948. 

This  Council  was  created  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  to  study 
and  deal  with  the  medical  problems  of  the  armed 
forces  and  the  civilian  population  in  any  emergency 
which  might  arise. 

Representatives  of  forty-one  of  the  forty-eight 
State  Medical  Societies  were  present.  Represent- 
atives of  many  allied  groups  were  also  present, 
such  as  the  American  Dental  Association,  the 
American  Nurses  Association,  the  American  Hos- 
pital Association,  the  American  Veterinary  Medical 
Association,  the  American  College  of  Physicians, 
the  American  College  of  Surgeons,  and  a number 
of  other  national  organizations. 

There  was  a panel  discussion  on  the  medical 
aspects  of  special  weapons  of  warfare  with  speak- 
ers discussing  the  following  subjects: 

1.  Atomic  Warfare 

2.  Chemical  Warfare 

3.  Psychologic  Warfare 

4.  Report  on  activities  of  the  National  Academy 
of  Sciences 

President  E.  L.  Bortz  of  the  American  Medical 
Association  addressed  this  session  on  the  responsi- 
bilities of  the  medical  profession  in  the  event  of  a 
national  emergency. 

The  afternoon  session  was  addressed  by  repre- 
sentatives of  the  American  Red  Cross,  the  Depart- 
ment of  Defense,  and  the  Veterans  Administration. 

The  session  the  following  morning  was  devoted 
to  a panel  discussion  on  the  medical  health  and 
sanitary  problems  of  the  military  establishment  in 
the  event  of  a national  emergency. 

Representatives  of  the  Army,  the  Navy,  the 
Air  Force,  the  U.  S.  Public  Health  Service,  and  the 
Office  of  Selective  Service  Records  appeared  on  this 
panel. 

One  could  not  but  be  impressed  by  the  serious 
tone  of  the  addresses  of  all  the  speakers. 

Emphasis  was  placed  on  the  fact  that  in  a war 
involving  the  use  of  special  weapons,  civilian  cas- 
ualties might  exceed  battle  casualties,  and  therefore 
careful  organization  and  preparation  are  necessary 
for  such  an  emergency. 

Preparation  for  the  care  of  wounded,  evacuation 
of  the  wounded,  the  availability  of  blood  and  plas- 
ma, feeding  problems,  the  availability  of  housing 
and  hospital  facilities,  would  require  careful  plan- 
ning. Radiation  detection  teams  would  be  neces- 
sary, as  well  as  experts  on  the  control  of  fires. 

Needless  to  say,  the  medical  profession  could  not 
handle  all  these  problems,  and  the  Council  on  Na- 
tional Emergency  Medical  Service  feels  that  each 
state  should  have  a State  Disaster  Service  financed 
by  state  funds.  In  so  far  as  the  Council  could 
learn,  Tennessee  does  not  have  such  a service  at 
the  present  time. 

The  federal  government  is  gravely  concerned 
about  civilian  casualties  in  the  event  of  war,  to 
such  an  extent  that  a Department  of  Civilian  De- 
fense has  been  established  by  the  Secretary  for 
Defense,  headed  by  a civilian  secretary,  comparable 


in  position  to  the  Secretary  of  the  Army  or  the 
Navy. 

It  will  be  the  function  of  this  department  to 
cooperate  with  state  and  local  governments  in  prob- 
lems of  civilian  defense. 

The  medical  needs  of  the  armed  forces  were  fully 
discussed. 

One  could  not  but  be  impressed  by  the  attitude 
of  the  Council  to  this  question. 

The  Council  emphasized  the  fact  that  in  any 
future  war,  wastage  of  medical  personnel  such  as 
occurred  in  the  last  war,  must  not  occur,  and  that 
only  such  medical  personnel  as  was  actually  re- 
quired by  the  armed  forces  should  be  requested. 

In  this  connection  it  was  pointed  out  that  the 
Secretary  of  Defense,  Mr.  Forrestal,  has  appointed 
a committee,  composed  of  Dr.  Paul  R.  Hawley  as 
Chairman,  General  Bliss  from  the  Army,  Admiral 
Swanson  from  the  Navy,  and  General  Grow  from 
the  Air  Force,  whose  “mission  is  a thorough,  ob- 
jective, and  impartial  study  of  the  medical  services 
of  the  armed  forces  with  a view  to  obtaining,  at 
the  earliest  possible  date,  the  maximum  degree  of 
coordination,  efficiency,  and  economy  in  the  opera- 
tion of  these  services.” 

At  the  closing  session  of  the  Council,  the  fol- 
lowing resolution  was  adopted: 

“Whereas,  the  medical  profession  is  presently 
confronted  with  great  and  growing  problems 
relating  to  national  defense;  and 

“Whereas,  both  the  planning  and  implementation 
of  programs  to  meet  these  problems  in  many  in- 
stances reaches  down  to  state  and  local  community 
levels;  therefore  be  it 

“Resolved,  That  the  Council  on  National  Emer- 
gency Medical  Service  call  upon  the  state,  terri- 
torial, and  district  component  societies  of  the  Amer- 
ican Medical  Association  to  activate  at  once  a com- 
mittee of  proper  designation  and  direction  to  work 
with  and  under  the  guidance  of  this  Council  in  its 
program  to  meet  these  problems;  and  further  be 
it 

“Requested,  That  each  state,  territorial,  and  dis- 
trict society  submit  to  this  Council  the  personnel 
and  terms  of  reference  of  such  committee  promptly 
upon  its  appointment.” 

The  Council  then  recommended  that  upon  organ- 
ization of  the  State  Committee  to  consider  the 
problems  of  National  Defense,  that  such  committee 
interest  itself  in  the  development  of  such  legisla- 
tion as  may  be  necessary  to  activate  the  National 
Disaster  Relief  program  emanating  from  the  Office 
of  the  Secretary  of  Defense. 

It  is  further  recommended  that  such  committee 
occupy  itself  with  a survey  of  the  possible  medical 
and  health  problems  precipitated  by  a national 
disaster  and  the  available  medical  and  health  facil- 
ities to  meet  such  problems. 

While  it  could  not  be  stated  positively,  it  seemed 
to  be  the  feeling  of  those  present  that  the  committee 
asked  for  in  the  above  resolution  would  exercise  the 
functions  which  the  Procurement  and  Assignment 
Service  performed  in  the  last  war. 

This  was  the  most  serious  and  the  most  depress- 
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ing  meeting  that  I ever  attended.  One  could  not 
listen  to  the  description  of  the  effects  of  atomic 
warfare  without  a feeling  of  hopelessness  and  frus- 
tration. 

The  only  bright  spot  was  the  knowledge  that 
every  effort  is  to  be  made  to  offset  such  effects 
in  case  of  war. 

It  is  conceivable  that  the  continuation  of  our 
existence  as  a nation  might  depend  on  the  com- 
pleteness of  our  preparation  for  a war  in  which 
special  weapons  are  used. 

W.  C.  DIXON. 

Preceding  the  words,  “In  this  connection  it  was 
pointed  out,”  etc..  Dr.  Dixon  said:  “During  the  dis- 
cussion of  that  report  the  draft  law  which  is  now 
under  consideration  was  discussed,  and  it  was  point- 
ed out  that  there  was  a paragraph  in  the  draft  law 
as  it  was  being  considered  by  the  committee  which 
allowed  the  drafting  of  doctors,  dentists,  and  vet- 
erinarians between  the  ages  of  twenty-six  and 
forty-five,  regardless  of  previous  service,  regardless 
of  family,  regardless  of  anything  else,  and  this 
Council  was  vigorous  in  its  opposition  to  that  para- 
graph and  immediately  took  steps  to  have  the 
American  Medical  Association  use  all  of  its  in- 
fluence to  fight  this  unfair  and  discriminatory  sec- 
tion of  the  law.” 

THE  SPEAKER:  Is  there  any  motion  or  any- 
thing connected  with  that  report? 

DR.  DIXON : I did  not  know  whether  it  was  my 
function  to  make  the  motion,  but  I make  a motion 
that  a committee  be  appointed  by  the  proper  au- 
thority to  conform  to  the  request  of  the  Council  on 
Emergency  Medical  Service  as  set  up  in  their 
resolution. 

(The  motion  was  seconded  by  Dr.  Stanford,  put 
to  a vote,  and  carried.) 

THE  SPEAKER:  You  do  not  say  who  is  to 
appoint  this  committee. 

DR.  HARDY : The  Board  of  Trustees  appoints 
all  committees  unless  otherwise  ordered. 

DR.  R.  B.  WOOD:  I think  this  might  be  an  ap- 
propriate time  to  bring  up  tbis  particular  thing, 
although  it  has  no  continuity  of  action  in  regard 
to  anything  that  Dr.  Dixon  has  just  brought  up. 

Last  year  you  will  recall  that  on  the  occasion  of 
this  meeting  of  the  House  of  Delegates,  I brought 
before  this  group  a set  of  resolutions  asking  that 
we  go  on  record  as  requesting  the  University  of 
Tennessee  Board  of  Trustees  to  cooperate  with  the 
Atomic  Energy  Commission  in  the  establishment 
of  facilities  at  the  University  for  the  development 
of  atomic  energy  in  peace-time  pursuits.  That  res- 
olution was  passed. 

Since  that  time  there  have  been  several  develop- 
ments that  have  taken  place  as  a result  of  that. 
A committee  was  appointed  by  the  University  of 
Tennessee  further  to  develop  that  relationship,  and 
subsequent  to  that  a meeting  was  had  with  the 
atomic  energy  group,  who  informed  us  that  there 
would  not  be  any  available  moneys  for  the  pur- 
pose of  construction,  but  a very  active  cooperation 
would  be  given  to  those  institutions  on  a research 


program  who  have  the  facilities  for  the  develop- 
ment of  these  studies  and  plans  for  the  use  of 
atomic  energy  in  peacetime  pursuits. 

The  University  has  already  established  units  in 
the  Agricultural  Department  and  in  the  Physics 
Department,  and  in  other  departments  of  the  Uni- 
versity for  research  programs  in  connection  with 
the  Oak  Ridge  group.  We  have  been  anxious  to 
see  that  a similar  program  was  instituted  in  regard 
to  medical  research.  A committee  was  appointed, 
and  a conference  was  had  with  the  governor,  who 
assures  us  of  a very  active  interest,  but  in  view  of 
the  fact  that  certain  facilities  will  have  to  be  built 
which  will  include  a hospital  at  the  University  of 
Tennessee  of  sufficient  magnitude  to  furnish  clin- 
ical material  for  research  programs  in  the  use  of 
atomic  energy,  and  those  moneys  will  have  to  be 
made  available  through  an  edict  of  the  legisla- 
ture, therefoi-e  I would  like  to  make  a motion  that 
this  group  go  on  record  recommending  to  the  gov- 
ernor and  to  the  oncoming  legislature  in  1949  that 
moneys  be  requested  for  the  building  and  establish- 
ment of  such  facilities  as  would  meet  the  require- 
ments for  a cooperative  program  in  medical  re- 
search in  the  uses  of  atomic  energy. 

THE  SPEAKER:  Dr.  Wood,  will  you  reduce 
that  motion  to  writing,  and  we  will  take  it  up  in 
the  morning? 

DR.  DAUGH  W.  SMITH:  I have  a resolution 
I would  like  to  read: 

“Be  it  resolved,  That  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association  authorize 
the  Board  of  Trustees  to  appoint  a Committee  on 
School  Health; 

“Be  it  further  resolved,  That  the  House  of  Dele- 
gates approve  and  recommend  that  every  local 
medical  society  establish  a Committee  on  School 
Health.  It  shall  be  the  duty  of  the  School  Health 
Committee  of  the  Tennessee  State  Medical  Asso- 
ciation to  act  in  an  advisory  capacity  to  the  Di- 
rector of  Public  Relations  in  all  matters  and  activ- 
ities of  the  Tennessee  State  Medical  Association 
in  all  matters  relating  to  school  health.” 

THE  SPEAKER:  Turn  that  over  to  Dr.  Shofner, 
and  we  will  act  on  it  in  the  morning. 

Is  there  any  other  business?  If  not,  we  will 
adjourn  until  nine  o’clock  in  the  morning,  and  I 
will  try  to  be  here  on  time. 

(The  meeting  adjourned  at  three  fifteen  o’clock.) 

THURSDAY  MORNING  SESSION 
APRIL  15,  1948 

The  meeting  convened  at  9:15,  Dr.  E.  R.  Zemp, 
Speaker  of  the  House,  presiding.  It  was  moved  by 
Dr.  Everett,  seconded  by  Dr.  Porter,  to  dispense 
with  roll  call.  Motion  put  to  vote  and  carried. 

REPORT  OF  THE  NOMINATING  COMMITTEE 
AND  ELECTION  OF  OFFICERS 

Dr.  T.  R.  Ray,  Chairman  of  the  Nominating 
Committee,  was  recognized.  The  report  of  the 
committee  was  l’ead,  one  nominee  at  a time.  Nom- 
inations from  the  floor  were  called  for.  No  nomi- 
nations were  made  from  the  floor.  Each  officer 
was  elected  by  ballot. 
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Those  elected  were: 

President-Elect — Dr.  N.  S.  Shofner,  Nashville 

Vice-Presidents — 

Dr.  D.  J.  Zimmermann,  Morristown,  East  Ten- 
I1GSSGG 

Dr.  C.  D.  Giles,  Gallatin,  Middle  Tennessee 
Dr.  John  C.  Pearce,  Jackson,  West  Tennessee 

Trustees — 

Dr.  A.  M.  Patterson,  Chattanooga 

Dr.  E.  G.  Kelly,  Memphis 

Speaker  of  the  House — Dr.  E.  R.  Zemp,  Knoxville 

Delegates  to  A.  M.  A. — 

Dr.  R.  B.  Wood,  Knoxville 

E.  T.  Newell,  Chattanooga,  Alternate 

vppvpfo yy 

Dr.  W.  M.  Hardy,  Nashville 

Public  Health  Council — - 

Dr.  Webb  Key,  Memphis,  West  Tennessee 
Dr.  Malcolm  Tipton,  Union  City,  West  Tennes- 
see 

Dr.  E.  R.  Smith,  Selmer,  West  Tennessee 
Dr.  J.  B.  Black,  Murfreesboro,  Middle  Tennes- 
see 

Dr.  R.  N.  Buchanan,  Nashville,  Middle  Tennes- 
see 

Dr.  W.  N.  Cook,  Columbia,  Middle  Tennessee 
Dr.  R.  C.  Kimbrough,  Madisonville,  East  Ten- 
nessee 

Dr.  Dana  Nance,  Oak  Ridge,  East  Tennessee 
Dr.  Malcolm  Cobb,  Concord,  East  Tennessee 

Committee  on  Nursing  Education — - 
Dr.  Ralph  Monger,  Knoxville 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  Rudolph  Kampmeier,  Nashville 
Dr.  Charles  Webb,  Sr.,  Jackson 
Dr.  E.  M.  Stevenson,  Memphis 

Speaker  Zemp  presented  the  President-Elect, 
Dr.  N.  S.  Shofner,  Nashville. 

PRESENTATION  OF  OFFICERS 

THE  PRESIDENT-ELECT,  DR.  N.  S.  SHOF- 
NER: I cannot  make  a speech,  but  I do  wish  to 
express  my  deep  and  sincere  appreciation  of  this 
honor,  and  I hope  that  I can  serve  as  well  as  my 
predecessors  whom  I have  known.  Thank  you  very 
much. 

THE  SPEAKER:  I think  at  this  time  it  would 
be  well  for  somebody  to  conduct  the  present  Pres- 
ident, Dr.  Qualls,  into  the  House  of  Delegates. 
Will  you  come  forward,  Dr.  Qualls?  We  want  to 
hear  something  from  you. 

(The  audience  arose  and  applauded.) 

DR.  H.  W.  QUALLS:  Mr.  Speaker  and  Mem- 
bers of  the  House  of  Delegates:  I sincerely  trust 
that  I may  be  able  to  do  enough  for  this  society 
as  your  President  to  give  you  as  successful  a year 
as  we  have  had  in  the  past  years. 

I should  like  to  see  better  programs  all  the  time, 
if  it  is  possible  for  us  to  have  better  programs.  I 
should  like  to  be  able  to  instill  into  the  hearts  of 
the  members  of  the  Tennessee  State  Medical  Asso- 
ciation the  same  impartial  good  will  for  me  that 
I have  for  every  one  of  you. 

I did  not  come  here  prepared  to  make  a speech. 
I will  tell  you  that  I am  thoroughly  prepared  to 
work  and  do  my  best  to  make  the  Tennessee  State 
Medical  Association  a success  for  the  coming  year. 
I thank  you.  (Applause.) 

THE  SPEAKER:  I think  the  next  order  of 
business  is  the  report  of  committees. 
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REPORT  OF  COMMITTEE  ON  RESOLUTIONS 

DR.  N.  S.  SHOFNER:  Mr.  Speaker,  we  have 
one  resolution  which  Dr.  Smith  submitted  yester- 
day afternoon: 

“Be  it  resolved,  That  the  House  of  Delegates 
authorize  the  Board  of  Trustees  to  appoint  a Com- 
mittee on  School  Health; 

“Be  it  further  resolved,  That  the  House  of  Dele- 
gates approve  and  recommend  that  every  local 
medical  society  establish  a Committee  on  School 
Health.  It  shall  be  the  duty  of  the  School  Health 
Committee  of  the  Tennessee  State  Medical  Asso- 
ciation to  act  in  an  advisory  capacity  to  the  Direc- 
tor of  Public  Relations  in  all  matters  and  activities 
of  the  Tennessee  State  Medical  Association  related 
to  school  health.” 

The  Committee  on  Resolutions  has  approved  this 
resolution. 

(The  report  was  approved  by  vote  on  a motion 
made  by  Dr.  Porter  and  seconded  by  Dr.  Hutche- 
son.) 

REPORT  OF  COMMITTEE  ON  AMENDMENTS 
TO  CONSTITUTION  AND  BY-LAWS 

DR.  E.  G.  KELLY : The  Committee  on  Amend- 
ments recommends  the  adoption  of  the  changes  in 
the  Constitution  and  By-Laws  suggested  by  Dr.  J. 
B.  Stanford,  with  a slight  change  in  wording,  and 
these  changes  wei'e  approved  by  Dr.  Stanford. 

In  Chapter  V,  Section  4,  of  the  By-Laws,  it  was 
suggested  that  the  wording  “last  day”  be  changed 
to  “second  day”  or  “Wednesday,”  and  that  a similar 
change  be  made  in  Article  VIII,  Section  5,  of  the 
Constitution. 

I think  Dr.  Stanford  made  this  clear  to  you,  but 
the  whole  purpose  of  all  his  articles  and  chapters 
that  we  had  to  go  through  was  to  change  the  meet- 
ing of  the  House  of  Delegates  from  Tuesday  after- 
noon to  Monday,  the  day  preceding  the  general 
meeting. 

The  committee  also  approved  the  changes  in 
Article  V of  the  Constitution,  but  suggested  that 
the  number  of  years  for  the  Past  Presidents  to 
serve  in  the  House  be  open  to  the  House  to  increase 
or  decrease  as  it  sees  fit. 

Respectfully  submitted, 

J.  0.  MANIER,  M.D. 

C.  W.  FRIBERG,  M.D. 
E.  G.  KELLY,  M.D. 

DR.  H.  B.  EVERETT:  Mr.  Speaker,  that  amend- 
ment was  only  introduced.  That  is  a constitutional 
amendment,  and  it  cannot  be  voted  on  until  next 
year. 

THE  SPEAKER:  That  is  right. 

DR.  KELLY : Most  of  these  things  that  Dr. 
Stanford  recommends  are  not  constitutional  amend- 
ments, but  are  By-Laws  and  can  be  voted  on,  all 
except  one. 

THE  SPEAKER:  Those  are  the  only  two 

changes  in  the  Constitution? 

DR.  KELLY : There  is  only  one  change  in  the 
Constitution.  That  is  in  Article  VIII,  Section  5, 
of  the  Constitution,  which  is  a matter  of  changing 
the  wording  of  the  date.  All  of  it  has  to  do  with 
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the  change  of  the  meeting  day  of  the  House  of 
Delegates.  Dr.  Stanford  can  explain  that  much 
better  than  I can. 

THE  SPEAKER:  The  change  in  the  Constitu- 
tion is  to  diminish  the  number  of  Past  Presidents 
that  are  eligible  to  be  members  of  the  House  of 
Delegates.  That  will  lie  over. 

DR.  HARDY : Mr.  Speaker,  there  was  another 
amendment. 

THE  SPEAKER:  We  want  to  pass  on  these 
By-Laws  changes.  We  can  do  that  today.  They 
were  introduced  yesterday. 

DR.  HARDY : There  were  two  amendments  in- 
troduced last  year  that  have  been  here  dormant  on 
the  table  for  a year,  on  which  the  committee  has 
not  reported. 

THE  SPEAKER:  What  shall  we  do,  fire  them, 
fine  them,  or  fine  you  for  not  giving  them  to  the 
committee?  What  are  those  amendments? 

DR.  HARDY : The  first  amendment — 

THE  SPEAKER  (interposing):  This  came  up 
last  year? 

DR.  HARDY : This  came  up  last  year.  I am 
reading  from  page  299  of  the  Proceedings  of  the 
House  of  Delegates  for  1947 : 

“Dr.  Croswell : I move  that  Article  IV,  Section 
3,  of  the  Constitution  be  amended  by  the  insertion 
of  the  words  ‘Veterans  Administration,’  so  that  said 
section  will  read  when  amended : ‘Associate  Mem- 
bers shall  be  commissioned  officers  in  active  service 
of  the  United  States  Army,  Navy,  Public  Health 
Service,  and  Veterans  Administration  residing  in 
the  state  who  are  elected  to  membership  by  a com- 
ponent society  and  certified  to  the  Secretary  of  the 
State  Association  as  an  Associate  Member.’  ” 

THE  SPEAKER:  Wasn’t  an  amendment  made 
to  that? 

DR.  HARDY : In  addition  to  that,  Dr.  Everett 
added  one  on  Junior  Membership.  I am  just  look- 
ing for  the  place. 

THE  SPEAKER:  Doctor,  state  what  it  is, 

please. 

DR.  H.  B.  EVERETT:  Gentlemen,  it  was  just 
to  include  senior  students  and  interns  in  hospitals 
as  Junior  Members,  the  same  as  the  Honorary 
Members,  without  any  privileges  other  than  to 
attend  the  meetings  and  to  be  listed  as  Junior 
Members.  The  purpose  was  to  encourage  these 
younger  men  to  attend  medical  societies,  so  that 
they  may  get  an  early  training  in  the  proceedings 
of  the  society.  That  was  the  purpose  of  the 
amendment,  to  establish  a Junior  Membership  to 
include  those  men. 

THE  SPEAKER:  Doctor,  they  would  have  to 
come  through  their  local  societies,  would  they  not? 

DR.  EVERETT:  Yes,  sir;  they  would  have  to 
come  through  their  local  societies,  as  other  mem- 
bers do,  not  to  this  House  of  Delegates.  In  Shelby, 
for  instance,  we  have  several  Junior  Member's. 
They  pay  dues,  I believe,  to  the  county  of  one 
dollar  per  year,  just  to  make  them  contributing 
members.  They  get  nothing  except  the  privilege 
of  attending  the  meetings.  They  have  no  vote,  but 
they  do  have  the  privilege  of  attending  the  meeting, 


and  they  feel  that  they  are  part  of  the  society. 

DR.  HARDY : Mr.  Speaker,  I have  found  that 
Dr.  Everett  said  last  year: 

“Dr.  Everett:  Mr.  Speaker,  I believe  it  would  be 
well  for  us,  while  we  are  amending  the  By-Laws 
on  this  subject,  to  add  ‘Junior  Members’  to  include 
interns  and  senior  students  in  the  medical  schools. 
The  American  Medical  Association,  I believe,  has 
already  taken  such  action,  and  some  counties  have, 
and  if  there  is  no  objection,  I should  like  also  to 
add  Junior  Members,  which  carries  with  it  here  in 
our  county  a very  small  fee. 

“The  Speaker:  Do  you  make  that  in  a form  of 
a motion? 

“Dr.  Everett:  Yes,  sir. 

“Dr.  Arthur  Porter:  I will  second  the  motion. 

“The  Speaker:  Gentlemen,  you  have  heard  these 
amendments  to  the  Constitution.  They  will  be 
voted  on  next  year.” 

THE  SPEAKER:  It  was  a separate  amendment 
then.  We  will  vote  on  the  first  amendment.  Is 
there  any  discussion? 

All  in  favor  of  the  motion  say  “Aye”;  opposed, 
“No.”  The  first  amendment  is  adopted. 

After  some  discussion  the  amendment  regarding 
“Junior  Members”  was  tabled  by  a motion  made 
by  Dr.  Crook  and  seconded  by  Dr.  William  Garrott. 

A discussion  on  requiring  interns  to  be  licensed 
in  the  state  resulted  in  tabling  the  motion. 

DR.  KELLY : “That  Chapter  IV,  Section  1,  be 
amended  to  read  as  follows:  ‘The  House  of  Dele- 
gates shall  meet  annually  at  the  place  of  the  An- 
nual Session  of  the  Association.  It  shall  meet  at 
nine  o’clock  A.M.  on  the  Monday  preceding  the 
second  Tuesday  of  April  and  thereafter  until  its 
work  is  completed.  If  the  business  interests  of  the 
Association  require,  it  may  meet  in  advance  of  or 
remain  in  session  after  the  final  adjournment  of 
the  General  Meeting,  such  extraordinary  meetings 
being  subject  to  the  call  of  the  Speaker  of  the 
House  of  Delegates.’  ” 

“That  Chapter  V,  Section  2,  be  amended  to  read: 
‘On  the  first  day  of  the  Annual  Session  of  the 
House  of  Delegates,  the  Delegates  from  each  of  the 
three  grand  divisions  shall  select  three  Delegates 
from  their  respective  division  to  serve  as  a Com- 
mittee on  Nominations,  no  two  of  whom  shall  be 
from  the  same  county.  It  shall  be  the  duty  of  this 
Committee  to  consult  with  other  members  in  select- 
ing candidates  for  the  offices,  and  to  hold  one  or 
more  meetings,  at  which  the  best  interests  of  the 
Association  and  of  the  profession  of  the  State  shall 
be  carefully  considei-ed.  The  Committee  shall  re- 
port the  results  of  its  deliberations  to  the  House  of 
Delegates  in  the  form  of  a ticket  containing  the 
name  of  one  member  of  the  office  of  President- 
Elect  from  the  grand  division  of  the  State  from 
which  the  President-Elect  is  to  be  elected,  and  of 
one  member  for  each  of  the  other  offices  to  be  filled 
at  that  Annual  Session,  except  the  Councilors. 
(For  list  of  officers  and  terms  of  election,  see  Arti- 
cle VIII  of  the  Constitution.)’” 
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This  is  exactly  as  the  By-Laws  now  read,  except 
the  timing.  That  is  the  only  change  that  has  been 
made  in  them. 

“That  Chapter  V,  Section  3,  be  amended  to  read: 
‘The  Councilors  shall  be  elected  on  the  afternoon 
of  the  first  day  of  the  meeting’  ” — instead  of  say- 
ing on  Tuesday  afternoon,  it  says  on  the  first  day 
of  the  meeting — “ ‘after  their  reports  are  made  to 
the  House  of  Delegates  so  that  they  may  reorganize 
and  plan  the  year’s  work.  The  nomination  of  the 
Councilors  may  be  made  by  the  Nominating  Com- 
mittee or  by  any  Delegate.’  ” 

“That  Chapter  V,  Section  4,  be  amended  to  read: 
‘The  report  of  the  Nominating  Committee  and  the 
election  of  officers,  except  the  Councilors,  shall  be 
the  first  order  of  business  of  the  House  of  Dele- 
gates, after  the  reading  of  the  minutes,  on  the 
morning  of  the  second  day  of  the  ‘ General  Ses- 
sion.’ ” 

It  says  now,  “the  third  day.” 

“That  Chapter  VI,  Section  7,  be  amended  to 
read:  ‘In  the  event  of  the  death,  resignation,  dis- 
ability, or  removal  of  any  official  of  this  Associa- 
tion, other  than  the  President,  or  a member  of  the 
Board  of  Trustees,  the  vacancy  so  created  shall  be 
filled  by  the  Board  of  Trustees,  and  the  officer 
so  appointed  shall  serve  until  the  next  regular 
meeting  of  the  House  of  Delegates.  This  shall 
include  representatives  and  alternate  representa- 
tives to  the  House  of  Delegates  of  the  American 
Medical  Association.’  ” 

The  last  sentence  is  the  only  change  that  has 
been  made  in  that  article. 

“That  Chapter  VIII,  Section  2,  be  amended  so 
as  to  have  six  instead  of  three  members  on  the 
Committee  on  Scientific  Work.” 

Those  are  all  the  amendments  to  the  By-Laws. 
The  following  amendment  to  the  Constitution  is 
proposed:  “That  Article  VIII,  Section  5,  be  amend- 
ed to  read:  ‘All  officers  of  the  Association,  except 
the  Councilors,  shall  be  elected  on  the  last  day  of 
the  Annual  Meeting,  and  shall  assume  office  when 
elected.’  ” 

The  “last  day”  there  is  the  only  thing  that  has 
been  changed ; instead  of  being  “the  third  day” 
they  made  it  “the  last  day.”  The  committee  sug- 
gested it  might  be  made  “Wednesday”  rather  than 
“the  last  day,”  and  Dr.  Stanford  accepted  that 
change.  They  thought  that  Wednesday  would  may- 
be be  a better  day  in  order  that  the  officers  may  be 
elected  and  be  presented  at  the  banquet  which  is 
the  big  event  of  the  meeting. 

There  is  one  more  amendment  to  the  By-Laws: 
“That  Chapter  II,  Section  1,  be  amended  to  read: 
‘The  Association  shall  hold  its  Scientific  Session 
on  the  second  Tuesday  in  April,  and  at  such  place 
as  has  been  fixed  at  the  preceding  Annual  Session, 
but  it  is  agreed  that  the  meetings  shall  rotate 
annually  to  Middle,  West,  and  East  Tennessee.’  ” 

The  only  change  there  is  the  word  “Scientific.” 
Instead  of  “Regular”  we  said  “Scientific,”  so  that 
the  House  of  Delegates  may  meet  on  the  Monday 
before. 


I just  give  these  to  you,  Mr.  Secretary.  I have 
already  filed  my  report. 

DR.  STANFORD:  Mr.  Speaker,  another  amend- 
ment was  proposed  yesterday  in  the  report  of  the 
Committee  on  Reports  of  Committees,  which  is  in 
the  hands  of  the  Secretary,  listing  the  standing 
committees  of  the  Association.  That  was  done  so 
as  to  eliminate  a number  of  committees  that  have 
not  functioned  since  the  memory  of  man  goeth  not 
to  the  contrary.  I would  like  to  have  that  read 
also,  so  that  we  can  vote  on  it,  it  also  being  a 
change  in  the  By-Laws. 

THE  SPEAKER:  Please  read  it  again. 

DR.  STANFORD:  It  changes  the  listing  of 
standing  committees  so  as  to  eliminate  certain 
committees  which,  so  far  as  I know,  have  never 
functioned.  (See  page  414.) 

THE  SPEAKER:  That  is  an  amendment  to  the 
By-Laws? 

DR.  STANFORD:  Yes. 

THE  SPEAKER:  Gentlemen,  you  have  heard 
these  read.  The  important  change  is  the  change 
of  the  day  of  meeting,  that  the  House  of  Delegates 
meet  on  Monday,  and,  therefore,  all  these  other 
amendments  are  adjusted  to  that  fact.  Will  some- 
one make  a motion  that  they  be  adopted? 

DR.  ARTHUR  R.  PORTER,  JR.:  I move  they 
be  adopted  as  read. 

THE  SPEAKER:  All  in  favor  say  “Aye”;  op- 
posed, “No.”  So  ordered. 

THE  SPEAKER:  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  “Aye”;  opposed.  The 
amendments  to  the  By-Laws  are  adopted. 

After  some  discussion  the  vote  was  taken  and 
the  motion  carried. 

PUBLICATION  OF  CONSTITUTION  AND 
BY-LAWS 

DR.  C.  H.  HEACOCK  (Memphis):  Mr.  Speaker, 
in  view  of  the  fact  that  we  have  had  no  publication 
of  the  Constitution  and  By-Laws  for  nine  years, 
and  these  numerous  changes  have  been  made  over 
the  years,  a good  many  of  them  today,  I would  like 
to  move  that  the  Constitution  and  By-Laws  be  re- 
printed, bringing  them  up  to  date,  and  then  be 
distributed  to  the  members. 

(The  motion  was  seconded  by  Dr.  E.  G.  Camp- 
bell, put  to  a vote,  and  carried.) 

DR.  H.  B.  EVERETT:  Mr.  Speaker,  Gentlemen: 
In  order  to  clarify  the  amendment  which  has  been 
introduced — the  amendment  to  the  Constitution — 
I propose  the  following  amendment  to  come  up  at 
the  same  time  next  year,  amending  Article  V, 
House  of  Delegates:  “The  House  of  Delegates  shall 
be  the  legislative  and  business  body  of  the  Associa- 
tion, and  shall  consist  of  Delegates  elected  by  the 
component  societies  only.” 

THE  SPEAKER:  That  will  lay  over  until  next 
year. 

PROPOSED  DRAFT  OF  DOCTORS 

DR.  N.  S.  SHOFNER:  Mr.  Speaker,  I wish  to 
make  a motion,  but  preceding  that,  I should  like 
to  give  a little  of  the  background  for  the  motion. 
A day  or  two  before  this  meeting  assembled,  Dr. 
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Hardy  received  a telegram  from  the  Medical  Rep- 
resentative of  the  A.  M.  A.  in  Washington,  Dr. 
Lawrence,  stating  that  a bill  was  to  be  introduced 
into  the  Congress,  the  Draft  Act  to  which  Dr. 
Dixon  referred  in  this  meeting  yesterday,  providing 
that  all  doctors  between  the  ages  of  twenty-five  and 
forty-five  were  subject  to  draft  without  any  exemp- 
tions. They  disregarded  the  previous  service  or 
any  other  consideration  except  the  fact  that  they 
were  doctors,  dentists,  or  veterinarians.  They  were 
not  exempted  on  any  basis — perhaps  physical,  but 
otherwise  not. 

Dr.  Lawrence  telegraphed  that  that  was  being 
introduced,  and  he  would  like  to  have  an  expression 
from  this  society  disapproving  it,  because  the  A.  M. 
A.  was  disapproving  it,  and  that  was  his  sugges- 
tion. Dr.  Hardy  showed  me  the  telegram,  as  Chair- 
man of  the  Legislative  Committee.  We  called  Dr. 
Bogart  long  distance,  and  we  all  agreed  that  we 
should  send  such  a telegram,  and  we  did  so. 

It  Occurred  to  Dr.  Hardy  and  me  that  it  would 
be  more  forceful  if  we  could  send  a telegram  from 
this  body.  The  telegram  we  sent  was  from  the 
President,  Secretary,  and  Legislative  Chairman  of 
the  state. 

I would  like  to  make  a motion  that  this  House 
of  Delegates  instruct  its  Secretary  to  send  a tele- 
gram to  all  of  our  state  congressmen  and  senators, 
as  follows:  “The  House  of  Delegates  of  the  Ten- 
nessee State  Medical  Association  protests  provi- 
sions in  the  proposed  Draft  Act  relating  to  doctors, 
dentists,  and  veterinarians'.  We  regard  this  as 
unfair  class  legislation  and  as  reflecting  on  the 
patriotism  of  these  professions  who  have  always 
responded  to  our  country’s  need  in  time  of  emer- 
gency.” 

I make  that  as  a motion. 

(The  motion  was  seconded,  put  to  a vote,  and 
carried.) 

GAVELS  FOR  PAST  PRESIDENTS 

DR.  HIRAM  A.  LAWS,  JR.  (Chattanooga):  Mr. 
Speaker,  it  has  become  a tradition  in  this  Associa- 
tion for  every  President,  as  he  goes  out  of  office, 
to  receive  a gavel.  There  have  been,  I think,  about 
ten  or  twelve  given,  and  there  are  ten  or  twelve 
ex-presidents  who  never  received  a gavel,  and  when 
this  gavel  is  presented  each  year  those  older  ex- 
presidents look  on  with  pride  that  the  new  man 
has  gotten  one,  but  with  envy  that  he  did  not  get 
one. 

I received  one  of  those  gavels,  and  I prize  it 
more  than  anything  I have  received  in  the  past, 
and  I want  to  make  a motion  that  every  living 
Past  President  receive  one  of  those  gavels,  with 
the  dates  that  he  was  President  on  it. 

(The  motion  was  seconded.) 

THE  SPEAKER:  Any  discussion?  I think  you 
ought  to  put  in  there  that  Dr.  Stanford  make  them. 
All  in  favor  say  “Aye”;  opposed,  “No.”  It  is  so 
ordered.  Mr.  Secretary,  you  will  see  that  they 
get  it. 

ATOMIC  ENERGY  RESEARCH 

DR.  R.  B.  WOOD  (Knoxville):  Yesterday  after- 
noon you  will  recall  that  I made  a motion  which 


Dr.  Zemp  asked  me  to  write  out,  and  which  I 
believe  was  a good  thing  now  in  view  of  the  fact 
that  I want  to  change  that  just  a little  bit. 

Realizing  the  tremendous  importance  of  research 
in  the  peacetime  application  of  the  products  of 
atomic  energy  in  the  field  of  medicine,  as  well  as 
the  importance  of  research  in  the  Study  of  pre- 
ventive measures  against  its  ill  effects  in  war,  we, 
the  physicians  of  the  state  of  Tennessee  request 
the  governor  and  legislators  of  this  state  to  pro- 
vide proper  facilities  for  the  pursuit  of  these 
studies  at  the  University  of  Tennessee. 

I so  move  you,  sir. 

(The  motion  was  seconded  by  Dr.  Ralph  Monger 
of  Knoxville,  put  to  a vote,  and  carried.) 

DR.  HARDY : Mr.  Speaker,  yesterday  I wras  ap- 
pointed on  a committee  to  send  a telegram  with  a 
floral  wreath  to  the  President  of  this  Association. 
That  telegram  was  written  out  by  the  committee 
which  was  appointed  and  has  been  sent.  We  also 
ordered  a floral  tribute  to  be  sent.  This  is  just 
by  way  or  reporting  that  yesterday’s  action  has 
been  carried  out. 

MESSAGE  FROM  PRESIDENT  BOGART 

Before  Dr.  Bogart  left  here,  he  gave  me  a mes- 
sage to  the  members  of  the  House  of  Delegates  and 
requested  that  it  be  read  in  open  session.  With  the 
consent  of  the  House,  I will  proceed  to  read  it. 

“To  the  Members  of  the  House  of  Delegates  : 

“I  have  been  a member  of  this  House  of  Dele- 
gates so  long  that  I feel  thoroughly  at  home  and 
know  that  your  deliberations,  which  are  at  times 
stormy,  are  actuated  by  an  earnest  desire  to  serve 
the  profession  of  the  state  and  the  sick  public.  In 
my  presidential  address  to  the  association,  I have 
emphasized  the  importance  of  our  educational  pro- 
gram as  exemplified  by  our  postgraduate  instruc- 
tional courses.  I would  like  to  expand  a little  on 
what  I have  said  in  that  address  as  far  as  our 
postgraduate  instructional  courses  are  concerned. 
Your  Committee  on  Postgraduate  Medical  Instruc- 
tion has  done  a fine  job  through  the  years,  and  I 
sincerely  believe  it  is  the  most  important  project 
which  this  Association  has  ever  undertaken.  It 
is  not  only  worth  while  for  the  way  in  which  it 
helps  the  doctor,  but  in  striving  to  improve  our 
service  to  the  public,  as  we  do  through  our  post- 
graduate instructional  courses,  we  are  combating 
criticism  in  a positive  manner. 

“I  believe  the  time  has  come  when  our  present 
very  efficient  courses  in  Postgraduate  Medical  In- 
struction should  be  augmented  by  more  frequent 
courses  in  selected  fields.  This  will  call  for  the 
expenditure  of  more  money,  and  it  is  inevitable 
that  we  will  have  to  contribute  larger  sums  for 
our  present  educational  program.  The  Committee 
on  Postgraduate  Medical  Instruction  has  recognized 
the  fact  that  additional  funds  will  be  required,  and 
much  ground  work  has  been  done  in  an  effort  to 
establish  an  endowment  fund.  If  we  have  to  spend 
a considerable  part  of  our  accumulated  funds  over 
the  next  ten  years  to  maintain  and  expand  our 
educational  program,  I know  of  no  better  way  to 
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invest  these  funds.  I sincerely  believe  the  returns 
will  be  greater  than  from  any  other  investment  we 
could  make. 

“When  I speak  of  expanding  the  work  of  our 
Committee  on  Postgraduate  Medical  Instruction,  I 
have  special  reference  to  courses  of  instruction  in 
special  fields  at  more  frequent  intervals  than  our 
present  two-year  comprehensive  courses  can  pro- 
vide. I really  believe  that  it  would  be  better  for 
our  Tennessee  State  Medical  Association  to  plan 
to  supervise  such  courses  than  to  turn  them  over 
to  special  groups.  In  any  case  the  courses  should 
follow  the  pattern  of  distribution  and  the  type  of 
instruction  which  has  been  so  efficiently  worked 
out  by  the  Committee  on  Postgraduate  Instruction. 

“It  has  been  a pleasure  to  serve  as  your  president 
the  past  year.  I hope  that  we  will  continue  to 
oppose  proposals  leading  to  socialization  of  medi- 
cine, and  I believe  one  good  way  to  combat  criticism 
is  to  endeavor  to  offer  better  medical  service  to  the 
public.  I know  of  no  better  vehicle  for  offering 
better  medical  care  to  the  public  than  to  continue 
and  expand  our  educational  program. 

FRANKLIN  B.  BOGART,  M.D.” 

THANKS  TO  HOST  SOCIETY 

DR.  EVERETT:  Mr.  Speaker,  I think  it  would 
be  entirely  out  of  order  for  this  House  to  adjourn 
without  passing  a resolution  thanking  the  Nashville 
Academy  of  Medicine,  and  especially  the  Committee 
on  Arrangements,  for  their  delightful  entertain- 
ment during  our  stay  here,  and  I so  move. 

(The  motion  was  seconded  by  Dr.  Porter,  put  to 
a vote,  and  unanimously  carried.) 

REPORT  OF  THE  COUNCIL 

DR.  D.  C.  SEWARD  (Nashville):  Is  Dr.  Kyle 
Copenhaver  present?  He  is  the  newly  elected 
Chairman  of  the  Council,  and  I think  he  should 
make  his  report. 

DR.  KYLE  C.  COPENHAVER  (Knoxville):  Mr. 
Speaker  and  Members:  We  had  a meeting  yester- 
day afternoon  to  consider  an  appeal  that  was  taken 
from  Blount  County  Medical  Society  and  an  appeal 
from  my  decision,  because  I upheld  the  society.  I 
think  the  members  probably  ought  to  know  about 
it,  but  we  did  not  take  any  action  because  in  this 
ex-member’s  appeal  he  just  said  he  wanted  to 
appeal,  and  he  did  not  have  any  evidence  for  us 
to  consider  as  to  why  he  should  have  appealed. 
So  we  are  going  to  write  him  to  bring  in  the  evi- 
dence and  the  reason  why  he  wants  to  appeal. 

We  reorganized  the  Council.  Dr.  Seward  insisted 
on  getting  rid  of  the  chairmanship,  and  I was  the 
smallest  one  there,  and  they  put  it  on  me. 

I think,  on  the  whole,  that  the  Councilor’s  reports 
will  show  that  the  Medical  Association,  organized 
medicine  in  Tennessee,  is  in  excellent  condition, 
and  I believe  the  membership  is  in  better  shape  at 
the  present  time  than  it  has  been  in  a long  time. 

I would  like  to  take  this  opportunity  to  say  that 
I am  glad  the  House  finally  settled  the  prepaid 
medical  care  plan,  even  though  I believe  they  did  it 
the  wrong  way. 


Is  it  the  opinion.  Dr.  Zemp,  that  we  should  let 
the  doctor  call  us  together  for  an  appeal  on  that 
thing,  or  wait  until  next  year? 

THE  SPEAKER:  He  has  to  put  his  appeal  in 
writing. 

DR.  COPENHAVER:  He  wrote  it  out  the  day 
before,  but  the  Blount  County  Medical  Society  had 
not  been  notified,  and  they  did  not  have  their  evi- 
dence there. 

THE  SPEAKER:  He  appeals  over  you  to  the 
General  Council,  and  you  use  your  own  judgment 
as  to  when  you  meet. 

DR.  COPENHAVER:  All  right.  Thank  you. 

PLACE  OF  NEXT  MEETING 

DR.  HIRAM  A.  LAWS,  JR.  (Chattanooga)  : Mr. 
Speaker,  I would  like  to  invite  the  State  Medical 
Association  to  meet  in  Chattanooga  next  year. 

THE  SPEAKER:  What  is  the  pleasure  of  the 
House? 

DR.  T.  R.  RAY  ( Shelbyville) : I move  the  House 
of  Delegates  accept  the  invitation  from  Chatta- 
nooga. 

DR.  EVERETT:  I second  the  motion. 

THE  SPEAKER:  Is  there  any  discussion?  All 
those  in  favor  signify  by  saying  “Aye”;  opposed, 
“No.”  It  is  carried. 

PRESIDENT-ELECT  PRESENTED  TO  THE 
GENERAL  SESSION 

DR.  W.  N.  DAWSON  (Maryville):  I do  not 
believe  our  President-Elect  has  been  introduced  to 
the  group  next  door.  That  should  be  taken  care 
of. 

THE  SPEAKER:  I will  appoint  you  and  Dr. 
Ray  and  Dr.  Porter  to  conduct  the  exalted  Presi- 
dent-Elect into  the  General  Assembly. 

INTRODUCTION  OF  MR.  V.  O.  FOSTER 

DR.  HIRAM  A.  LAWS,  JR.:  Mr.  Speaker,  we 
have  a man  in  the  society  who  is  not  a doctor,  and 
he  is  doing  a very  efficient  job.  He  has  never  been 
introduced  to  the  House  of  Delegates.  I refer  to 
Mr.  V.  O.  Foster,  Dr.  Hardy’s  assistant,  who  has 
done  a very  efficient  job,  and  I would  like  to  have 
him  stand  and  be  introduced. 

DR.  HARDY : Mr.  President,  in  that  connection 
I have  been  asked  twice  to  have  Mr.  Foster  explain 
the  background  of  the  Tuesday  afternoon  meeting. 
There  was  a great  deal  more  behind  that  Tuesday 
afternoon  meeting  than  appeared  on  the  surface, 
and  the  Program  Committee  has  been  criticised  for 
giving  twenty  per  cent  of  the  time  to  school  health. 
They  seemed  to  have  overlooked  the  fact  that 
twenty  per  cent  of  the  population  of  Tennessee  are 
in  schools,  and  a number  of  other  things.  If  there 
is  no  objection,  I would  like  to  ask  for  unanimous 
consent  for  Mr.  Foster  to  be  given  a few  minutes 
to  explain  why  this  unusual  action  was  taken. 

THE  SPEAKER:  He  gave  us  his  inspiration 
yesterday,  some  meetings  he  attended  up  in  Illi- 
nois, I believe.  But  we  will  be  glad  to  hear  from 
you,  Mr.  Foster,  if  you  have  anything  extra  to  add. 

MR.  V.  0.  FOSTER:  Mr.  Speaker  and  Members 
of  the  House  of  Delegates:  This  is  an  honor  which 
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I appreciate  more  than  I can  possibly  tell  you.  I 
realize  that  you  have  been  concerned  with  weighty 
matters  and  that  you  all  are  tired,  and  I know  you 
want  to  go  home,  so  I am  going  to  be  as  brief  as 
possible  at  the  expense  of  not  telling  you  what  I 
should  like  to  tell  you — that  is,  at  least  the  details. 

First,  I want  to  say  this  to  you  because  I have 
never  had  the  opportunity  to  say  it  before.  My 
respect  and  admiration  for  the  medical  profession 
are  as  old  as  I am.  Long  and  early  in  my  life  I 
aspired  to  become  a physician.  There  were  certain 
circumstances  that  prevented  the  culmination  of 
that  aspiration.  It  is  most  fortunate  for  medicine, 
but,  on  the  other  hand,  it  denied  me  my  prime  first 
ambition. 

Then  when  the  opportunity  came  that  I in  my 
feeble  capacity  might  serve  the  profession,  I felt 
a returning  compensation  for  what  was  frustrated 
ambition  in  the  first  place.  I want  to  say  this  to 
you,  and  I say  it  deeply:  I have  thoroughly  enjoyed 
my  work  for  you.  I realize  the  very  difficult  spot 
that  a lay  person  has  when  he  attempts  to  serve 
the  interests  of  the  medical  profession.  I regard 
it  as  a very  deep  trust  on  your  part,  and  because  of 
that  high  regard  for  that  trust,  I try  to  exercise  the 
deepest  conscientiousness  in  my  work,  because  if 
I were  to  violate  that  trust,  I would  do  a real  injury 
to  medicine,  and  when  I in  my  work  do  an  injury 
to  medicine,  I do  an  injury  to  the  public. 

I want  to  say  here  that  I am  one  of  those  people 
that  believe  that  the  interests  of  medicine  and  the 
interests  of  the  public  parallel  each  other,  and  that 
they  do  not  conflict,  and  because  of  that  strong 
belief  I believe  that  there  are  certain  activities  to- 
day in  our  rather  complex  society  that  require 
the  medical  profession  to  extend  its  interests  and 
activities  to  the  public.  I believe  that  is  a very  real 
situation,  and  the  need  becomes  more  real  each  day. 

I am  not  taking  the  time  to  elaborate  that  state- 
ment, but  that  concept  on  my  part  is  the  motiva- 
tion of  most  of  my  activities.  It  puts  me  in  a 
rather  difficult  position,  because  I have  attempted 
activities  of  five  kinds,  and  I will  give  you  those. 

First  is  publicity. 

Second  is  health  education. 

The  third  is  public  service. 

The  fourth  is  liaison  with  other  agencies  that 
are  interested  in  health. 

And  fifth  is  services  to  the  profession  itself. 

Those  broad  divisions  of  activity  are  the  divi- 
sions into  which  all  of  the  things  which  I am 
trying  to  do  fall.  These  activities  are  carefully 
pre-evaluated.  First,  I approach  any  activity  with 
a great  deal  of  reluctance  because  I realize  that, 
first,  I am  working  for  the  Tennessee  State  Medical 
Association,  and  I realize  that  my  first  interest  is 
to  serve  it  and  its  interests.  Therefore,  I give 
every  activity  that  I propose  to  undertake  a rather 
careful  analysis  myself. 

I then  do  not  go  ahead  and  initiate  that  activity, 
because  I thoroughly  idealize  the  fact  that  I am 
still  a layman  and,  unfortunately,  will  always  have 
to  be  one.  Therefore,  I think  that  I have  the  lay- 
man’s point  of  view,  which  is  predominating  in 


my  thinking  always,  but  I have  that  high  regard 
and  respect  for  the  opinion  of  the  medical  profes- 
sion, since  what  I am  proposing  to  do  is  for  the 
profession.  Therefore,  I do  not  take  the  presump- 
tuous move  of  starting  something  on  my  own 
thinking.  I covet  the  opinion  of  every  physician 
about  the  activities  which  the  Board  of  Trustees 
asks  me  to  carry  out,  and  in  so  doing  I throw 
around  them  a second  safeguard,  because  I not 
only  am  able  to  evaluate  my  own  personal  opinion 
by  virtue  of  having  their  assistance,  but  I guaran- 
tee that  this  activity,  which  might  probably  be  of 
lay  concept,  is  in  keeping  with  the  best  interests 
and  thinking  and  philosophy  of  medicine,  and  so 
those  are  the  premises  on  which  my  work  is  carried 
out. 

I will  take  time,  however,  if  you  will  permit  me — 
and  I know  you  are  tired,  and  I apologize  for  ex- 
tending my  remarks  to  indicate  the  sincere  inter- 
ests in  school  health.  I deeply  appreciate  the  action 
of  this  House  in  establishing  a School  Health  Com- 
mittee at  the  state  level  and  encouraging  and  pro- 
moting the  establishment  of  a similar  committee  in 
every  local  society  in  the  state.  You  have  given 
the  Assistant  Secretary  one  of  the  most  valuable 
mechanical  instruments  that  could  have  been  de- 
vised whereby  the  activities  of  my  office  can  be 
extended  to  the  grass  roots  where  the  need  is 
greatest. 

I realize  full  well,  and  as  Dr.  Hardy  recalls,  I 
have  said  to  him  on  many  occasions  that  I have 
conducted,  or  I am  attempting,  rather,  to  help 
conduct,  the  School  Health  Conference  as  part  of 
the  annual  meeting  with  great  fear  and  misgivings, 
and  with  a deep  concern  about  how  such  an  activity 
could  be  reconciled  to  the  interest  of  medicine. 
This  is  the  reason  why  I had  the  temerity,  and 
perhaps  the  presumption,  to  feel  that  such  a thing 
was  vitally  necessary. 

In  my  contact  with  lay  groups  over  the  state, 
working  for  you,  I have  found  that  the  need  for 
school  health,  the  need  for  an  extended  program 
of  school  health,  the  need  for  an  enlarged  school 
health  program,  is  one  of  the  most  crying  needs 
for  this  State,  and  I realize  full  well  that  the 
medical  society  cannot  concern  itself  with  all  of 
that  program.  There  are  certain  elements  in  the 
school  health  program  that  are  not  of  interest 
primarily  to  the  physician,  but  there  are  certain 
elements  in  it  which  only  the  medical  profession 
is  in  position  to  give  the  counsel,  the  guidance,  and 
the  advice  to  school  people  that  they  so  graciously 
asked  for. 

There  is  another  element  in  the  thing,  and  that 
is  this:  Not  all  educators  in  the  state  of  Tennessee 
see  school  health  like  the  physician  sees  it.  There 
have  been  statements  made  publicly  by  people  who 
are  high  in  education  that  were  embarrassing  to 
me  as  a representative  of  the  medical  profession. 
I am  going  to  quote  that  remark  to  you.  That 
remark  was  as  follows:  “People  in  education  in 
Tennessee  cannot  count  upon  the  cooperation  of 
the  physician  in  a school  health  program.” 
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I hasten  to  say  that  that  does  not  come  from  the 
Commissioner  of  Education,  my  good  personal 
friend,  Burgin  E.  Dossett.  Burgin  Dossett,  to  my 
mind,  is  a very  deep  thinker  and  a man  in  whom 
we  can  have  confidence  as  he  attempts  to  lay  out 
the  program  of  school  health  for  Tennessee,  but 
I am  saying  that  to  show  you  that  in  education 
they  are  not  all  agreed  as  to  what  interest  the 
medical  profession  should  have  in  school  health. 
Therefore  I propose  through  a program  in  school 
health,  if  you  endorse  it  and  the  Board  of  Trus- 
tees sees  fit,  to  make  a real  contribution  to  school 
health  which  only  the  medical  profession  can  give, 


and  there  is  no  other  source  for  this  counsel  and 
guidance  except  as  you  give  it  on  a consultant 
basis,  and  I know  that  you  will  be  making  a real 
contribution  to  the  general  public  as  you  sei've 
health  education  throughout  the  schools. 

Thank  you  very  kindly  for  this  opportunity. 
(Applause.) 

THE  SPEAKER:  Is  there  anything  else?  If 
not,  a motion  for  adjournment  is  in  order. 

(Upon  motion  made  by  Dr.  T.  R.  Ray,  seconded 
and  carried,  the  meeting  adjourned  at  ten  forty 
o’clock.) 
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Prepayment  Medical  Care  Plans 

As  reported  in  the  September  JOURNAL, 
the  House  of  Delegates  at  its  special  meet- 
ing approved  the  report  on  Prepayment 
Medical  Care  Plans.  The  House  also  au- 
thorized an  appointment  of  a committee  to 
revise  some  of  the  items  in  the  schedule  of 
fees.  This  committee  was  appointed  and 
notified  the  day  after  the  meeting.  Two 
members  have  submitted  their  reports.  One 
member  has  not  yet  reported.  The  two 
other  members  resigned  by  return  mail,  and 
it  has  been  difficult  to  secure  members  to 
fill  their  place.  These  places  have  been 
filled,  and  one  report  has  been  received  and 
another  promised  within  a few  days. 

In  getting  action  from  this  committee  the 
difficulty  was  due  to  the  fact  that  specialists 
in  Neurology,  Orthopedics,  and  Ear,  Eye, 
Nose,  and  Throat  work  considered  the  fees 
in  the  schedule  too  low  and  the  authorized 
twenty  per  cent  increase  too  little  to  cover 
a number  of  the  operations  named.  It  ap- 
pears that  even  with  the  twenty  per  cent 
increase  very  few,  if  any,  of  the  men  prac- 
ticing these  branches  of  medicine  will  be- 
come participating  physicians. 

The  only  solution  which  now  appears  pos- 
sible is  to  submit  the  fees  to  the  insurance 
companies  and  at  a later  date  modify  the 
fee  schedule  so  that  a large  number  of  the 
men  who  limit  their  practice  to  these  spe- 
cialties will  be  attracted  by  the  fees  offered. 


Another  objection  offered  was  the  lack  of 
a way  to  determine  the  income  of  a benefi- 
ciary. However,  this  problem  has  been 
worked  out  in  many  other  states,  and  we 
feel  sure  that  it  will  not  be  as  much  trouble 
in  actual  practice  as  some  of  the  members 
now  fear. 

Another  objection  of  the  plan  as  pub- 
lished in  the  last  month’s  Journal  is  that 
it  is  a mixed  service  and  indemnity  plan. 
The  House  of  Delegates  did  pass  a motion, 
as  recorded  in  this  issue  of  the  Journal, 
calling  for  a straight  indemnity  plan  sim- 
ilar to  the  Rhode  Island  Plan.  The  Rhode 
Island  Plan  is  a mixed  plan,  and  anything 
similar  to  a mixed  plan  cannot  be  a pure 
indemnity  plan.  Of  course,  the  action  of 
the  House  of  Delegates  was  due  to  the  fact 
that  no  one  knew  the  details  of  the  Rhode 
Island  Plan  at  the  time  the  House  approved 
a plan  similar  to  it. 

Again  we  might  add  that  we  hope  that 
the  committee  will  soon  complete  its  report 
and  the  insurance  companies  will  be  able  to 
submit  plans  at  an  early  date. 


Medical  Advisers  to  Draft  Boards 

The  Selective  Service  regulations  provide 
for  medical  advisers  to  each  local  board  in 
the  various  counties  of  the  state.  These 
medical  advisers  are  not  expected  to  make 
physical  examinations  of  the  registrants. 
A medical  interview  is  desired  with  the 
principal  endeavor  being  to  see  if  the  reg- 
istrant has  one  of  the  obvious  physical  de- 
fects defined  by  the  regulations. 

In  a communication  from  Colonel  Will  T. 
Cheek,  Executive  Officer  of  the  Tennessee 
State  Selective  Service,  we  are  told  that  the 
medical  profession  is  serving  as  advisers  to 
the  102  local  boards  of  the  state.  Colonel 
Cheek  praises  the  splendid  support  from 
the  medical  profession  in  rendering  this 
service ; however,  there  are  several  counties 
in  the  state  in  which  some  difficulty  is  being 
experienced  in  obtaining  medical  advisers. 
These  are  the  smaller  counties  that  have 
relatively  few  physicians.  These  physicians 
rendered  extensive  service  during  the  draft 
of  World  War  II. 

A number  of  different  reasons  have  been 
given  for  declining  the  appointments.  We 
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will  not  enumerate  these  reasons,  nor  would 
we  argue  the  validity  of  the  reasons  stated. 
We  do  wish  to  observe  that,  regardless  of 
all  reasons,  it  is  necessary  that  the  draft 
boards  receive  medical  advice. 

We  believe  it  is  the  duty  of  the  physicians 
in  each  locality  to  comply  with  the  request 
of  the  government  agency  to  render  this 
necessary  service.  We  believe  that  a re- 
fusal by  any  physician  is  a reflection  upon 
the  patriotism  of  the  medical  profession  in 
general  and  upon  the  physician  in  particu- 
lar. 

In  those  cases  where  the  physician  per- 
sists in  refusing  to  act  as  medical  adviser 
of  his  county  draft  board  the  only  course 
left  to  the  Selective  Service  would  be  to  use 
physicians  in  other  counties.  It  will  cer- 
tainly be  very  hard  for  a physician  to  ex- 
plain to  his  people  why  other  medical  ad- 
visers must  be  called  in  to  perform  a duty 
which  should  be  performed  locally. 


Cancer  in  Tennessee 

The  Tennessee  State  Department  of  Pub- 
lic Health  has  finished  the  first  annual  re- 
port on  the  incidence  of  cancer  in  Tennessee 
as  seen  in  three  of  the  nine  Tumor  Clinics 
in  the  state.  Dr.  R.  H.  Hutcheson  and  Dr. 
Ruth  R.  Puffer,  the  latter  in  charge  of  the 
statistical  work,  have  undertaken  the  hard 
but  important  job  of  getting  the  cancer 
statistics  going  in  this  state. 

Obviously  records  from  only  three  of  the 
state’s  clinics  do  not  give  the  total  incidence 
of  malignancy.  The  clinics’  records  include 
only  the  indigent  cases,  while  it  is  well 
known  that  there  are  now  more  private  than 
indigent  cases;  The  time  may  not  be  too 
far  distant  when  there  will  be  more  charity 
cases. 

The  Health  Department  is  requiring  the 
reporting  of  private  cases  of  malignancy 
seen  in  Tennessee,  and  when  we  can  get  the 
total  of  clinic  indigent  and  private  cases, 
we  will  have  a total  number  of  cases  in  can- 
cer and  the  incidence  rate  for  the  state. 

During  1947,  425  patients  came  to  these 
three  clinics,  and  of  these  271  were  malig- 
nancies. 

Following  is  a summary  of  the  distribu- 
tion of  these  cases. 

Eighty-three,  or  30.6  per  cent,  of  the  271 


cases  of  malignant  neoplasms  were  of  the 
female  genital  organs.  Fifty-nine,  or  21.8 
per  cent,  were  neoplasms  of  the  skin. 

The  comparison  of  the  distribution  of 
cases  by  site  in  Memorial  Hospital  of  New 
York  and  the  State  of  Connecticut  with  that 
of  Tennessee  revealed  noteworthy  differ- 
ences. The  percentage  in  Tennessee  of  ma- 
lignant neoplasms  of  the  digestive  organs 
was  approximately  one-half  that  of  Memo- 
rial Hospital  and  one-fourth  that  of  Con- 
necticut because  most  of  these  cases  do  not 
clear  through  the  Cancer  Clinics.  The  pro- 
portion of  cases  located  in  the  female  geni- 
tal organs  (30.6  per  cent)  and  in  the  skin 
(21.8  per  cent)  were  greater  for  Tennessee 
than  for  the  other  two  experiences. 

The  extents  of  the  lesions  were  given  for 
84.1  per  cent  of  the  cases  of  malignancies. 
Of  the  271  cases,  seventy  (25.8  per  cent) 
were  localized,  eighty-nine  (32.8  per  cent) 
had  extension  to  the  nodes  and/or  regional 
metastasis,  and  sixty-nine  (25.5  per  cent) 
were  considered  as  having  remote  metasta- 
sis at  the  time  of  admission.  Over  one-half 
of  the  malignant  neoplasms  of  the  digestive 
organs  had  remote  metastasis  on  admission. 

Study  of  the  interval  from  onset  of  symp- 
toms to  date  of  admission  suggests  that  the 
onsets  as  stated  are  questionable.  The  date 
of  onset  given  by  the  patient  may  not  refer 
to  that  of  the  malignant  lesion. 

Of  the  106  squamous  cell  carcinomas, 
twenty-five  (23.6  per  cent)  were  localized, 
forty  (37.7  per  cent)  had  extension  to  the 
nodes  and/or  regional  metastasis,  and 
thirty-two  (30.2  per  cent)  had  remote 
metastasis.  Twenty-four  (77.4  per  cent)  of 
the  basal  cell  carcinomas  were  in  the  local- 
ized stage.  One-third  of  the  adenocarcino- 
mas had  remote  metastasis  on  admission. 

Of  the  175  white  cases,  fourteen  (or  eight 
per  cent)  were  under  thirty-five  years  of 
age,  while  sixteen  (or  16.7  per  cent)  of  the 
colored  cases  were  in  that  age  group. 

Seventy-six  cases  were  treated  with  sur- 
gery; forty-two  of  these  had  no  type  of 
treatment  other  than  surgery,  and  twenty- 
two  were  combined  with  X-ray.  X-ray, 
excluding  surgery,  was  used  for  133  cases, 
ninety-three  of  which  had  only  X-ray,  and 
thirty-eight  had  X-ray  and  radium.  Fifty- 
nine  of  the  cases  were  recorded  as  having 
received  no  treatment. 
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LOCATIONS 


Dear  Dr.  Hardy: 

Have  opportunities  for  an  internist  in 
Tennessee  come  to  your  attention  recently? 

I am  looking  for  a location  which  need 
not  necessarily  be  in  a large  city,  nor  should 
it  be  in  too  small  a community.  This  could 
be  independent  practice,  association  with  a 
superior  group  in  partnership  or  in  inde- 
pendent practice,  or  association  with  a clin- 
ic leading  to  partnership. 

As  an  internist,  I am  seasoned  and  ex- 
perienced. My  subspecialty  is  gastroenter- 
ology, other  special  interests  being  cardio- 
vascular disease,  diabetes,  and  hematology. 

I am  a graduate  of  the  University  of 
Michigan,  1928,  with  internship  and  pre- 
ceptorship  at  Presbyterian  Hospital,  Rush 
Medical  College,  Chicago,  followed  by  a 
university  hospital  staff  appointment  and 
private  practice  confined  to  internal  medi- 
cine. The  past  several  months  I have  spent 
at  the  University  of  Chicago  studying  in 
my  field  and  in  preparation  for  Part  I 
American  Board  examination  which  I wrote 
here  in  Chicago  last  month. 

In  the  absence  of  definite  openings  at  the 
moment,  would  you  be  willing  to  give  me 
your  opinion  as  to  which  localities  might 
bear  investigation? 

Sincerely, 

E.  J.  T„  M.D. 

Care  Tennessee  State  Medical  Association, 
510  Doctors  Building,  Nashville,  Tenn. 


“I  am  interested  in  locating  in  a Tennes- 
see town  of  one  to  twenty  thousand  popula- 
tion to  do  general  practice.  I would  like  to 
be  under  the  guidance  of  an  older  man  doing 
general  practice  and  surgery,  either  as  an 
associate  or  with  the  privilege  of  consulting, 
and  in  that  way  learn  to  practice  good  medi- 
cine. 

“It  will  be  greatly  appreciated  if  you 
would  offer  my  name  to  any  interested  par- 
ties and  send  me  a list  of  possible  locations. 
My  internship  will  be  completed  as  of  July 
1,  1949.” 

W.  N.  H.,  M.D. 

Care  Tennessee  State  Medical  Association, 
510  Doctors  Building,  Nashville,  Tenn. 


Locations  Open 

Niota,  Tennessee — Contact  Frank  C.  Sex- 
ton. 

Wynne,  Arkansas — W.  H.  Edwards. 
Truman,  Arkansas — Dr.  G.  0.  Campbell. 
Hickory  Flat,  Mississippi — George  Tay- 
lor. 

Franklin,  Louisiana — G.  Sigur,  care  St. 
Mary  Pharmacy. 

Sturgis,  Kentucky — Malcolm  B.  Cason. 
Parchman,  Mississippi  — William  M. 
Wood,  Mississippi  State  Penitentiary. 
Tunnel  Hill,  Georgia — M.  H.  Griffin. 
Henderson,  Kentucky  — Darrel  L. 
Vaughn. 

Meridian,  Mississippi — Anderson  Sani- 
torium. 

T.  V.  A.,  Wilson  Dam,  Alabama — Dr.  E. 
E.  Carrier. 

Alamo,  Texas — Gage  Brewer. 

New  Madrid,  Missouri — 0.  C.  Cooper, 
Wickliffe,  Kentucky. 

Scott  City  Hospital.  Morton,  Mississippi 
— Dr.  O.  J.  Burnham. 

Decatur,  Tennessee — Dr.  W.  J.  Abel. 
Scott,  Mississippi — C.  T.  Berry,  Green- 
ville, Mississippi. 

St.  Simon’s  Island,  Georgia — Bryce  W. 
Harris. 

Center  Clinic,  Clearwater,  Florida — R.  H. 
Center. 

— University  of  Tennessee  Center-Grams. 


DEATHS 


Frank  E.  Jones,  M.D.,  Knoxville;  Univer- 
sity of  Tennessee  School  of  Medicine,  Mem- 
phis, 1930 ; aged  forty-three ; died  Septem- 
ber 2,  1948. 


James  Patrick  Owens,  M.D.,  Memphis; 
College  of  Physicians  and  Surgeons,  Mem- 
phis, 1910;  aged  sixty-one;  died  October  7, 
1948. 


Harry  G.  McNamee,  M.D.,  Memphis; 
University  of  Tennessee  School  of  Medicine, 
Memphis;  aged  thirty-six;  died  November 
7,  1948. 


William  C.  McClain,  M.D.,  Knoxville; 
Lincoln  Memorial  University  Medical  De- 
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partment,  Knoxville ; aged  sixty-six ; died 
November  1,  1948. 


Charles  Ellsworth  Bolen,  M.D.,  Wilders- 
ville;  University  of  Nashville  Medical  De- 
partment, 1901;  aged  seventy-four;  died 
October  29,  1948. 


AND  WE  QUOTE 


Choosing  a Family  Physician 

Newcomers  moving  in  a community  have 
certain  definite  responsibilities  which  they 
must  meet.  First,  they  must  find  a house, 
then  visit  the  water  company  to  get  the 
water  turned  on ; next,  the  electric  and  gas 
companies  to  benefit  by  their  service ; and 
finally,  an  order  for  telephone  service. 
These  are  musts  and  have  a high  priority 
standing.  The  minister  calls  and  invites 
them  to  church,  the  milkman  leaves  a free 
quart  of  milk,  the  newspaper  is  free  for  the 
first  week,  coupons  are  received  to  be  turned 
in  for  free  ice  cream  and  beauty  treatments, 
and  many  more  helpful  and  courteous  ges- 
tures are  extended  to  newcomers.  All  of 
the  necessities  of  life  have  been  taken  care 
of  except  one — they  haven’t  selected  a fam- 
ily physician  and  probably  will  not  do  so 
until  a member  of  the  family  becomes  ill. 
If  this  happens  at  night  and  they  are  unable 
to  locate  a physician  to  make  the  home  call, 
they  will  blame  the  physician.  To  prevent 
such  a thing  from  happening  and  to  encour- 
age the  choice  of  a family  physician  before 
a member  of  the  family  becomes  ill,  wouldn’t 
it  be  good  public  relations  if  the  county  med- 
ical society  invited  all  newcomers  to  contact 
a specified  agency  to  learn  the  names  of 
qualified  physicians  in  their  particular  sec- 
tion of  the  city?  Usually  the  Chamber  of 
Commerce  employs  a representative  to 
make  a personal  call  on  all  newcomers.  A 
cordial  invitation  from  the  county  medical 
society  to  select  a family  physician  before 
illness  strikes  could  be  presented  by  this 
representative.  Why  don’t  you  contact  your 
local  Chamber  of  Commerce  and  promote 
such  a service  to  newcomers  in  your  com- 
munity?— Public  Relations  Report,  Medical 
Society  of  the  State  of  Pennsylvania. 


Home  Town  Medical  Cake  Program  for 
Veterans* 

Dr.  Morris  Fishbein 
Editor,  The  Journal  of  the 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois 
Dear  Dr.  Fishbein: 

It  has  come  to  my  attention  that  consid- 
erable misunderstanding  has  developed 
throughout  the  medical  profession  concern- 
ing the  establishment  of  fees  for  medical 
services  to  be  paid  private  physicians  par- 
ticipating in  the  so-called  “Home  Town 
Medical  Care  Program  for  Veterans.”  It 
has  been  contended  that  the  Veterans  Ad- 
ministration has  arbitrarily  established  a 
Fee  Schedule  which  represents  the  maxi- 
mum amount  which  may  be  paid  for  any 
given  service  and  which  is,  in  effect,  a 
National  Fee  Schedule.  It  has  also  been 
contended  that  the  various  State  Medical 
Societies  and  other  interest  groups  were 
not  consulted  when  this  Fee  Schedule  was 
adopted. 

In  order  to  clear  up  any  misunderstand- 
ing regarding  this  matter,  it  is  desired  to 
emphasize  that  my  predecessor,  Dr.  Paul 
R.  Hawley,  had  no  intention  at  any  time  of 
establishing  a National  Schedule  of  Fees, 
nor  do  I contemplate  doing  so.  However, 
the  Fee  Schedules  originally  submitted  by 
the  various  State  Medical  Societies,  when 
the  “Home  Town  Medical  Care  Program” 
was  inaugurated,  varied  so  widely  in  for- 
mat, terminology,  and  fees  for  similar  or 
identical  services  that  it  was  deemed  ad- 
visable to  establish  a uniform  Fee  Schedule 
Format  and  to  set  up  tentative  fees  which 
could  be  used  as  a guide  by  the  various 
State  Medical  Societies  when  submitting 
their  proposals  for  the  furnishing  of  medi- 
cal care  to  veterans. 

This  uniform  Fee  Schedule  Format  was 
formulated  by  the  Professional  Group  of 
National  Consultants  to  the  Chief  Medical 
Director.  This  group,  representing  the  var- 
ious specialties  in  medicine  and  surgery,  is 
composed  of  eminent  physicians  from  all 
parts  of  the  country.  Tentative  fees  were 


*Quoted  from  the  Journal  of  the  American  Med- 
ical Association  by  request. 
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set  up  in  the  format  after  a careful  analysis 
of  Prepaid  Medical  Care  Plan,  Workmen’s 
Compensation  and  Insurance  Fee  Schedules, 
and  also  the  Fee  Schedules  in  effect  in  the 
various  states  having  agreements  with  the 
Veterans  Administration.  As  was  to  be 
expected,  considerable  variation  occurred 
in  the  Fee  Schedules  reviewed. 

The  Professional  Group  of  National  Con- 
sultants made  every  effort  to  arrive  at  fees 
that  were  considered  to  be  within  reasona- 
ble limits  and  which  would,  as  nearly  as 
possible,  allow  a uniform  provisional  fee 
schedule  for  use  as  a guide  in  facilitating 
and  expediting  the  preparation  of  agree- 
ments between  State  Medical  Societies  and 
the  Veterans  Administration. 

Further  attempt  was  made  to  provide  for 
elasticity  in  the  charges  for  certain  opera- 
tions or  other  services  which  seemed  to 
evoke  more  than  average  contention  by  list- 
ing the  minimum  and  maximum  amounts 
considered  equitable.  These  items  bear  the 
notation  “AA,”  which  indicates  that  the  fee 
for  the  given  service  is  to  be  determined  by 
arbitration  and  agreement  between  the  Vet- 
erans Administration  and  the  Medical  So- 
ciety concerned. 

May  I reiterate  that  the  Veterans  Admin- 
istration Fee  Schedule  Format  is  in  no  sense 
to  be  construed  as  an  arbitrary  or  National 
F’ee  Schedule.  Furthermore,  it  is  subject 
to  periodic  review  and  such  modification  as 
conditions  may  indicate. 

If  it  meets  with  your  approval,  I would 
appreciate  it  very  much  if  you  could  possi- 
bly arrange  to  publish  this  as  an  open  letter 
in  the  Journal  of  the  American  Medical 
Association.  I should  like  this  to  reach  all 
of  the  physicians  throughout  the  country, 
and  I know  of  no  better  way  to  do  it  than 
through  the  Journal. 

Very  truly  yours, 

Paul  B.  Magnuson 
Chief  Medical  Director 


NEWS  NOTES  AND  COMMENTS 


Jarrell  Penn,  M.D.,  and  Herschel  Penn, 
M.D.,  announce  that  Walter  A.  Gunther, 
M.D.,  is  associated  with  them  at  the  Penn 
Clinic  in  the  practice  of  Orthopaedic  Sur- 


gery, at  1831  West  Clinch  Avenue,  Knox- 
ville, Tennessee. 


R.  W.  Billington,  M.D.,  announces  the 
association  of  John  R.  Glover,  M.D.,  in  the 
practice  of  Orthopedic  Surgery  at  426  Doc- 
tors Building,  Nashville,  Tennessee. 


The  Acuff  Clinic  announces  the  associa- 
tion of  Lamar  L.  Knight,  M.D.,  with  the 
Department  of  Oto-Rhino-Laryngology  and 
Broncho-Esophagology,  514  West  Church 
Avenue,  Knoxville,  Tennessee. 


WOMAN'S  AUXILIARY 


The  annual  National  Conference  of  State 
Presidents  and  Presidents-Elect  met  at  the 
Hotel  Sherman  in  Chicago,  November  5,  6. 
Speakers  representing  the  A.  M.  A.  dis- 
cussed current  medical  legislation  in  its 
various  phases.  The  proposed  increase  in 
Auxiliary  dues  for  local  and  state  organi- 
zations was  also  under  consideration. 

Representing  Tennessee  at  the  Confer- 
ence were  Mrs.  Oscar  Nelson,  Nashville, 
President,  and  Mrs.  Clyde  Croswell,  Mem- 
phis, President-Elect. 


The  Memphis  Auxiliary  at  a recent  meet- 
ing took  under  consideration  the  proposed 
plan  of  the  Memphis  Druggists’  Association 
for  discontinuance  of  the  sale  of  comic 
books.  A resolution  passed  in  favor  of  this 
plan.  Plans  were  made  for  active  partici- 
pation in  steps  being  taken  toward  getting 
a practical  nurse’s  training  program  under 
way. 


Mrs.  Moore  J.  Smith  presided  over  the 
October  meeting  of  the  Chattanooga  Auxil- 
iary on  October  27.  The  luncheon  meeting 
at  the  Reid  House  was  attended  by  fifty 
enthusiastic  members  of  the  new  organiza- 
tion. Mrs.  Oscar  Nelson,  State  President, 
was  the  speaker.  An  interesting  paper  was 
also  read  on  the  subject,  “Atomic  Energy 
and  Medicine.” 


The  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  the  Davidson 
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County  Medical  Society  presented  a pro- 
gram on  the  proposed  prepaid  surgical  care 
program  before  the  Nashville  Woman’s  Civ- 
ic Forum  in  October.  A large  audience 
heard  Dr.  Daugh  Smith’s  splendid  discus- 
sion of  this  subject. 


Mrs.  G.  B.  Hubbard  of  Jackson  has  been 
appointed  new  Publicity  Chairman  of  the 
West  Tennessee  Consolidated  Auxiliary. 


The  October  Membership  Coffee  of  the 
Davidson  County  Auxiliary  was  held  at  the 
home  of  Mrs.  Fowler  Hollabaugh  in  Nash- 
ville. A large  number  of  new  members 
from  Gallatin,  Franklin,  Dickson,  Columbia, 
and  Lebanon  were  presented  small  corsages 
on  arrival. 


MEDICAL  SOCIETIES 


Knox  County 

October  12:  “The  Use  of  Caudal  Spinal 
Anesthesia  in  Obstetrics,”  by  Dr.  David  F. 
Hoey.  Discussion  by  Dr.  M.  Lou  Hefley  and 
Dr.  John  Lesher. 

October  26 : “Brucellosis,”  by  Dr.  Ralph 
Nichols.  Discussion  by  Dr.  Bruce  Powers. 

November  9:  “Low  Back  Pain,”  by  Rob- 
ert Brashear,  M.D.  Discussion  by  Dr. 
George  Inge. 


Davidson  County 

October  19 : “Oral  Surgery,”  by  Dr.  C.  J. 
Speas.  Discussion  by  Drs.  Louis  Rosenfeld 
and  George  Seeman. 

November  2 : “Disease  of  the  Spleen,”  by 
Dr.  James  R.  Dawson,  Jr.  Discussion  by 
Drs.  Lawrence  Grossman,  Barton  McSwain 
and  Joe  Strayhorn. 

Scheduled  for  November  16:  “Pediatric 
Endocrinology,”  by  Dr.  Lawson  Wilkins, 
Professor  of  Pediatrics,  Johns-Hopkins 
Hospital. 

November  30:  Movies:  “Diagnosis  and 
Treatment  of  Breast  Tumors,”  by  Dr. 
Frank  Adair,  New  York  City.  “Anoma- 
lies of  the  Bile  Ducts  and  Blood  Vessels — 


Strictures  of  the  Common  Ducts,”  by  Dr. 
Warren  H.  Cole,  Chicago.  These  are  two 
of  the  finest  movies  that  have  been  produced 
and  will  interest  medical,  surgical,  and  gen- 
eral practitioners. 

December  14:  Election  of  Officers. 


Robertson  County 

The  Robertson  County  Medical  Society 
met  on  October  12,  1948,  with  the  following 
members  present:  Drs.  A.  R.  Kempf,  J.  E. 
Swann,  W.  B.  Dye,  R.  J.  Deberry,  W.  P. 
Stone,  J.  S.  Freeman,  M.  W.  Boozer,  and 
R.  L.  Mathews  of  Springfield.  Drs.  John 
M.  Lee  and  C.  S.  McMurray  of  Nashville 
were  guests  of  the  Society. 

Miss  Graham,  teacher  of  physical  educa- 
tion in  the  Springfield  High  School,  made  a 
talk  on  her  work  and  asked  the  cooperation 
of  the  Society. 

Dr.  John  M.  Lee  gave  a very  timely  paper 
on  “Spasm  Due  to  Infection  of  the  Central 
Nervous  System,”  which  was  discussed  by 
all  present. 

John  S.  Freeman,  M.D.,  Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  fourth  annual  meeting  of  the  South- 
eastern Allergy  Association  will  be  held  at 
the  Washington-Duke  Hotel,  Durham, 
North  Carolina,  on  Saturday  and  Sunday, 
January  22  and  23,  1949. 

For  further  information  write  to  Dr. 
Katharine  B.  Maclnnis,  Secretary,  1515 
Bull  Street,  Columbia,  South  Carolina. 


The  Southwest  Allergy  Forum  will  meet 
in  El  Paso,  Texas,  April  4 and  5,  1949.  For 
further  information  write  Dr.  Orville  Eg- 
bert, Secretary-Treasurer,  1025  First  Na- 
tional Building,  El  Paso,  Texas. 


The  Fifth  Annual  Clinical  Conference  of 
the  Chicago  Medical  Society  will  be  held  in 
Chicago  at  the  Palmer  House,  March  1,  2, 
3,  and  4,  1949. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Surgery  Yesterday  and  Today.  Howard  Dittrick, 

M.D.  Current  Researches  in  Anesthesia  and 

Analgesia,  March-April,  1948,  p.  120. 

Research  may  actually  be  aided  through  the 
historic  approach,  as  pointed  out  by  Sir  Arthur 
Keith,  who  says  that  the  course  of  future  progress 
may  often  be  mapped  out  by  surveying  the  path 
of  our  past  accomplishments.  In  comparing  sur- 
gery of  today  with  that  of  a generation  or  two  ago, 
one  can  appreciate  the  marked  changes  that  have 
been  achieved. 

The  older  surgeon,  who  has  practiced  consider- 
able “kitchen  surgery,”  where  the  referring  physi- 
cian “poured”  the  ether  or  chloroform,  or  fre- 
quently took  over  the  anesthesia  after  it  had  been 
established  by  the  surgeon,  remembers  the  anxiety 
of  operating  with  both  hands  and  one  eye,  the  other 
eye  furtively  watching  the  patient.  In  more  se- 
rious cases,  after  operation,  the  surgeon  frequently 
gave  an  infusion  or  an  occasional  transfusion, 
mindful  that  the  subsequent  care  was  assumed  by 
the  referring  physician. 

Today  the  older  surgeon,  in  a reminiscent  mood, 
notes  that  there  is  quiet  throughout  the  surgery 
and  the  wards.  As  the  patients  are  brought  to  the 
operating  floor,  their  faces  bear  no  manifestations 
of  fear,  nor  could  there  be  heard  noisy  struggling 
and  retching  from  administration  of  ether  or  chlo- 
roform by  the  old  method.  Adequate  premedication 
and  proper  choice  of  induction  agents  has  taken 
care  of  that.  Complications  are  anticipated  and 
proper  measures  ready  to  forestall  them. 

The  surgeon  of  today  has  no  such  worries  as  his 
forebears.  His  entire  attention  may  be  devoted  to 
the  mechanical  aspect  of  the  operation,  for  the 
anesthesiologist  is  responsible  for  administration 
and  necessary  medication,  blood  and  blood  substi- 
tutes, should  unfavorable  symptoms  appear.  The 
anesthesiologist  is  constantly  aware  of  the  condi- 
tion of  the  patient,  especially  in  regard  to  the  cir- 
culatory and  respiratory  systems.  Division  of  re- 
sponsibility by  the  surgeon  and  medical  anesthesi- 
ologist has  developed  an  efficient  cooperative  sur- 
gical team. 

The  postoperative  patient  is  not  the  problem 
today  that  he  was  two  decades  ago,  for  patients 
rarely  exhibit  shock  and  require  less  treatment 
and  less  nursing  care,  for  the  anesthesiologist  su- 
pervises the  administration  of  blood  and  helps  to 
prevent  complications  developing  postoperatively. 
The  postoperative  nausea  and  vomiting  is  less  than 
with  patients  of  former  years.  They  are  able  to 


sit  up  in  bed  in  a day  or  two  and  are  discharged 
soon,  thus  minimizing  the  nursing  and  bed  short- 
age. It  is  difficult  to  believe  that  years  back 
patients  recovering  from  abdominal  operations 
were  given  a back  rest  on  the  eighteenth  day,  a 
wheel  chair  on  the  twenty-first,  took  a few  steps 
on  the  twenty-fourth,  and  left  the  hospital  on  the 
thirty-first  postoperative  day. 

Advances  in  anesthesiology  have  played  an  im- 
portant role  in  making  many  of  these  changes 
possible. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Pathogenesis  of  Rheumatic  Fever.  William  J. 

Kerr,  San  Francisco,  California.  Annals  of  In- 
ternal Medicine,  Vol.  29,  No.  4,  pp.  587-594,  Oc- 
tober, 1948. 

This  article  reviews  the  pathogenesis  of  rheu- 
matic fever. 

Rheumatic  fever  attacks  children  primarily,  but 
under  conditions  of  crowding,  exposure,  and  fa- 
tigue it  may  affect  older  age  groups  also. 

There  is  abundant  evidence  that  bacteria  of  the 
streptococcus  group  are  the  etiological  agents  and 
initiate  a train  of  reactions  in  the  patient  resulting 
in  lesions  characteristic  of  rheumatic  fever.  It  is 
not  proved  that  a single  train  of  streptococcus  is 
the  specific  agent,  although  beta-hemolytic  strep- 
tococci are  usually  isolated  from  the  throats  of 
patients  early  in  the  disease. 

A seasonal  occurrence  of  outbreaks  of  rheumatic 
fever  are  at  the  time  of  year  when  streptococcal 
infections  are  prevalent. 

The  role  of  undernutrition  is  difficult  to  evaluate, 
and  the  high  prevalence  for  the  lower  income  brack- 
ets may  indicate  only  a lowered  resistance  to  in- 
fection rather  than  a specific  dietary  lack. 

Clinical  manifestations  appear  after  a silent 
period  from  several  days  to  several  weeks  following 
the  pharyngeal  symptoms.  The  course  of  rheu- 
matic fever  is  variable,  but  has  a tendency  to 
chronicity  and  seasonal  recurrence. 

Treatment  of  rheumatic  fever  is  generally  un- 
satisfactory. Some  studies  show  that  continuous 
or  seasonal  use  of  small  daily  doses  of  a sulfona- 
mide drug  may  prevent  recurrences  by  reducing 
the  attack  rate  of  the  hemolytic  streptococcus. 
Removal  to  a warmer  climate  is  beneficial,  it  would 
appear,  because  of  escape  from  exposure  to  strep- 
tococci. The  salicylate  drugs  are  useful  in  con- 
trolling systemic  reactions  and  in  reducing  the 
symptoms  and  signs,  but  there  is  little  evidence 
that  the  over-all  course  of  the  disease  or  the  end 
results  are  altei'ed  by  this  or  any  other  drug  now 
available. 

The  immunological  processes  which  are  involved 
in  rheumatic  fever  are  not  completely  understood. 
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There  are,  however,  clues  which  shed  some  light 
on  the  problem.  Recently  experimental  studies 
indicate  that  lesions  resembling  those  in  rheumatic 
carditis  can  result  from  anaphylactic  hypersensi- 
tivity. The  author  reviews  the  recent  experimental 
work  of  the  antigen-tissue  response  type  in  which 
lesions  similar  to  rheumatic  fever,  glomerulone- 
phritis and  the  l’elated  vascular  diseases  have  been 
produced. 

The  author  concludes  that  the  evidence  for  the 
pathogenesis  of  rheumatic  fever  favors  a strain  of 
beta-hemolytic  streptococcus  evoking  a train  of 
evidence  leading  to  the  clinical  disease  of  rheu- 
matic fever,  that  this  evidence  is  convincing,  but  it 
is  not  proved  beyond  question. 


DERMATOLOGY 

By  Clarence  Shaw,  M.D 

1013  Provident  Building 
Chattanooga  2 


Acne  Vulgaris  in  Adolescence.  Onis  G.  Hazel, 

Oklahoma  City,  Okla.  Journal  of  Oklahoma 

Medical  Association,  Vol.  40,  pp.  327-329,  Au- 
gust, 1947. 

Acne  vulgaris  is  a common  skin  disease  in 
adolescence.  Psychic  trauma  often  occurs  follow- 
ing development  of  an  inferiority  complex  in  dif- 
ferent adolescents.  The  condition  varies  from 
comedones  in  an  oily  skin  to  deep  pustules  with 
permanent  scarring.  The  clinical  variations  of 
the  disease  are  believed  to  be  individual  reactions 
to  the  basic  cause.  The  disease  has  a variable 
etiology.  Heredity  may  be  important.  Other 
causes  may  be  puberty,  endocrine  disturbances, 
infection,  digestive  disturbances  or  water  balance, 
parasympathetic  nervous  hyperactivity  (a  psycho- 
neurogenic  factor),  and  excessive  fat  intake. 

Treatment  is  widely  varied.  Rich  and  greasy 
foods  should  be  eliminated  from  the  diet.  Less 
severe  cases  of  associated  seborrhea  of  the  scalp 
are  treated  by  a weekly  shampoo  and  vinegar  rinse, 
but  more  severe  cases  are  given  a scalp  massage 
with  sulfur-salicylic  acid  ointment  in  a water  solu- 
ble base  the  night  before  the  shampoo.  The  oily 
facial  skin  is  treated  by  washing  the  face  with 
warm  water  for  several  minutes  followed  by  a rub 
of  detergent  oil  or  cake.  Comedones  may  be  re- 
moved with  a Schamberg  extractor  or  incised  and 
contents  emptied  by  pressure  at  weekly  and  later 
monthly  intervals.  Cleansing  the  face  may  be 
sufficient,  but  a drying-exfoliating  lotion  such  as 
a sulfur-resorcin  mixture  may  be  used  at  bedtime 
or  twice  a day  in  the  more  severe  cases.  Vitamin 
A in  doses  of  100,000  units  at  bedtime  produces  a 
normal  dryness  of  the  skin  and  is  definitely  helpful. 
It  should  be  used  at  least  a year.  Weekly  roentgen 
therapy  in  doses  of  seventy-five  r for  eight  to 
twelve  treatments  is  helpful  in  cases  with  deep 
pustules,  abscesses,  or  cysts  which  do  not  respond 
to  treatment.  At  least  eight  hours  sleep  daily  is 
important  for  adolescents. 


GYNECOLOGY 

By  Hamilton  V.  Gayden  M.D 
649  Doctors  Building  Nashville 


Nonoperative  Treatment  of  Urinary  Incontinence 
in  Women.  Maurice  Rashbaum,  M.D.,  and  Carl 
C.  Mandelbaum,  M.D.,  New  York,  New  York. 
American  Journal  of  Obstetrics  and  Gynecology 
Vol.  56,  No.  4,  pp.  777-780,  October,  1948. 
Incontinence  may  vary  from  mere  dribbling  on 
occasions  to  complete  loss  of  urinary  control  at  all 
times.  Just  as  there  is  a variation  in  sensitivity 
to  pain,  so  is  there  a difference  in  the  reaction  of 
individuals  to  loss  of  bladder  control.  “Stress  in- 
continence” indicates  loss  of  urine  under  various 
circumstances  related  to  effort  on  the  part  of  the 
patient,  such  as  lifting,  coughing,  sneezing,  etc. 
It  is  these  cases  which  are  properly  subjected  to 
operative  treatment;  but  clinically,  true  stress  in- 
continence is  difficult  to  differentiate  from  false 
incontinence  caused  by  irritative  lesions  in  the 
bladder  or  urethra.  One  of  the  commonest  causes 
of  urinary  complaints  in  the  female,  which  may  be 
present  from  early  infancy  throughout  life  is  a 
papillary  posterior  urethritis  due  to  infection  in 
the  glands  near  the  vesical  orifice.  False  inconti- 
nence due  to  irritation  lesions  of  the  urethra,  vesi- 
cal neck,  and  bladder  is  frequently  encountered  in 
women.  False  incontinence  is  often  confused  by 
the  doctor  and  patient  and  considered  to  be  stress 
incontinence.  The  two  conditions  may  co-exist.  No 
adequate  tests  have  been  described  to  differentiate 
these  two  types  of  incontinence.  The  so-called 
continence  test  cannot  be  used  as  a reliable  index 
to  measure  incontinence.  It  has  been  found  that 
dilatation  of  the  urethra,  topical  applications  of 
silver  nitrate,  and  the  use  of  ephedrine  will  usually 
cure  false  incontinence.  The  method  described  may 
be  used,  therefore,  as  a therapeutic  test  to  differ- 
entiate false  from  true  stress  incontinence  prior  to 
surgery.  This  method  may  at  times  be  used  suc- 
cessfully in  preventing  unnecessary  operations  on 
patients  with  false  incontinence,  and  in  the  salvage 
of  patients  suffering  from  incontinence  unimproved 
by  surgery,  or  following  operations  on  the  anterior 
vaginal  wall.  Of  sixty-eight  cases  of  urinary  in- 
continence with  adequate  therapy  and  follow-up. 
twenty-seven  (or  forty  per  cent)  were  cured, 
twenty-eight  (or  forty-one  per  cent)  were  improved, 
while  thirteen  (or  nineteen  per  cent)  were  not 
helped  by  this  form  of  therapy. 


OBSTETRICS 

B>  Mu  ton  Smith  Lewis  M D 
Benn  *e-  Oil  Ion  Building  Xoshville 


Manual  Removal  of  the  Placenta.  Robert  W.  De- 
Voe  and  Arthur  B.  Hunt,  Mayo  Clinic,  Rochester. 
Minnesota.  Western  Journal  of  Surgery,.  Vol. 
55,  pp.  647-650,  December,  1947. 
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In  recent  years  the  incidence  of  post-partum 
complications  and  the  mortality  rate  following 
manual  removal  of  the  placenta  have  been  lowered, 
undoubtedly  due  to  asepsis  and  chemotherapy.  A 
twenty-year  study  reported  in  1937  showed  a cor- 
rected mortality  rate  of  2.6  and  a morbidity  rate 
of  31.5  per  cent.  In  a recent  study  of  forty-five 
cases  complications  were  eliminated  and  mortality 
rate  decreased  to  zero. 

In  1936-45,  inclusive,  6,753  obstetric  patients 
were  treated  at  the  Mayo  Clinic.  In  ninety-eight 
(1.3  per  cent)  the  placenta  was  removed  manually, 
and  in  two  of  these  such  procedure  had  been  neces- 
sary before. 

In  manual  removal,  the  patient  is  redraped  and 
obstetrician  puts  on  a fresh  sterile  gown  and  elbow- 
length  sterile  gloves.  Ethylene  and  oxygen  is 
usually  satisfactory  anesthetic,  but  ether  is  occa- 
sionally necessary.  The  vulvar  region  and  the 
vagina  are  prepared  again  with  a liberal  amount 
of  antiseptic  solution.  When  the  hand  is  in  the 
uterine  cavity,  the  fundus  is  brought  anteriorly  and 
held  with  the  other  hand  on  the  anterior  abdominal 
wall.  A cleavage  plane  is  sought  between  the 
placenta  and  the  uterine  wall,  and  dissection  is 
done  carefully  downward  so  that  the  uterus  can 
contract  over  the  hand  as  removal  progresses,  les- 
sening the  amount  of  bleeding  and  the  danger  of 
perforation. 

In  seventy  per  cent  of  the  cases  the  uterine 
cavity  was  packed  with  iodoform  gauze  after 
removal  of  the  placenta,  the  pack  acting  as  a 
tampon,  stimulating  contractions,  and  carrying 
small  bits  of  decidual  tissue  or  debris  with  it  when 
removed. 

In  nine  cases  the  patients  had  received  obstetric 
treatment  or  repeated  vaginal  examinations  before 
being  brought  to  the  clinic.  The  placenta  had  been 
retained  a long  time,  hemorrhage  had  occurred,  or 
thei-e  had  been  opportunity  for  contamination.  One 
of  these  (in  1936),  a patient  with  a multiple  preg- 
nancy on  whom  several  vaginal  examinations  had 
been  done  before  admission,  died  ten  days  after 
delivery  of  puerperal  sepsis,  septic  thrombophle- 
bitis of  the  pelvis,  and  bronchopneumonia.  The 
incidence  of  post-partum  complications  in  this 
group  was  77.8  per  cent. 

Among  the  remaining  eighty-nine  in  whom  man- 
ual removal  was  done  under  favorable  conditions, 
in  twenty-one  cases  the  placenta  was  removed  be- 
cause of  prolonged  retention  averaging  68.8  min- 
utes. In  three  cases  loss  of  blood,  averaging  583.4 
cubic  centimeters,  was  the  cause  for  removal.  It  is 
felt  that  in  most  cases  of  post-partum  hemorrhage 
bleeding  will  continue  unless  active  treatment  is 
instituted.  The  first  consideration  must  be  pre- 


vention of  needless  blood  loss.  Also,  unnecessary 
blood  loss  may  lead  to  anemia,  puerperal  sepsis, 
thrombophlebitis,  or  embolism. 

In  thirty-two  cases  both  time  and  developing 
hemorrhage  were  involved.  Other  indications  for 
manual  removal  were  contracted  cervix,  or  patho- 
logical contraction  ring,  placenta  partly  adherent 
or  fragments  retained,  retained  fetal  membranes, 
marginal  or  central  placenta  previa,  fibromyomas 
of  the  uterus,  and  severe  anemia. 

There  were  no  deaths  in  these  eighty-nine,  and 
the  incidence  of  post-partum  complications  was 
4.5  per  cent,  only  a fraction  of  that  in  the  smaller 
group. 

Manual  removal  is  indicated  early  in  cases  of 
progressing  post-partum  hemorrhage  and  in  cases 
unassociated  with  excessive  blood  loss  in  which  the 
placenta  has  been  retained  for  at  least  an  hour. 
It  should  be  done  with  a rigid  aseptic  technique, 
and  antibiotics  or  chemotherapy  should  not  be  re- 
lied on  to  combat  a needlessly  incurred  infection. 
If  removal  is  deferred  for  an  unduly  long  time, 
complications  are  likely.  Manual  removal  under 
favorable  conditions  is  comparatively  safe;  but  if 
it  is  done  as  a last  resort  where  severe  anemia  and 
contamination  have  occurred,  the  incidence  of  com- 
plications may  be  high. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Pterygium.  Emanual  Rosen.  American  Journal 

of  Ophthalmology,  October,  1948. 

The  author  decries  the  inadequacies  of  the  Me- 
Reynolds  transplantation  technique  for  the  treat- 
ment of  pterygia  and  states  that  recurrence  of  the 
disease  is  the  rule  even  in  the  hands  of  the  experi- 
enced. He  described  his  own  technique  which  re- 
sulted in  only  one  recurrence  in  twenty-five  cases. 
The  head  of  the  pterygium  is  dissected  from  the 
cornea  with  a knife  and  the  conjunctiva  is  sepa- 
rated from  the  limbus  above  and  below  the  growth 
for  three  millimeters.  The  growth  is  separated 
along  its  edges  and  a double-armed  silk  suture  is 
inserted  into  the  head  toward  the  sclera.  The 
pterygium  is  then  doubled  back  under  itself  so  that 
episcleral  tissue  is  approximated  to  episcleral  tis- 
sue. The  sutures  are  brought  out  through  the 
center  of  the  caruncle  and  tied  over  a rubber 
button.  If  the  pterygium  is  very  wide,  it  is  sliced 
in  its  middle  and  folded  under  in  two  sections.  The 
edges  of  the  conjunctiva  are  approximated  with 
interrupted  sutures.  The  sutures  are  removed  on 
the  tenth  day. 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  L.  Crane,  M.D.,  Ph.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Director 
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INDICATIONS  FOR  SPLENECTOMY  WITH  CASE  REPORTS* 


EARL  R.  CAMPBELL,  M.D.,  Chattanooga 

The  spleen  has  always  been  surrounded 
with  mystery.  For  this  reason  it  has  been 
the  subject  of  much  discussion  since  the 
beginning  of  the  science  of  medicine.  It 
has  been  a challenge  to  the  best  of  anato- 
mists, physiologists  and  surgeons.  It  is 
still  an  organ  of  mystery.  Innumerable 
functions  have  been  attributed  to  the  spleen. 
The  more  one  reads  the  more  mysterious 
this  subject  becomes. 

It  is  not  the  purpose  of  this  paper  to 
try  to  bring  forth  any  new  ideas.  I have 
reviewed  the  literature  with  the  hope  that 
I could  get  some  common  sense  facts  that 
I could  use  in  doing  better  diagnostic  work 
in  splenic  disorders.  After  a proper  diag- 
nosis has  been  made  it  is  easy  to  know  what 
to  do.  I will  endeavor  to  briefly  discuss 
the  indications  for  splenectomy  and  will 
try  to  outline  under  each  heading  the  lab- 
oratory tests,  signs,  symptoms,  pathology, 
etc.,  that  apply  to  each.  In  this  brief  paper 
it  will  be  impossible  to  give  a complete 
review  of  the  anatomy  and  physiology  of 
the  spleen.  It  will  be  impossible  to  discuss 
all  of  the  diseases  that  cause  some  dis- 
turbances of  the  spleen.  The  medical  prob- 
lems will  be  left  to  the  internist.  I will 
only  discuss  the  surgical  side  of  the  subject. 
I hope  that  I will  help  you  to  be  more 
spleen  conscious  so  that  a reasonably  early 
diagnosis  can  be  made  in  order  that  a good 
result  will  be  obtained  from  surgery. 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13-15,  1948. 


In  the  very  beginning  I want  to  empha- 
size as  strongly  as  I can  that  there  should 
be  perfect  cooperation  between  the  intern- 
ist, the  surgeon  and  the  laboratory  director. 
By  working  together  this  triad  can  come 
to  definite  conclusions  that  will  be  of  untold 
value  to  the  patient  suffering  from  a dis- 
order of  the  spleen. 

The  spleen  normally  weighs  from  100  to 
170  gms.  It  lies  under  the  diaphragm  on 
the  left  side  of  the  abdomen  and  is  in  close 
contact  with  the  stomach,  the  tail  of  the 
pancreas  and  the  kidney.  The  splenic  vein 
is  a part  of  the  portal  system.  Its  tribu- 
taries are  the  short  gastric  veins,  left 
gastro-epiploic  vein,  pancreatic  vein  and 
the  inferior  mesenteric  vein. 

The  spleen  has  the  power  of  contracta- 
bility  on  account  of  the  fact  that  the  cap- 
sule and  trabeculae  have  elastic  fibrous  tis- 
sue. This  permits  the  organ  to  act  as  a 
blood  reservoir.  The  spleen  and  the  bone 
marrow  are  the  principal  sites  of  the 
reticulo-endothelial  cells,  although  they  are 
present  in  some  degree  in  most  of  the  or- 
gans in  the  body,  especially  the  liver.  These 
cells  are  scavengers,  phagocytizing  abnor- 
mal red  blood  cells,  malaria  plasmodia,  etc. 
It  is  known  that  the  spleen  normally  exerts 
an  inhibitory  action  on  the  hematopoiesis 
of  the  bone  marrow.  A delicate  balance 
exists  between  these  two  organs ; under  cer- 
tain conditions  this  balance  can  be  inter- 
rupted and  a serious  change  in  hematologic 
values  can  occur. 
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Indications  for  Splenectomy 

1.  Rupture  of  the  spleen. 

2.  Congenital  hemolytic  jaundice. 

3.  Idiopathic  thrombocytopenic  purpura. 

4.  Congestive  splenomegaly. 

5.  Unclassified. 

6.  The  following  also  are  recognized  by 

John  W.  Norcross  of  the  Lahey  Clinic  as 
being  indications  for  splenectomy.  (a) 

Ptosed  spleen.  (b)  Primary  splenic  tu- 
mors. (c)  Idiopathic  neutropenia.  (d) 

Primary  splenic  panhematocytopenia.  (e) 
Secondary  panhematocytopenia  (selected 
cases).  I have  not  had  personal  experi- 
ence with  this  group,  so  will  refer  you  to 
his  article  in  The  Surgical  Clinics  of  North 
America,  June,  1947. 

1.  Rupture  of  the  Spleen 

When  a spleen  has  been  ruptured,  this 
becomes  a surgical  emergency.  The  only 
procedure  is  immediate  splenectomy.  Rup- 
ture usually  occurs  immediately  after  trau- 
ma, but  it  may  be  hours  or  days  before  the 
bleeding  becomes  serious. 

Case  History:  W.  S.„  white  boy,  age  13. 
About  noon  on  1-25-48  this  boy  was  riding 
on  a sled  down  a long  hill  in  the  snow. 
The  sled  got  out  of  control  and  ran  into 
the  back  of  a parked  automobile.  The 
bumper  struck  him  across  the  upper  abdo- 
men. His  boy  friends  took  him  to  his 
home.  He  continued  to  complain  of  pain 
across  the  upper  abdomen  and  lower  chest 
until  his  father  brought  him  to  the  clinic. 

He  was  a very  well  developed  and  nour- 
ished boy.  He  answered  all  questions  read- 
ily and  did  not  seem  to  be  in  a great  deal 
of  pain.  His  skin  was  moist  and  he  was 
pale.  Crepitation  could  be  felt  on  the  right 
side  of  the  chest,  showing  that  air  was 
present.  The  abdomen  was  somewhat  dis- 
tended and  generalized  rigidity  was  present 
across  the  entire  upper  abdomen.  He  com- 
plained of  very  little  pain  on  palpation. 
There  was  no  evidence  of  injury. 

Temperature,  99  2/5.  Respiration,  28. 
Pulse,  80.  Blood  pressure,  100/56.  X-ray 
of  the  chest  showed  a fine  line  fracture  of 
the  ninth  rib  in  the  anterior  axillary  line. 

X-ray  of  the  abdomen  with  patient  in 
upright  position  did  not  reveal  any  air 
under  the  diaphragm. 


Blood  count : White  blood  cells,  25,500 ; 
red  blood  cells,  3,460,000;  hemoglobin,  62%. 
Urinalysis:  Trace  of  sugar,  trace  of  albu- 
men, otherwise  negative. 

Diagnosis : Intra-abdominal  hemorrhage 
from  a ruptured  viscus — (1)  liver,  (2) 
spleen.  Operation  was  advised. 

Operation : A linear  incision  was  made 
in  the  upper  abdomen  just  to  the  right  of 
the  midline.  Blood  gushed  out  as  soon  as 
the  peritoneum  was  opened.  Suction  was 
instituted  at  once.  The  liver  was  quickly 
examined.  No  evidence  of  injury  was 
found.  Examination  of  the  upper  left  abdo- 
men revealed  that  the  spleen  had  been  com- 
pletely severed  transversely  in  two  places. 
The  small  piece  was  at  the  upper  pole.  It  was 
completely  detached.  The  other  two  pieces 
were  held  by  the  gastro-splenic  and  spleno- 
colic  ligaments  respectively.  The  splenic 
artery  had  been  torn,  so  bleeding  was  pro- 
fuse. All  hemorrhage  was  quickly  con- 
trolled. The  two  attached  pieces  of  spleen 
were  removed  and  the  wound  was  closed. 
He  was  given  glucose  on  the  table  and  a 
transfusion  as  soon  as  he  was  returned  to 
his  room. 

The  following  morning  both  lungs  were 
full  of  moisture  and  the  crepitation  on  the 
right  side  of  the  chest  had  extended  up 
into  the  neck.  Temperature  was  102. 
Pulse  was  120.  X-rays  of  the  chest  showed 
density  of  the  lower  lobe  of  the  right  lung, 
most  probably  atelectasis.  He  was  of 
course  given  penicillin  and  sulfadiazine. 
Gradual  improvement  took  place,  and  he 
left  the  hospital  in  very  good  condition  on 
2-4-48,  ten  days  after  his  injury.  Tem- 
perature was  99.  Pulse  80.  Blood  pres- 
sure 120/70.  Blood  count:  White  blood 
cells,  16,500;  red  blood  cells,  4,200,000; 
hemoglobin,  76%.  Platelets,  714,000. 
Bleeding  time,  1%  minutes;  coagulation 
time,  314  minutes.  The  wound  was  dry, 
all  sutures  being  removed. 

On  3-17-48  he  returned,  at  my  request, 
for  a check-up.  He  looked  fine  and  stated 
that  he  felt  so  well  that  he  wanted  to  go 
to  school. 

Blood  picture:  White  blood  cells,  10,000; 
red  blood  cells,  3,700,000;  hemoglobin,  70%. 
Platelets,  280,000.  Bleeding  time  1%  min- 
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utes;  coagulation  time,  8 i/G  minutes.  He 
was  given  vitamin  K and  calcium. 

2.  Congenital  Hemolytic  Jaundice 

The  results  of  removal  of  the  spleen  in 
congenital  hemolytic  jaundice  are  striking 
and  dramatic.  A patient  who  has  been 
deeply  jaundiced  for  years  may  acquire  a 
lovely  white  skin  within  three  to  five  days 
following  splenectomy. 

This  is  a hemolytic  disease  which  pri- 
marily affects  the  erythrocytes  and  the 
spleen  and  secondarily  the  liver  and  gall 
bladder.  It  is  characterized  by  anemia, 
jaundice  with  unaltered  urine  and  stools, 
by  enlargement  of  the  spleen,  by  the  pres- 
ence in  the  blood  of  abnormally  thick 
erythrocytes  called  spherocytes,  and  by  in- 
creased fragility  of  the  red  blood  cells.  The 
spherocytes  pass  through  the  venous  si- 
nuses of  the  spleen  with  difficulty.  These 
cells  are  removed  by  the  retieulo-endothe- 
lium.  They  show  increased  fragility  in 
hypotonic  saline  solution.  Their  breakdown 
leads  to  evidence  of  increased  hemolysis : 
namely,  increased  urobilinogen  output  in 
urine  and  feces,  and  a hyperbilirubinemia 
with  jaundice.  In  cases  in  which  operation 
has  been  long  delayed  this  process  results 
in  gallstones  in  over  70  per  cent  of  cases. 
The  course  of  the  disease  is  usually  a fluc- 
tuating one.  The  usual  mild  course  in 
which  the  patient,  although  anemic,  icteric, 
and  easily  fatigable,  is  able  to  carry  on,  is 
interrupted  at  irregular  intervals  by  crises 
in  which  the  process  of  blood  destruction 
become  markedly  increased.  These  crises 
are  characterized  by  malaise,  fever,  abdom- 
inal pain,  further  enlargement  of  the  spleen, 
deepening  of  the  jaundice  and  an  increase 
in  the  anemia.  Removal  of  the  spleen  in 
some  way  stops  the  greater  part  of  this 
hemolytic  destruction  and  the  whole  cycle 
ceases,  although  there  is  no  change  in  the 
abnormal  cells  themselves. 

Case  report:  L.  H.,  white  female.  Age 
26.  Family  history : Maternal  great  aunt 
was  jaundiced  several  years.  She  had  a 
splenectomy.  Her  father  was  jaundiced  at 
one  time.  Two  months  ago  a physician  in 
Alabama  told  her  sister  that  she  had  an 
enlarged  spleen. 

Personal  history:  About  six  years  ago 
she  was  seized  with  a severe  pain  in  the 


upper  right  abdomen.  Following  this  she 
became  deeply  jaundiced.  This  persisted 
for  several  weeks.  She  was  seen  by  a very 
good  surgeon  in  Chattanooga  who  told  her 
that  her  liver  and  spleen  were  enlarged. 
Splenectomy  was  advised  but  she  refused 
operation.  After  this  she  continued  to 
have  two  or  more  attacks  a month  of  ex- 
cruciating pain  in  the  upper  right  abdomen, 
necessitating  hypodermics  of  morphine. 
Stools  were  light  brown,  never  clay  col- 
ored. Urine  was  dark  but  never  the  color 
of  bile.  No  history  of  pruritus  or  of  hem- 
orrhages from  mucous  membranes,  bowels, 
under  skin,  etc.  Menses  profuse  and  pain- 
ful. She  was  unable  to  work  for  four 
years.  Has  worked  the  past  two  years  ex- 
cept when  she  has  the  above-mentioned 
attacks  of  pain,  etc. 

Physical  examination:  Temperature,  100. 
Pulse,  124.  Blood  pressure,  130/74. 
Height,  5 feet,  2 inches.  Weight,  145 
pounds.  The  skin  and  conjunctiva  are  a 
deep  yellow.  Tonsils  are  enlarged  and  in- 
fected. Heart  and  lungs  are  all  right.  Ab- 
domen : The  liver  extends  about  one  inch 
below  the  costal  margin  and  there  is  marked 
tenderness  in  the  region  of  the  gall  blad- 
der. The  spleen  was  markedly  enlarged 
and  tender.  There  was  no  evidence  of 
ascites.  Vaginal  examination  was  negative. 

Laboratory : White  blood  cells,  9,200 ; red 
blood  cells,  3,130,000;  hemoglobin,  54%. 
Urinalysis:  Negative,  no  bile  was  found. 
Kahn:  Negative.  Van  Der  Burgh:  Indi- 
rect. Stool:  Negative.  Bleeding  time,  214 
minutes ; coagulation  time,  5 minutes. 
Platelets,  225,000.  Fragility  test:  Initial 
hemolysis,  47  to  48%.  Complete,  41%. 
This  shows  increased  fragility  of  red  blood 
cells.  Gall  bladder  X-rays  were  made. 
Gall  bladder  did  not  visualize.  Gastro- 
intestinal X-rays  were  negative. 

This  patient  continued  to  complain  of  so 
much  pain  over  the  gall  bladder  that  it 
seemed  to  us  that  something  had  to  be  done. 
She  absolutely  refused  splenectomy  but  was 
willing  to  have  gall  bladder  operation.  This 
was  done  on  9-19-46.  The  gall  bladder  was 
filled  with  typical  bilirubin  stones.  The 
wall  of  the  gall  bladder  was  very  thick, 
red  and  showed  a long  standing  inflamma- 
tory condition.  The  common  duct  was 
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somewhat  dilated.  It  was  explored  but 
no  stones  were  found.  A T tube  was  put 
in.  She  did  very  nicely,  leaving  the  hos- 
pital on  10-7-46.  The  T tube  was  removed 
on  10-26-46. 

She  continued  to  come  in  for  liver  in- 
jections, was  given  degalol  and  vitamin  K, 
liver  and  iron  multicebrin,  etc.  She  would 
get  better,  then  would  have  a relapse. 
Jaundice  improved  and  the  pain  in  the 
upper  right  abdomen  went  away.  The 
spleen  was  about  the  same  size  and  was 
always  tender.  The  anemia  continued.  On 
1-28-47  white  blood  count  was  9,200;  red 
blood  cells,  3,550,000;  hemoglobin,  72%.  On 
3-6-48  red  blood  cells  were  2,900,000.  On 
3-20-48  red  blood  cells  were  2,750,000; 
hemoglobin.  45%;  white  blood  cells,  7,100; 
platelets,  228,000.  Bleeding  time,  2%  min- 
utes ; clotting  time,  6 minutes.  Fragility 
test;  Initial  hemolysis,  .5%;  complete, 
.42%. 

She  had  continued  to  refuse  splenectomy. 
However,  she  finally  consented  and  opera- 
tion was  performed  on  3-27-48.  A Levine 
tube  was  put  in  the  stomach.  The  abdo- 
men was  opened  through  a left  rectus  in- 
cision. A reddish  purple,  enormous  spleen 
was  found  to  extend  from  under  a dia- 
phragm to  just  above  the  crest  of  the  ilium. 
It  was  easily  removed.  I do  not  think  a 
teaspoonful  of  blood  was  lost.  The  abdo- 
men was  closed. 

Pathological  report:  Weight,  1195  gms. 
Color:  Purplish  red  (almost  like  beef 

steak.)  It  was  filled  with  blood.  A 
large  amount  of  blood  ran  out  as  soon 
as  the  spleen  was  removed.  An  ac- 
cessory spleen  was  found  on  the  pedicle. 
One  surgical  nurse  exclaimed,  “Look  out; 
it  is  going  to  bleed  to  death.”  Microscop- 
ically the  pulp  was  filled  with  red  cells. 
Diagnosis:  Familial  hemolytic  anemia. 

Two  days  following  the  operation  the 
jaundice  was  practically  gone  and  blood 
count,  bleeding  time  and  coagulation  were 
normal.  She  left  the  hospital  on  4-6-48 
when  laboratory  work  showed : Red  blood 
cells,  4,660,000;  hemoglobin,  88%;  white 
blood  cells,  11,400.  Bleeding  time,  11/2  min- 
utes ; coagulation  time  7 minutes.  Platelet 
count,  278,000.  There  was  still  an  increase 


in  fragility.  Blood  studies  showed  aniso- 
cytosis  and  poiklocytosis. 

When  patient  left  the  hospital  there  was 
absolutely  no  jaundice.  She  felt  fine!  I 
really  do  not  think  that  I have  ever  seen 
anything  quite  as  spectacular  as  the  com- 
plete change  in  this  patient’s  expression 
and  outlook  on  life. 

o.  Idiopathic  Thrombocytopenic  Purpura. 

Cases  suspected  of  having  this  condition 
must  be  carefully  studied.  All  drug  con- 
tacts must  be  considered,  allergic  phenom- 
ena investigated  and  various  blood  dyscra- 
sias  excluded.  The  presence  of  hemor- 
rhagic spots  on  the  skin  must  arouse  sus- 
picion. The  patients  will  tell  you  that  they 
bruise  very  easily.  Hemorrhages  can  occur 
from  the  mucous  membrane  anywhere  in 
the  body.  The  laboratory  findings  of  im- 
portance are:  (1)  Increased  bleeding  time; 
the  clotting  time  is  usually  normal.  (2) 
Low  platelet  count.  (3)  Delayed  retraction 
of  clot. 

Case  report:  L.  P.,  age  6,  white  female. 
She  had  been  quite  well  until  she  was  three 
years  of  age  when  her  mother  noticed  that 
she  bruised  very  easily.  Two  years  ago 
she  vomited  blood.  It  came  from  her  nose 
and  mouth.  She  bled  freely  when  teeth 
were  pulled.  She  has  frequent  nose  bleeds. 
Bruises  at  the  least  trauma  and  at  times 
has  hemorrhagic  areas  of  skin  when  she 
has  not  had  any  trauma. 

She  is  a very  well  nourished  white  girl. 
Physical  examination  essentially  negative 
except  for  numerous  bruises  over  arms  and 
legs  and  one  on  right  cheek.  The  spleen 
was  palpable. 

Laboratory:  Red  blood  cells,  4,100,000; 
hemoglobin,  76% ; white  blood  cells,  16,400. 
Differential:  lymphocytes,  52;  polymorpho- 
nuclears,  37 ; basophiles,  3 ; eosinophiles,  7 ; 
monocytes,  1.  Bleeding  time,  6 minutes; 
coagulation  time,  5 minutes.  Platelets, 
43,560.  Urine:  3 plus  albumen.  Micro- 
scopic, negative,  no  bile  was  found. 

She  came  to  the  hospital  on  October  15 
with  severe  pain  in  the  right  lower  abdo- 
men, very  little  rigidity  was  present.  In 
24  hours  she  was  all  right.  We  felt  that 
there  might  have  been  some  hemorrhage 
in  the  intestinal  mucosa. 
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On  October  22  blood  count  showed  plate- 
lets 4,000. 

Splenectomy  was  done  on  October  25. 
The  spleen  was  removed  without  difficulty. 

Pathological  report:  Germinal  centers  of 
lymph  follicles  are  large.  The  sinuses  are 
nearly  empty.  Excess  of  reticulo  endothe- 
lium. A few  of  these  cells  contain  injested 
granular  yellow  pigment.  There  are  no 
areas  of  hemorrhage  and  no  large  cells 
containing  fat  are  noted.  Diagnosis : Idio- 
pathic thrombocytopenic  purpura. 

The  following  day  the  platelet  count  was 

245,000.  Red  blood  cells,  3,640,000.  Pa- 
tient was  dismissed  from  the  hospital  No- 
vember 4.  She  has  been  in  regularly  since 
then.  The  platelet  count  has  varied  from 
165,000  to  400,000.  On  March  20,  1948, 
the  bleeding  time  was  D/2  minutes;  coagu- 
lation time,  4 minutes.  She  is  being  treated 
for  a slight  anemia.  She  has  gained  ten 
pounds  since  the  operation.  Her  weight 
now  is  sixty  pounds.  She  feels  fine  and 
has  never  had  any  return  of  the  bluish 
areas  under  the  skin.  She  does  not  bruise 
any  more. 

Case  History  No.  2.  Mrs.  I.  M.,  age  62, 
white  female.  I have  treated  this  elderly 
Jewish  lady  for  many  complaints  since 
1941.  Except  for  a hemorrhoidectomy  the 
treatment  has  been  for  “symptoms”  until 
5-28-46,  when  she  gave  the  following  his- 
tory. The  past  few  months  she  has  no- 
ticed that  her  skin  bruises  easily.  Pur- 
puric spots  were  present  over  both  legs. 
Physical  examination  was  essentially  nega- 
tive otherwise. 

Laboratory:  Red  blood  cells,  4,220,000; 
hemoglobin,  84%  ; white  blood  cells,  5,800. 
Platelets,  44,000.  Bleeding  time,  5 min- 
utes ; coagulation  time,  41/?  minutes.  Kahn, 
negative. 

On  9-17-46,  platelet  count  was  23,000. 
Purpuric  areas  were  pronounced  over  an- 
kles and  over  the  front  of  both  legs.  Has 
had  some  bleeding  from  the  gums.  The 
spleen  was  not  palpable. 

Splenectomy  on  10-7-46:  Spleen  weight, 
200  gms. 

On  10-9-46  platelet  count,  253,000.  Pur- 
puric spots  faded  in  a few  days.  She  has 
felt  well  since  that  time.  No  return  of  any 
of  the  purpuric  spots. 


On  3-18-48  the  platelet  count  was  182,000. 
Red  blood  cells,  4,500,000 ; white  blood  cells, 
10,000;  hemoglobin,  86%. 

Case  No.  3.  M.  B.,  age  33,  white  lady. 
First  seen  on  6-26-47.  She  noticed  pur- 
puric areas  on  both  lower  extremities.  Also 
many  bruises  over  body  without  any  known 
bumps.  Has  felt  nauseated.  Menstruating 
very  freely. 

Physical  examination  negative  except  for 
above  mentioned  hemorrhagic  areas  and 
bruises. 

Laboratory : Red  blood  cells,  4,230,000 ; 
hemoglobin,  84%;  white  blood  cells,  4,500. 
Platelets,  12,000.  Platelets  on  6-27-47, 

24.000.  On  6-30-47  platelets  were  110,000 
— continued  to  increase  and  on  7-3-47  plate- 
let count  was  230,000.  She  had  been  on 
liver  extract,  vitamin  B and  vitamin  K. 
Bleeding  time  was  prolonged — on  8-20-47 
it  was  11  minutes;  coagulation  time,  4 min- 
utes and  platelets  were  12,000.  The  spleen 
was  not  palpable  but  there  was  tenderness 
in  this  region.  A recurrence  of  the  purpuric 
spots  was  noted. 

A splenectomy  was  done  on  8-26-47. 
Spleen  weight,  240  gms. 

Diagnosis : Iodiopathic  thrombocytopenic 
purpura. 

She  was  given  500  c.c.  of  plasma  and 
500  c.c.  of  blood.  She  stood  operation  very 
well.  On  8-27-47  platelets,  118,000.  On 
8-28-47  platelets,  228,000.  On  9-2-47  plate- 
lets, 540,000. 

She  was  dismissed  on  9-5-47.  Platelet 
count  has  been  between  200,000  and  310,000 
since  then.  On  3-16-48  red  blood  cells, 
4,200,000;  hemoglobin,  84%.  Platelets, 

310.000.  White  blood  cells,  7,400.  Bleed- 
ing time,  5 minutes;  coagulation  time  7 
minutes. 

Her  general  health  has  been  very  good. 
There  has  been  no  recurrence  of  purpuric 
spots. 

J.  Congestive  Splenomegaly. 

Quoting  John  W.  Norcross,  “Any  condi- 
tion that  partially  or  totally  obstructs  the 
splenic  vein  or  any  portion  of  the  portal 
system  at  or  above  the  level  of  the  splenic 
vein  will  cause  congestive  splenomegaly  and 
lead  to  an  engorgement  of  the  collateral 
circulation  involving  the  vasa  brevia  and 
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the  esophageal  veins.  The  resulting  varices 
often  bleed  severely  and  at  times  fatally.” 

These  cases  are  characterized  by  a sec- 
ondary anemia  with  leukopenia,  progressive 
splenomegaly,  tendency  to  gastro-intestinal 
hemorrhage,  cirrhosis  of  the  liver  with  as- 
cites. They  usually  run  a chronic  course 
and  are  of  unknown  origin.  Syphilitic 
splenomegaly,  chronic  infectious  splenomeg- 
aly, Gaucher’s  disease,  and  certain  types 
of  leukemic  splenomegaly  must  be  ruled  out. 
The  cases  that  present  a mild  anemia  with 
leucopenia  and  with  splenomegaly,  in  which 
no  other  diagnosis  can  be  made,  will  most 
probably  prevent  liver  damage,  ascites  and 
gastro-intestinal  hemorrhage  by  having  a 
splenectomy.  From  20  to  40  per  cent  of 
the  blood  to  the  liver  comes  from  the 
splenic  vein  and  its  tributaries.  Thus  a 
marked  reduction  in  venous  pressure  on  the 
liver  will  be  relieved  by  splenectomy. 

Case  report.  A.  L.,  age  5,  white.  He 
was  first  seen  at  his  home  on  1-11-48  about 
5 p.m.  About  thirty  minutes  before  this 
he  had  vomited  about  one-half  pint  of  bright 
red  blood.  Previous  history  was  entirely 
negative  except  that  the  child  had  spat  up 
a small  amount  of  blood  about  three  days 
before.  His  general  health  had  been  good, 
except  that  he  had  a very  poor  appetite. 

Physical  examination : This  child  is  a 
rather  poorly  nourished  white  male.  He 
looks  sick.  Temperature,  98.2.  Pulse.  120. 
Blood  pressure  100/50.  Tonsils,  somewhat 
enlarged.  Heart  and  lungs,  negative.  Ab- 
domen, liver  was  not  palpable.  Spleen,  en- 
larged and  extends  to  within  two  inches 
from  midline  and  about  four  finger  breadths 
below  the  costal  margin. 

Treatment:  Sent  to  hospital.  Nothing 
by  mouth,  fluids  by  vein  and  rectum.  On 
1-13-48  he  had  a second  gastric  hemor- 
rhage. A house  doctor  phoned  that  the 
child  was  dying.  He  was  immediately  given 
a transfusion.  This  was  followed  by  im- 
mediate improvement.  The  next  day  an- 
other transfusion  was  given.  During  these 
days  he  was  passing  tarry  stools.  He  was 
given  two  more  transfusions.  On  1-23-48 
he  was  permitted  to  go  home.  On  1-30-48 
the  spleen  was  definitely  larger  than  it 
had  been,  so  operation  was  decided  upon. 


Laboratory  work:  Blood  count  on  1-12-48 
showed : Red  blood  cells,  3,450,000 ; white 
blood  cells,  11,250;  hemoglobin,  50%.  Mi- 
croscopic: polys.,  66;  S.,  30;  L.,  1;  E.,  3. 
The  red  blood  cells  and  white  blood  cells 
were  normal.  Platelet  count  was  150,000. 
Fragility  test:  Hemolysis  beginning  at 
.36%  and  completed  at  .30%  saline  solu- 
tion. Clotting  time  was  4 minutes;  bleed- 
ing time,  2%  minutes.  On  1-23-48  red 
blood  cells,  3,800,000 ; white  blood  cells, 
3,400;  hemoglobin,  65%.  On  1-30-48  red 
blood  cells  were  3,910,000;  white  blood  cells, 
4,500;  hemoglobin,  60%. 

Splenectomy  was  done  on  2-1-48.  The 
spleen  was  bound  to  the  diaphragm  by  dense 
adhesions.  These  were  clamped,  cut  and 
ligated.  The  vasa  brevia  vessels  in  the 
gastrosplenic  ligament  were  dilated ; the 
ligament  was  very  short.  It  was  divided 
with  care  and  with  some  difficulty.  The 
tail  of  the  pancreas  wTas  easily  located.  The 
large  vessels  course  to  the  spleen  through 
the  tail  of  the  pancreas.  The  ligament  be- 
tween the  spleen  and  the  colon  was  sep- 
arated. The  pedicle  was  clamped,  the  ves- 
sels being  ligated  separately  as  well  as  in 
mass.  Fortunately,  very  little  hemorrhage 
took  place.  Abdomen  was  closed  in  usual 
manner,  special  attention  being  paid  to  the 
insertion  of  retention  sutures. 

Pathology:  The  spleen  was  greatly  en- 
larged and  very  firm.  Weight  of  spleen, 
880  gms.  The  capsule  was  thickened.  No 
blood  escaped  when  the  surface  was  cut.. 
There  was  dilation  of  the  sinuses  and  a 
fibrosis  of  the  framework  of  the  organ. 

On  4-7-48  the  blood  count  was:  Red  blood 
cells,  4,000,000;  hemoglobin,  80%;  white 
blood  cells,  7,500.  Bleeding  time,  3 min- 
utes; coagulation  time,  4%  minutes.  He 
is,  of  course,  liable  to  have  an  oesophageal 
hemorrhage  at  any  time,  but  may  be  all 
right  the  rest  of  his  life.  I am  certain  that 
splenectomy  gave  him  his  only  chance  to 
live  a reasonable  length  of  time. 

5.  Unclassified.  The  reason  for  this  classi- 
fication is  to  permit  the  report  of  the 

following  case : 

Case  report:  Mrs.  C.  N.,  age  27,  white. 
This  very  lovely  lady  came  to  the  clinic  on 
1-8-47  complaining  of  recurrent  attacks  of 
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pain  in  the  left  upper  abdomen  for  the  past 
three  years.  At  times  the  pain  was  worse 
than  at  others,  but  she  is  always  conscious 
of  it.  The  pain  is  confined  to  the  left  lower 
chest  and  left  upper  abdomen.  She  feels 
better  as  a general  rule  when  stomach  is 
empty.  There  is  no  history  of  diarrhea. 
She  feels  nauseated  many  times  during  the 
day  but  never  vomits.  The  pain  at  times 
is  that  of  a severe  colic  that  bends  her 
over.  She  returned  regularly  for  observa- 
tion and  innumerable  laboratory  and  X-ray 
examinations.  The  gastro-intestinal  tract 
was  repeatedly  X-rayed.  Intravenous  pye- 
lograms  were  made.  The  red  blood  count, 
hemoglobin  and  white  blood  count  were 
always  normal.  The  bleeding  time  and  co- 
agulation time  were  normal.  Urine,  Kahn, 
gastric  analysis,  etc.,  etc.,  were  negative. 
The  pain  continued,  and  I finally  became 
convinced  that  something  had  to  be  done. 
She  begged  that  an  exploratory  operation 
be  done  and  stated  that  she  would  accept 
all  the  responsibility  as  to  the  outcome.  The 
only  positive  findings  were  a slight  en- 
largement of  the  spleen  and  a definite  tumor 
mass  in  this  region  on  many  X-ray  films. 
This  was  proven  to  be  outside  of  the  kidney. 

Operation — May  21,  1947.  A definitely 
enlarged  spleen  was  removed.  Pathology 
report  by  Dr.  Jack  Adams:  Weight  of 
spleen,  256  gms.  One  was  at  first  impressed 
with  the  extreme  fibrosis  present  on  ac- 
count of  the  thickening  of  the  capsule  and 
trabeculations.  On  section  the  pulp  area 
appears  quite  cellular  but  the  corpuscles  as 
such  are  not  distinct.  Practically  no  pulp 
wipes  away  with  the  knife.  The  cut  sur- 
face has  a uniform,  mottled,  pale  appear- 
ance. 

Microscopic  appearance:  The  capsule  is 
definitely  thickened  and  there  is  an  excess 
of  fibrous  tissue  throughout  the  stroma. 
The  pulp  contains  very  few  red  cells  and 
there  are  no  areas  of  hemorrhage.  The 
corpuscles  and  germinal  centers  as  such 
cannot  be  made  out.  However,  the  entire 
picture  is  that  of  a very  cellular  organ  made 
up  of  almost  homogeneous  lymphocytes. 
Young  lymphocytes  are  not  noted  and  there 
appears  to  be  a uniform  cellular  mass  of 
mature  lymphocytes.  This  process  is  so 
striking  that  one  is  impressed  that  he  is 


unable  to  differentiate  between  pulp  and 
corpuscles.  The  process  appears  to  be  one 
of  a diffuse  hyperplasia  of  the  lymphoid 
elements  with  fibrosis.  Diagnosis:  Spleen 
— diffuse  hyperplasia  with  fibrosis. 

She  had  a phlebitis  of  the  left  lower  ex- 
tremity after  going  home  from  the  hos- 
pital. This  cleared  up  in  a few  weeks. 
Was  last  seen  on  March  19,  1948.  She  has 
never  had  any  pain  in  the  abdomen  since 
the  splenectomy!  One  cannot  imagine  a 
more  appreciative  patient.  Her  general 
health  is  excellent.  The  blood  picture  is 
normal. 

I am  putting  this  case  in  the  unclassified 
category,  but  it  could  be  a form  of  con- 
gestive splenomegaly. 

Conclusion 

I have  attempted  to  discuss  the  indica- 
tions for  splenectomy  and  to  report  per- 
sonal cases  to  illustrate  the  classifications 
outlined.  Cases  of  splenomegaly  which 
after  observation  and  extensive  blood  study 
defy  diagnosis  deserve  splenectomy.  The 
case  report  under  No.  5 is  a proof  of  this 
statement. 

These  cases  have  been  interesting  to  me, 
and  I hope  they  have  been  to  you.  All  of 
these  cases  have  been  done  since  October, 
1946.  This  is  not  a large  group  for  a big 
clinic  in  a similar  length  of  time,  but  a 
lot  for  me. 

REFERENCES 

1.  Norcross,  John  W.:  “Splenectomy:  Its  Indi- 
cations and  Complications.”  Surgical  Clinic  of 
North  America.  June,  1944,  pp.  583-587. 

2.  Norcross,  John  W. : “Diseases  of  the  Spleen: 
Anatomic  Considerations.”  Lahey  Clinic  Bulletin. 
July,  1944,  pp.  18-22. 

3.  Norcross,  John  W.:  “Indications  for  Splenec- 
tomy.” Surgical  Clinics  of  North  America.  June, 
147,  pp.  616-620. 

4.  Pemberton,  John  DeJ.:  “Splenectomy:  Indica- 
tions and  Results.”  Collected  papers  of  the  Mayo 
Clinic  and  the  Mayo  Foundation.  1940,  pp.  638-647. 

5.  Pemberton,  John  DeJ.,  and  Kiernan,  Paul: 
“Surgery  of  the  Spleen.”  Surgical  Clinics  of 
North  America.  August,  1945,  pp.  880-890. 

6.  Lahey,  Frank  H.,  and  Marshall,  Samuel  F.: 
“Combining  Splenectomy  With  Total  Gastrecto- 
my.” Surgery,  Gynecology  and  Obstetrics,  Sept. 
1941.  Col.  73,  pp.  341-344. 

7.  Pugh,  H.  L. : “Splenectomy,  With  Special  Ref- 
erence to  Its  Historical  Background.”  Surgery, 
Gynecology  and  Obstetrics.  Sept.,  1946,  pp.  209- 
224. 


444 


INDICATIONS  FOR  SPLENECTOMY  WITH  CASE  REPORTS— Campbell 


December,  1948 


8.  Carter,  B.  Noland:  “The  Combined  Thora- 
cicoabdominal  Approach  With  Particular  Refer- 
ence to  Its  Employment  in  Splenectomy.”  Surgery, 
Gynecology  and  Obstetrics.  June,  1947,  pp.  1019- 
1028. 

9.  Kelsey,  Mavis  P.,  Robertson,  Harold  E.,  and 
Griffin,  Herbert  Z. : “Role  of  Chronic  Thrombosis 
of  the  Portal  Vein  and  Its  Tributaries  in  the 
Syndrome  of  Splenic  Anemia.”  Surgery,  Gynecol- 
ogy and  Obstetrics.  Sept.,  1947,  pp.  289-293. 

10.  Nygaard,  K.  K.,  Griffin,  H.  Z.,  and  Pember- 
ton, J.  DeJ.:  “Coagulability  of  the  Blood  in  Es- 
sential Thrombocytopenic  Purpura  and  Other  Dis- 
eases Associated  with  Thrombocytopenia;  with 
Observations  Following  Splenectomy.”  Proceed- 
ing the  Staff  Meetings  of  the  Mayo  Clinic.  Vol. 
15,  1940,  pp.  753-757. 

11.  Curtis,  George  M.,  and  Movitz,  Davis:  “Sur- 
gical Significance  of  the  Accessory  Spleen.”  An- 
nals of  Surgery.  Feb.,  1946,  pp.  276-298. 

12.  Eisendorf,  Lester  H.,  and  Brown,  James  R. : 
“Splenectomy  in  Familial  Hemolytic  Jaundice.” 
American  Journal  of  Surgery.  Aug.,  1946,  pp. 
179-185. 

13.  Tanna,  Jerome  F. : “Splenectomy.”  Surgery. 
Jan.,  1947,  pp.  46-55. 

14.  Elliott,  R.  H.  Edgerton : “Splenectomy  for 
Thrombocytopenic  Purpura.”  Modern  Medicine. 
July  15,  1947,  pp.  49-50. 

DISCUSSION 

DR.  A.  M.  PATTERSON  (Chattanooga)  : I cer- 
tainly have  enjoyed  this  very  remarkable  presen- 
tation. I have  nothing  really  to  add  except  a few 
little  points  of  emphasis. 

In  the  history  of  this  operation  you  must  re- 
member that  the  operation  for  splenectomy  has 
been  worked  out  by  trial  and  error.  In  the  old 
days  they  tried  it  for  pernicious  anemia;  they 
tried  it  for  leukemia;  and  by  trial  and  error  they 
found  that  certain  of  these  splenomegalies  were 
not  surgical.  The  more  we  learn  about  the  func- 
tion of  the  spleen  and  the  function  of  the  hematoid 
system,  the  more  narrow  we  are  getting  our  selec- 
tion of  cases. 

The  function  of  the  spleen  probably  had  much 
more  function  in  fetal  life  than  it  does  in  adult 
life,  and  there  may  be  within  the  spleen  a great 
many  latent  functions  that  ordinarily  are  not 
called  upon;  whereas  in  certain  disease  conditions 
they  take  over  and  resume  some  of  their  primordial 
functions. 

One  function  we  do  know  that  the  spleen  has  is 
the  clearing  out  of  the  blood  stream — the  destruc- 
tion of  worn-out  blood  cells — and  there  are  times 
in  which  that  becomes  overactive  and  we  get  too 
much  destruction.  That  is  particularly  true  in  a 
group  of  cases  which  have  somewhat  lowered  bio- 
logical types  of  blood  cells.  We  know  that  the 
chicken  and  some  of  the  birds  (I  don’t  know 
whether  Dr.  Ebert’s  pigeons  have  it  or  not)  have 
a spherical  blood  cell ; some  individuals  also  have 
it.  The  condition  has  something  to  do  with  the 


formation  of  the  cell  membrane,  in  which  that 
cell,  instead  of  being  a disc,  becomes  a sphere. 
That  increases  the  ease  with  which  that  cell  is 
destroyed.  That  gives  us  hemolytic  familial  jaun- 
dice, the  acholuric  jaundice.  The  removal  of  the 
spleen  in  that  condition  does  not  cure  the  condi- 
tion; the  patient  still  has  his  spherocytosis.  How- 
ever, it  stops  the  rapid  destruction  of  cells. 

Dr.  Campbell  did  not  mention  one  laboratory 
procedure  that  is  probably  more  accurate  than 
the  fragility  test — the  mean  corpuscular  diameter. 
These  patients  frequently  have  had  numerous  blood 
transfusions,  yet  in  a patient  with  that  type  of 
jaundice  there  may  be  a great  deal  of  hazard  in 
transfusing  him  because  sometimes  when  you  trans- 
fuse him  the  rapid  destruction  of  cells  may  throw 
him  into  a crisis  and  fill  his  kidneys  full  of  hemo- 
globin and  there  is  a suppression  of  urine;  so 
there  is  a point  that  you  must  watch  for  in  trans- 
fusing these  hemolytic  jaundice  cases.  The  case 
I have  in  mind  (Dr.  Roy  Kracke,  of  the  Univer- 
sity of  Alabama,  has  done  some  very  remarkable 
work  on  the  cases)  is  the  mean  diameter,  the 
cell  being  spherically  smaller.  In  one  case  the 
patient  had  had  so  many  transfusions  that  the 
fragility  test  was  haywire.  He  had  too  many 
transfused  cells,  and  they  distorted  the  picture. 
In  that  blood  picture  Dr.  Kracke  picked  out  a 
group  of  cells  that  had  a mean  corpuscular  diam- 
eter of  6.2  microns.  The  mother  had  6.2  diameter 
of  her  cells.  Two  years  previously  I had  removed 
the  mother’s  spleen  for  the  same  condition.  The 
father  and  two  brothers  averaged  about  7.5.  Dr. 
Kracke  said,  “This  is  a case  of  spherocytosis.  We 
will  take  out  the  spleen  and  stop  these  crises  of 
hemolysism.”  By  the  way,  the  child  also  had  an 
accessory  spleen. 

There  is  another  point  I would  like  to  bring  out 
in  removing  the  spleen  in  these  hemolytic  cases. 
They  are  generally  easy  to  remove.  This  child’s 
pancreas,  however,  went  into  the  hilus  of  the 
spleen ; and  if  we  had  done  a mass  ligation,  we 
would  have  injured  the  tail  of  the  pancreas.  We 
delivered  the  spleen,  ligated  the  artery,  and  all 
that  blood  went  back  into  the  child’s  circulation. 

The  child  developed  an  acute  dilatation  of  the  left 
ventricle — wet  lung.  We  shut  off  our  fluids  and 
elevated  the  head  of  the  table.  We  gave  adrenalin, 
oxygen  and  everything  else,  but  the  child  went 
into  a kind  of  collapse  on  the  table,  with  that 
picture  of  that  surge  of  blood  into  the  blood  stream. 
That  is  a point  deserving  of  emphasis.  We  had 
what  the  boys  in  the  army  called  a “wet  lung.” 

The  spherocytosis,  however,  is  there  all  the 
time.  If  that  little  accessory  spleen  had  not  been 
removed,  later  in  life  it  may  have  undergone  a 
hyperplasia  and  caused  a recurrence  of  the  disease. 

The  next  big  group  of  cases  are  the  purpuras. 
As  long  as  the  spleen  will  remove  that  tendency 
to  destroy  what  few  platelets  they  have,  and  as 
long  as  the  bone  marrow  is  functioning  to  the 
point  where  it  is  not  primarily  what  we  used  to 
call  an  aplastic  anemia,  we  may  get  a very  dra- 
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matic  result  in  stopping  the  hemorrhage  and  cur- 
ing the  patient.  However,  some  of  these  patients 
have  a defect  in  their  bone  marrow  and  the  plate- 
lets may  go  out  first;  then  a week  or  two  after 
the  operation  you  find  the  erythrocytes  are  going 
out  and  everything  else  is  going  out,  and  you  find, 
to  your  grief,  that  you  have  operated  on  an  aplas- 
tic anemia.  I did  that  once. 

I think  the  best  study  for  that  is  to  do  the 
sternal  puncture,  and  the  pathologist  must  be 
pretty  good  on  his  diagnosis  to  interpret  these 
blood  smears  and  specimens  from  the  sternum. 
I think  a sternal  puncture,  as  well  as  a measure 
of  the  spherocytes,  should  be  carefully  considered. 

There  is  one  point  about  the  ruptured  spleen. 
We  have  had  three  cases  of  that  at  Erlanger  Hos- 
pital within  the  past  two  years.  When  you  have 
a new  resident  on  surgical  service,  he  is  always 
scared  to  death  about  a ruptured  spleen.  Take 
him  down  to  the  autopsy  room  and  go  over  the 
anatomy  and  show  him  how  to  do  one  quickly,  so 
that  when  he  gets  one  he  won’t  let  the  patient  die 
while  he  hunts  for  a telephone  to  call  the  chief. 
Teach  that  boy  how  to  take  that  spleen  out  before- 
hand. 

We  have  had  three  that  the  residents  have  done 
very  successfully,  and  it  helps  them  out  and  gives 
them  confidence.  (Applause.) 

DR.  KYLE  C.  COPENHAVER  (Knoxville)  : 
Ladies  and  gentlemen,  I enjoyed  the  paper  and 
discussion  very  much.  I know  of  nothing  in  sur- 
gery that  is  more  drastic  than  the  proper  removal 
of  a spleen  to  cure  a condition. 

I would  like  to  point  out,  not  by  record  but  by 
memory,  a ruptured  spleen  that  I had.  I had  a 
woman  who  weighed  about  175  pounds.  She  had 
three  children,  and  she  had  had  one  ectopic  preg- 
nancy operated.  She  came  to  my  office  on  a 
Wednesday.  I made  a diagnosis  of  ectopic,  un- 
ruptured. I advised  her  to  go  to  the  hospital, 
but  she  said  she  wanted  some  more  children.  She 
went  home,  and  on  Sunday  morning  she  had  a 
severe  pain.  She  almost  collapsed,  but  she  got 
up  to  go  to  the  bathroom  and  fell  on  a large 
trunk.  When  I got  there  she  was  in  desperate 
condition. 

We  called  the  ambulance  and  sent  her  to  the 
hospital  and  made  arrangements  for  intravenous 
fluids  and  transfusions.  Still  we  were  under  the 
impression  that  she  had  a ruptured  ectopic.  We 
went  in,  and  she  did  have  a ruptured  ectopic.  We 
put  her  in  a Trendelenberg  position  to  pack  off 
the  things,  and  by  the  time  we  got  this  fixed  the 
blood  from  above  was  coming  over  the  brim  of 
the  pelvis  and  all  wet  sponges  and  everything  else 
we  could  put  in  there  were  quickly  saturated. 

We  were  in  the  lower  abdomen,  and  we  extended 
the  incision.  I thought  I had  seen  blood  before, 
but  I never  saw  as  much  blood  as  came  out  of 
that  woman.  There  must  have  been  at  least  a 
quart  on  each  side  under  her  diaphragm.  I felt 
up  there  and  found  a rent  in  her  spleen.  I am 


sorry  it  wasn’t  like  the  one  in  the  picture.  It 
had  a very  short  pedicle,  and  we  were  out  of 
step  as  to  where  we  should  begin  to  get  it  out. 
We  clamped  that  off,  and  that  quickly  controlled 
the  hemorrhage.  We  gave  her  transfusion  on  the 
table,  and  afterwards,  and,  like  all  good  stories, 
she  had  an  uneventful  recovery. 

I believe  that  is  the  only  one  I ever  saw  that 
happened  in  just  that  way. 

Another  dramatic  surgery  is  in  this  congenital 
hemolytic  jaundice.  Consider  a man,  a boy  or  a 
child  who  has  had  these  attacks  on  and  on  and  on. 
We  have  one  in  the  service  at  the  Knoxville  Gen- 
eral Hospital  that  had  been  in  numerous  times. 
He  had  always  been  put  on  medicine.  We  had  a 
very  energetic  surgical  resident,  and  he  went 
down  to  the  receiving  ward  and  insisted  upon  put- 
ting him  on  surgery.  They  did,  and  instead  of 
losing  about  a week  out  of  every  month,  he  was 
later  taken  into  the  service  after  removal  of  his 
spleen. 

I enjoyed  this  paper  very  much,  and  I thank  you 
for  listening  to  me.  (Applause.) 

DR.  J.  A.  KIRTLEY,  JR.,  (Nashville)  : I want  to 
agree  with  Dr.  Campbell  when  he  said  in  con- 
gestive splenomegaly  a splenectomy  was  associated 
with  a good  deal  of  technical  difficulty,  and  that 
a lot  of  these  patients  were  not  benefited  by  sple- 
nectomy alone. 

I would  differ  with  him,  however,  in  saying  that 
they  should  not  be  operated  on  and  are  not  bene- 
fited by  operation,  because  I think  in  the  last  four 
years  there  have  been  certain  advances  in  the' 
anastomosis  of  blood  vessels  which  have  led  to  a 
rational  attack  on  this  problem  of  portal  hyper- 
tension with  congestive  splenomegaly. 

(Slide.)  I have  operated  on  patients  with  con- 
gestive splenomegaly  and  have  had  them  die  in 
less  than  a year’s  time.  As  Dr.  Campbell  men- 
tioned, removal  of  the  spleen  takes  off  about  40 
per  cent  of  the  load  on  the  portal  circulation,  but 
that  collateral  circulation  can  be  quickly  reestab- 
lished and  pressure  again  built  up,  and  these  people 
will  again  bleed  from  the  esophageal  varices  or 
gastric  mucosa. 

This  problem  can  be  divided  into  extrahepatic 
and  intrahepatic  blocks,  this  showing  some  of  the 
commoner  causes  of  the  extrahepatic  block.  Dr. 
Miller  may  show  a little  of  the  anatomy  in  just 
a moment.  These  are  also  some  of  the  findings, 
in  congestive  splenomegaly. 

(Slide.)  These  are  some  of  the  causes  in  the 
intrahepatic  block  and  some  of  the  findings  which 
show  that  there  may  be  a certain  amount  of  actual 
liver  damage.  It  is  not  always  as  simple.  A good 
many  of  these  cases,  as  Dr.  Bowers  mentioned, 
may  be  mixed  in  type.  Of  course,  the  extrahepatic 
may  in  the  long  run  become  intrahepatic. 

(Slide.)  This  shows  some  of  the  indications  for 
attempting  an  anastomosis  between  the  splenic 
vein  and  the  left  renal  vein.  I think  a word  of 
warning  against  the  removal  of  the  spleen  alone 
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in  patients  who  have  a definite  portal  hypertension 
might  be  in  order,  because  once  a spleen  is  re- 
moved then  later  one  can  almost  never  anastomose 
the  splenic  stump  of  the  splenic  vein  with  the 
renal  vein. 

This  lists  some  of  the  indications  for  attempting 
splenorenal  anastomosis.  The  one  indication  for 
removal  of  the  spleen  alone  in  congestive  spleno- 
megaly is  when  there  is  normal  pressure  in  the 
superior  mesenteric  and  coronary  veins,  but  in- 
creased pressure  in  the  splenic  vein.  Dr.  Miller 
will  show  a slide  explaining  why  that  can  happen. 

(Slide.)  This  is  simply  a diagrammatic  sketch 
of  the  actual  anastomosis  of  the  splenic  vein  (1)  to 
renal  vein  (5). 

I operated  on  a five-year-old  child  six  and  a half 
months  ago  in  which  this  type  of  anastomosis  was 
done.  It  certainly  is  too  short  a period  of  time 
to  tell  whether  any  beneficial  results  will  be  per- 
manent or  not,  but  at  the  present  time  the  renal 
function  (and  the  kidney  was  left  in)  is  normal, 
and  the  child  has  not  had  any  hemorrhages  since 
operation.  (Applause.) 

DR.  C.  M.  MILLER  (Nashville)  : I have  en- 
joyed the  paper  and  the  discussions. 

(Slide.)  There  is  probably  no  system  in  the 
whole  body  which  is  so  subject  to  abnormalities 
as  the  venous  system,  and  in  the  portal  system 
one  encounters  probably  more  abnormalities  than 
in  any  other  venous  channels. 

It  is  essential  that  one  be  prepared  to  encounter 
various  points  of  entry  of  the  coronary  vein  to 
the  portal  system  in  dealing  with  this  disease. 
Portal  obstruction  may  exist  at  any  point  in  the 
portal  system,  and  it  is  important  that  we  are 
able  to  diagnose  the  point  of  obstruction  in  the 
handling  of  this  condition.  When  one  operates  on 
a patient  with  portal  obstruction  he  must  be  pre- 
pared to  do  a variety  of  surgical  procedures,  which 
would  include  a porta  caval  or  splenorenal  shunt 
and  possibly  a resection  of  the  lower  esophagus 
and  stomach.  Phemister  has  reported  two  cases 
in  a recent  issue  of  the  Annals  of  Surgery  in 
which  he  resected  the  lower  esophagus  and  stomach. 

The  case  which  I would  like  to  report  is  that 
of  an  18-year-old  boy  upon  whom  splenectomy  was 
done  twelve  years  prior  to  his  entry  into  the  hos- 
pital for  massive  gastric  hemorrhage.  At  the 
time  of  his  first  operation  he  presented  a typical 
Banti’s  syndrome  and,  characteristic  of  a great 
many  of  these  individuals,  following  splenectomy 
for  about  eight  years  he  had  complete  relief. 
About  three  years  prior  to  his  last  hospital  ad- 
mission he  began  to  have  repeated  massive  hem- 
orrhages, and  in  the  last  of  these  prior  to  ad- 
mission, he  was  controlled  with  a great  deal  of 
difficulty.  It  might  be  well  to  mention  that  the 
method  of  stopping  the  last  hemorrhage  was  by 
means  of  a balloon  threaded  on  a Levine  tube, 
and  actual  pressure  upon  the  esophageal  varices 


was  made.  This  is  an  excellent  method  for  con- 
trolling these  hemorrhages  in  the  upper  stomach 
and  lower  esophagus  region. 

X-rays  of  this  boy’s  esophagus  showed  very  large 
varices,  and  injection  was  contemplated.  However, 
those  to  whom  the  patient  was  referred  felt  that 
injection  would  not  be  satisfactory.  It  seemed 
that  surgery  was  the  only  thing  which  could  prom- 
ise him  anything.  Consequently,  through  a thoraco- 
abdominal incision,  the  type  commonly  referred  to 
as  Sweet’s  incision,  the  abdomen  and  thoracic 
cavity  was  opened.  Pressure  was  determined  to 
be  400  mm.  of  water  in  the  coronary  and  normal 
in  the  superior  mesenteric  vein.  It  was  therefore 
felt  that  the  method  of  Phemister  was  indicated, 
and  resection  of  the  lower  esophagus  and  upper 
60  per  cent  of  the  stomach  was  done.  The  opera- 
tion was  rather  difficult  due  to  the  fact  that  he 
had  had  the  old  splenectomy,  and  involved  rather 
extensive  division  of  adhesions  which  had  existed 
for  some  time.  It  was  rather  interesting  to  note 
that  the  liver  was  perfectly  normal,  as  indeed  had 
been  all  the  liver  function  tests.  There  was  no 
ascites  present  at  operation. 

In  a great  many  of  these  cases  the  varicosities 
will  be  found  to  exist  chiefly  in  the  cardiac  end 
of  the  stomach  and  lower  esophagus,  so  that  re- 
section of  these  areas  with  anastomosis  to  the 
distal  end  of  the  stomach  will,  in  many  cases, 
prove  quite  satisfactory. 

I think  that  I should  also  mention  that  in  a 
few  cases  which  have  had  splenectomy  done  we 
are  able  to  dissect  up  the  splenic  vein  and  utilize 
that  for  anastomosis  to  the  left  renal  vein.  I 
would  also  like  to  mention  the  fact  that  in  vagot- 
omy where  one  must  pack  the  spleen  off  with 
abdominal  packs,  there  is  a tendency  quite  fre- 
quently for  the  assistant  to  be  a little  too  ener- 
getic in  this  traction.  You  will  frequently  find 
there  is  a rent  in  the  splenic  capsule  from  this 
over-traction,  and  splenectomy  must  then  be  done 
in  many  cases.  I would  caution  against  such  over- 
zealousness. 

DR.  CAMPBELL:  I want  to  thank  you  gentle- 
men for  your  discussion.  It  brought  out  many 
of  the  points  which  I was  unable  to  discuss.  As 
I stated  in  the  beginning,  I was  trying  to  ration- 
alize the  subject  and  make  it  as  practical  as  I 
could,  because  I am  sure  it  has  been  rather  con- 
fusing to  a good  many  of  us  as  we  have  tried 
to  develop  some  knowledge  of  this  subject. 

I purposely  did  not  go  into  a detailed  discussion 
of  the  anastomosis  of  the  splenic  and  renal  veins 
as  this  is  a rather  complicated  procedure.  I would 
think  that  thrombosis  would  take  place  in  many 
of  these  cases.  There  are,  of  course,  a few  se- 
lected cases  where  this  procedure  is  indicated. 

If  one  will  keep  fundamental  principles  in  mind, 
a correct  diagnosis  can  be  made  in  the  above- 
mentioned  pathological  conditions  of  the  spleen  and 
a very  satisfactory  result  obtained  by  splenectomy. 
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A PRELIMINARY  REPORT  ON  THE  PRODUCTION  OF  THE  RH  HAPTEN  FOR 
THE  TREATMENT  OF  ERYTHROBLASTOTIC  MOTHERS 

CHARLES  G.  RANSOM,  ALBERT  R.  RANSOM,  and  JANE  RANSOM,  Blood  Bank  Foundation, 
Nashville 


There  has  been  considerable  interest  in 
the  Rh  fraction  since  its  discovery  by  Land- 
steiner  and  Weiner1  in  the  erythrocytes  of 
man.  The  chief  interest  has  been  in  its 
ability  to  produce  erythroblastosis  and  to 
cause  severe  hemolytic  reactions  from  mul- 
tiple transfusions.  These  incompatibilities 
are  caused  when  Rh  antibodies  are  stimu- 
lated by  the  introduction  of  Rh  positive 
blood  into  an  Rh  negative  individual.  If 
the  Rh  antibodies  are  once  formed,  they 
may  persist  for  many  years  or  for  life,  with 
varying  degrees  of  titer.  The  Rh  negative 
mother  who  has  once  become  immunized  has 
much  difficulty  in  giving  birth  to  a normal 
child  that  is  Rh  positive.  If  the  mother 
develops  Rh  antibodies,  the  child  is  subject 
to  erythroblastosis  fetalis,  which  is  due  to 
the  action  of  the  antibodies  on  the  ery- 
throcytes of  the  fetus.  The  usual  treatment 
has  been  to  use  multiple  transfusions  of  Rh 
negative  blood  to  dilute  this  antibody  con- 
tent in  the  blood  stream  of  the  child,  so  that 
the  red  cell  destruction  will  be  reduced  to  a 
minimum. 

Witebsky2  and  Landsteiner3  have  demon- 
strated that  blood  group  specific  substances 
may  be  isolated  from  the  red  blood  cells, 
saliva,  gastric  juices,  and  commercial  pep- 
tone. Belkin  and  Weiner4  have  demonstrat- 
ed the  Rh  factor  in  the  stromata  of  red 
blood  cells. 

Carter3  has  shown  that  it  is  possible  to 
obtain  a substance  “hapten  from  red  blood 
cells  which  will  completely  inhibit  high-ti- 
tered standard  human  anti-Rh  serum.  This 
indicates  that  the  specific  nonantigenic  Rh 
fraction  has  far-reaching  possibilities  in  the 
prevention  and  treatment  of  erythroblas- 
tosis fetalis,  which  is  due  to  Rh  incompat- 
ibility between  mother  and  child.  Carter6 
quotes  Landsteiner  as  defining  a “hapten" 
as  a nonantigenic  substance,  which  forms 
an  antigen  when  coupled  with  an  antigenic 
carrier  such  as  a protein ; thus  a “hapten” 
may  react  with  an  antibody,  but  will  not  in 
itself  produce  antibodies.  “Haptens”  are 


predominantly  carbohydrate  in  nature, 
although  in  some  cases  they  have  been 
found  to  contain  lipid  material. 

This  active  Rh  fraction  may  be  easily 
produced  in  well-organized  blood  centers 
which  can  furnish  a quantity  of  outdated 
blood.  Blood  that  is  to  be  used  for  the 
extraction  of  the  Rh  “hapten”  is  suitable 
as  long  as  the  red  blood  cells  remain  intact. 

Bloods  of  all  groups  and  of  every  Rh  type 
except  negative  may  be  used  after  the  plas- 
ma has  been  removed.  We  have  prepared 
several  lots  of  the  Rh  substance  which  will 
soon  be  ready  to  release.  Briefly  the  pro- 
cedure as  described  by  Carter®  is  as  fol- 
lows : 

The  erythrocytes  are  laked  with  distilled 
water  and  several  volumes  of  ninety-five 
per  cent  ethyl  alcohol.  From  this  initial 
step  the  material  is  kept  at  four  degrees 
Centigrade,  except  during  the  evaporation 
and  filtration  periods.  The  cell  mass  is 
repeatedly  treated  with  varying  per  cents 
of  alcohol  and  finally  ether.  After  desicca- 
tion the  remaining  yellow  to  white  residue 
contains  the  Rh  fraction.  It  is  then  put 
back  into  solution  in  alcohol  and  must  be 
diluted  with  physiological  saline  solution 
before  administration. 

The  active  material  from  the  Rh  positive 
red  cells  seems  to  be  a lipid.  It  is  insoluble 
in  water,  but  is  soluble  in  warm  alcohol, 
ether,  acetone,  and  chloroform. 

To  prove  that  the  Rh  “hapten”  is  active, 
the  extract  has  been  tested  in  the  experi- 
mental animals.  A series  of  intraperito- 
neal  inoculations  containing  the  Rh  fraction 
in  varying  concentrations  was  given  to 
guinea  pigs.  Another  group  of  the  same 
number,  a control  group,  was  given  a sim- 
ilar series  of  inoculations  of  the  same  blood 
group  from  which  the  “hapten”  had  been 
made  (Group  0,  Rh  positive). 

All  of  the  control  animals  developed  anti- 
bodies to  the  Rh  positive  cells.  None  of  the 
guinea  pigs  receiving  inoculation  containing 
the  Rh  substance  developed  antibodies  for 
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positive  cells  as  tested  by  saline  agglutina- 
tion or  albumin  agglutination  techniques. 
These  guinea  pigs  were  tested  before  inoc- 
ulation, to  rule  out  the  presence  of  existing 
agglutinins  in  their  blood.  Complement- 
fixation  and  inhibition  methods  may  also  be 
used  for  testing  the  Rh  “hapten.”  The 
specific  Rh  “hapten”  has,  therefore,  proved 
to  be  nonantigenic  in  experimental  animals. 

The  Rh  “hapten”  will  react  in  the  test 
tube  to  neutralize  the  antibodies  in  an  Rh 
serum,  and  since  this  has  been  demonstrat- 
ed, Carter11  has  made  a study  of  thirty  cases 
erythroblastotic  mothers,  in  which  she  fur- 
nished the  Rh  “hapten”  for  treatment  dur- 
ing pregnancy.  The  outcome  of  all  these 
thirty  cases  is  not  known  since  there  is  a 
group  of  them  that  have  not  been  delivered. 
From  her  report  there  has  been  a definite 
trend  to  the  reduction  of  antibodies  in  those 
mothers  treated  with  Rh  “hapten.”  Carter6 
has  also  furnished  treatment  for  twenty- 
seven  erythroblastotic  babies,  and  only 
those  which  were  clinically  severe  received 
the  Rh  substance.  Of  the  twenty-seven, 
twenty  recovered  and  are  normal  and  well. 
Seven  died,  but  in  five  of  these  cases  the 
physicians  felt  that  the  cause  of  their  death 
was  other  than  erythroblastosis. 

The  average  number  of  injections  of  Rh 
substance  “hapten”  required  in  this  group 
of  twenty  was  three  inoculations. 

From  preliminary  observations,  in  cases 
of  passive  Rh  sensitization,  the  effect  of  the 
antibody  is  definitely  reduced  by  the  pres- 
ence of  the  “hapten.”  In  active  sensitiza- 
tion the  maternal  antibody  titer  seems  to 
fall  in  response  to  treatment  with  Rh  “hap- 
ten.” 

Two  cases  are  cited  from  Mrs.  Carter’s 
report : 

The  case  of  Mrs.  “R”  is  typical.  She  is 
Rh  negative;  her  husband  is  Rh  positive, 
apparently  CDe/CDe.  The  first  pregnancy 
was  uneventful.  The  second  pregnancy  re- 
sulted in  a male  erythroblastotic  infant, 
initial  red  cell  count  2,050,000,  severe  jaun- 
dice, nucleated  red  cells  eighty-five  per  one 
hundred  white  cells  counted,  spleen  and 
liver  well  below  the  costal  margin.  The 
child  received  five  transfusions  of  Rh  neg- 
ative blood  and  survived.  In  the  third  preg- 
nancy Mrs.  “R”  had  blocking  antibodies  of 


fifty-six  units  by  the  third  month.  After 
one  hundred  milligrams  of  “hapten”  her 
titer  fell  to  twenty-eight  units,  and  after 
the  fifth  treatment  the  antibodies  were  no 
longer  demonstrable  in  her  blood.  She  was 
maintained  free  of  demonstrable  antibodies 
by  injections  of  two  hundred  milligrams  of 
Rh  “hapten”  given  every  two  weeks.  She 
delivered  a normal  boy,  Rh  type  CDe/CDe, 
whose  red  cell  count  on  the  first  day  of  life 
was  6,250,000.  The  child  went  home  with 
the  mother  and  has  remained  in  excellent 
condition. 

Mrs.  “P”  has  delivered  recently.  When 
her  serum  was  first  studied,  the  antibody 
titer  (saline  agglutinins)  was  eighty  units. 
She  was  two  months  pregnant  at  that  time. 
No  blocking  antibodies  were  observed.  She 
had  one  living  child,  the  second  pregnancy 
resulting  in  an  erythroblastotic  infant 
which  lived  two  days;  the  third  ended  sim- 
ilarly. The  fourth  child  was  stillborn. 
Since  an  injection  of  one  hundred  milli- 
grams of  “hapten”  did  not  affect  the  titer, 
she  was  given  two  hundred  milligrams.  The 
titer  dropped  to  1 :20,  and  then,  after  an- 
other two  hundred  milligrams,  to  1 :10.  It 
remained  at  1:10  for  two  more  treatments, 
and  then  fell  to  1 :5,  and  finally  remained 
at  one  until  term.  Her  baby  was  normal  in 
every  respect. 

Although  there  has  been  an  insufficient 
number  of  cases  treated  with  Rh  “hapten,” 
there  are  strong  implications  of  its  value. 
Therefore,  we  have  been  advised  to  make 
this  Rh  “hapten”  available  so  that  a greater 
number  of  cases  can  be  studied  and  evalu- 
ated. 

Summary 

1.  A brief  report  has  been  given  on  the 
Rh  substance  “hapten”  which  was  discov- 
ered by  Carter5  to  be  a neutralizing  anti- 
body agent  in  the  treatment  of  erythroblas- 
totic mothers  and  babies. 

2.  The  method  of  preparation  and  the 
clinical  application  of  this  Rh  substance 
“hapten”  has  been  presented. 

3.  We  plan  to  make  this  Rh  substance 
“hapten”  available  as  soon  as  possible  to 
the  medical  profession  so  that  more  cases 
may  be  treated. 
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SPECIAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 


A meeting  of  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association 
was  held  at  ten-fifteen  o’clock  on  Sunday 
morning,  August  29,  1948,  at  the  Maxwell 
House,  Nashville,  Tennessee,  Dr.  E.  Russell 
Zemp,  Speaker  of  the  House,  presiding. 

THE  SPEAKER:  We  will  have  the  call- 
ing of  the  roll. 

Officers 
President — H.  W.  Qualls 
President-Elect — N.  S.  Shofner 
Secretary-Editor — W.  M.  Hardy 
Assistant  Secretary — V.  0.  Foster 

Trustees 

Daugh  W.  Smith,  Chairman 
Franklin  B.  Bogart 
A.  M.  Patterson 
E.  R.  Zemp 

Past  Presidents 
William  C.  Chaney 
Kyle  C.  Copenhaver 
Jere  L.  Crook 
H.  B.  Everett 

C.  M.  Hamilton 
Hiram  A.  Laws,  Jr. 

John  B.  Steele 

Councilors 

D.  C.  Seward 
Myrtle  Lee  Smith 

Delegates 

M.  L.  Davis,  Anderson-Campbell 
W.  N.  Dawson,  Blount 

R.  H.  Haralson,  Blount 
William  A.  Garrott,  Bradley 
Henry  Moore,  Consolidated 
H.  N.  Moore,  Jackson,  Consolidated 
John  Morris,  Consolidated 
James  C.  Gardner,  Davidson 
Sam  J.  Fentress,  Davidson 
Thomas  Grizzard,  Davidson 
David  Hailey,  Davidson 
Fowler  Hollabaugh,  Davidson 
Travis  H.  Martin,  Davidson 

N.  S.  Shofner,  Davidson 
Charles  C.  Trabue,  Davidson 
J.  P.  Sloan,  Fentress 

J.  U.  Speer,  Giles 

Joe  Johnson,  Jr.,  Hamilton 

Edward  T.  Newell,  Jr.,  Hamilton 

William  J.  Sheridan,  Hamilton 

Moore  J.  Smith,  Jr.,  Hamilton 

J.  W.  Didcoct,  Henry 

J.  H.  McSwain,  Henry 

Ralph  Monger,  Knox 

Jarrell  Penn,  Knox 

H.  Dewey  Peters,  Knox 


R.  B.  Wood,  Knox 

W.  S.  Joplin,  Lincoln 

Fred  0.  Moore,  Jr.,  Lauderdale 

William  N.  Cook,  Maury 

R.  C.  Kimbrough,  Monroe 

John  S.  Freeman,  Robertson 

J.  B.  Black,  Rutherford 

C.  G.  Andrews,  Shelby 

J.  M.  Bethea,  Shelby 

Phil  Bleecker,  Shelby 

E.  G.  Campbell,  Shelby 

Thurman  Crawford,  Shelby 

A.  R.  Porter,  Jr.,  Shelby 

E.  Malcolm  Stevenson,  Shelby 

W.  D.  Stinson,  Shelby 

Otis  Warr,  Shelby 

Roy  Howard,  Sullivan- Johnson 

R.  H.  Hutcheson,  Williamson 

O.  Reed  Hill,  Wilson 

The  Speaker  declared  a quorum  present, 
and  the  House  was  open  for  business. 

The  Secretary  read  the  call  of  the  meet- 
ing. 

Attention  was  called  to  reprints  of  a por- 
tion of  the  August  Journal  containing  the 
report  of  the  Association’s  Insurance  Com- 
mittee. 

Guests  Introduced 

Mr.  Maclin  Davis,  Nashville,  Chairman  of 
the  Insurance  Committee. 

Mr.  J.  E.  Taylor,  Nashville,  of  the  Na- 
tional Life  and  Accident  Insurance  Com- 
pany, Chairman  of  the  Committee  appointed 
by  the  Health  Insurance  Council  to  advise 
the  Tennessee  State  Medical  Association  on 
matters  of  Health  Insurance. 

Mr.  Emerson  Mitchell,  Chattanooga,  of 
the  Provident  Life  and  Casualty,  a member 
of  the  Committee  appointed  by  the  Health 
Insurance  Council. 

These  men  were  welcomed  and  thanked 
for  their  attendance. 

Report  of  the  Insurance  Committee 

Mr.  Maclin  Davis,  Chairman,  reported 
for  his  committee,  submitting  the  material 
published  in  the  August  Journal  and  giv- 
ing additional  information  on  the  commit- 
tee’s activities. 

It  was  moved  by  Dr.  N.  S.  Shofner  and 
seconded  by  Dr.  Arthur  Porter,  Jr.,  that 
the  report  be  adopted. 
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Anesthetic  Fees 

Ur.  W.  N.  Dawson,  Maryville,  proposed 
the  following  amendment : 

Whereas,  Anesthesia  is  an  integral  and  neces- 
sary part  of  any  surgical  or  obstetrical  procedure, 
a fact  recognized  by  many  insurance  companies  in 
their  fee  schedules;  and 

Whereas,  It  should  be  the  policy  of  the  Tennessee 
State  Medical  Association  to  encourage  the  admin- 
istration of  anesthetics  by  physicians;  now,  there- 
fore, 

Be  It  Resolved,  That  the  Insurance  Committee  of 
the  Tennessee  State  Medical  Association  be  author- 
ized and  instructed  to  amend  the  proposed  schedule 
of  fees,  as  set  forth  in  the  August,  1948  issue  of 
the  Journal  of  the  Association,  to  include  a sec- 
tion of  fees  for  anesthesia,  as  set  forth  in  the 
Veterans  Administration  fee  schedule,  printed 
as  a supplement  to  the  June,  1948,  issue  of  the 
JOURNAL  of  the  Tennessee  State  Medical  Associa- 
tion, which  section  reads  as  follows: 

“ANESTHESIA,  Any  Type: 

First  half  hour,  or  fraction  thereof  $15 
Each  subsequent  half  hour,  or  fraction 
thereof  $ 5 

“(Time  is  calculated  from  the  beginning  of  anes- 
thesia to  the  delivery  of  the  patient  to  the  hospital 
bed.)” 

Seconded  by  Dr.  R.  B.  Wood,  Knoxville. 

Discussion  by  Dr.  D.  W.  Smith,  Nash- 
ville; Dr.  R.  H.  Haralson,  Maryville;  Dr. 
H.  B.  Everett,  Memphis;  The  Speaker;  Dr. 
N.  S.  Shofner,  Nashville;  Dr.  R.  B.  Wood, 
Knoxville;  Dr.  Malcolm  Stevenson,  Mem- 
phis; Dr.  R.  C.  Kimbrough,  Jr.,  Knoxville; 
Dr.  J.  Peery  Sloan,  Jamestown;  Dr.  B.  F. 
Peterson,  Knoxville;  Dr.  Kyle  C.  Copen- 
haver,  Knoxville;  Dr.  Joseph  Johnson,  Jr., 
Chattanooga;  Dr.  0.  S.  Warr,  Memphis; 
Dr.  William  D.  Stinson,  Memphis. 

The  Speaker  declared  the  discussion 
closed  and  put  the  question.  A standing 
vote  resulted  in  twenty-two  in  favor  and 
twenty  opposed.  The  Speaker  declared  the 
motion  carried. 

Definition  of  Dependents 

Dr.  Daugh  W.  Smith  moved  that  the  word 
“dependents,”  when  used  in  the  policy,  be 
defined  as  “spouse  and  unmarried  children 
up  to  the  age  of  nineteen.” 

The  motion  was  seconded. 

Amendment  to  Fee  Schedule 

Dr.  Smith  also  offered  an  amendment  to 
the  effect  that  the  present  committee  on  fee 
schedule  be  supplemented  by  an  orthopedic 


surgeon,  an  otolaryngologist,  a neurologist, 
a gynecologist,  and  urologist  to  revise  pres- 
ent schedules  published  in  the  Journal  of 
August,  1948,  to  increase  fees  where  indi- 
cated, but  not  to  reduce  the  present  schedule 
of  fees,  with,  furthermore,  a maximum  in- 
crease of  twenty  per  cent,  no  fee  to  exceed 
$175. 

(At  the  present  time  no  fee  exceeds 
$150.) 

The  action  of  this  committee  will  not  re- 
quire confirmation  of  the  House  of  Dele- 
gates. 

Discussion  by  Dr.  W.  J.  Sheridan,  Chat- 
tanooga; Dr.  N.  S.  Shofner;  Mr.  Maclin 
Davis;  Dr.  Joseph  Johnson;  Dr.  Jere  L. 
Crook,  Jackson;  Dr.  R.  H.  Haralson;  Dr. 
William  A.  Garrott,  Cleveland;  Mr.  J.  E. 
Taylor. 

Section  I of  Dr.  Smith’s  amending  motion 
was  put  to  vote  and  carried. 

Section  II  was  put  to  a vote  and  carried. 

General  Discussion 

Discussion  of  other  features  of  the  pro- 
posed plan  was  continued  by  some  of  those 
already  named  and  Dr.  A.  M.  Patterson, 
Chattanooga;  Dr.  E.  T.  Newell,  Jr.,  Chat- 
tanooga; The  Speaker;  Dr.  D.  C.  Seward, 
Nashville;  Dr.  H.  Dewey  Peters,  Knoxville; 
Dr.  Kyle  C.  Copenhaver;  Secretary  W.  M. 
Hardy;  Dr.  P.  T.  Howard,  La  Follette; 
Dr.  Moore  J.  Smith,  Jr.,  Chattanooga;  Dr. 
H.  W.  Crouch,  Mountain  Home;  Dr.  Arthur 
Porter,  Jr.,  Memphis;  Dr.  W.  C.  Chaney, 
Memphis;  Dr.  E.  Guy  Campbell,  Memphis; 
Dr.  John  B.  Steele,  Chattanooga ; Mr.  Em- 
erson Mitchell,  Chattanooga ; Dr.  Malcolm 
Stevenson,  Memphis ; Dr.  J.  Peery  Sloan, 
Jamestown ; Dr.  M.  G.  Rock,  Bristol. 

Plan  Adopted 

THE  SPEAKER:  The  motion  before  the 
House  is  that  we  adopt  as  the  Tennessee 
Plan  the  Rhode  Island  Plan  as  amended. 

(The  question  was  put  to  a standing  vote, 
with  thirty-six  in  favor  of  it  and  thirteen 
against.) 

THE  SPEAKER:  The  motion  is  carried. 

Dr.  Jere  Crook  suggested  “that  the  com- 
mittee be  given  our  profound  thanks  for  the 
hard  work  they  have  done.” 

DR.  C.  M.  HAMILTON  (Nashville)  : I 
want  to  make  the  following  motion.  I 
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would  like  to  move  that  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  Asso- 
ciation recommend  to  the  next  governor  of 
Tennessee  that  the  Public  Health  Council, 
now  known  as  an  advisory  board,  be  given 
the  status  of  an  executive  board,  with  the 
legal  authority  necessary  for  carrying  on 
the  duties  and  responsibilities  of  the  State 
Department  of  Public  Health,  the  election 
of  its  Secretary,  who  shall  be  the  official 
state  health  officer;  to  fix  the  term  of  office 
of  the  Secretary;  to  promulgate  rules  and 
regulations  for  the  operation  of  the  Depart- 
ment of  Public  Health ; and  to  make  neces- 
sary recommendations  with  regard  to  need- 
ed legislation. 

It  is  further  recommended  that  the 
Speaker  appoint  a committee  of  three  to 
draw  up  an  appropriate  resolution  ad- 
dressed to  the  incoming  governor,  and  that 
this  committee,  working  with  the  Legisla- 
tive Committee,  prepare  the  necessary  sug- 
gested legislative  bill  to  implement  the 
above  reorganization  of  the  Tennessee  De- 
partment of  Public  Health. 

I would  like  also  to  move  that  the  House 
of  Delegates  of  the  Tennessee  State  Medical 
Association  recommend  to  the  incoming 
governor  the  reappointment  of  Dr.  Hutche- 
son, the  present  State  Health  Officer. 

(The  motion  was  seconded,  was  put  to  a 
vote,  and  was  passed  unanimously.) 


DR.  H.  DEWEY  PETERS  (Knoxville)  : 
Mr.  Chairman,  I would  like  to  make  a mo- 
tion before  we  adjourn. 

Being  one  of  the  ones  who  has  questioned 
the  wisdom  of  the  action  you  have  just  tak- 
en, I would  like  to  say  that  I am  heartily  in 
favor  of  abiding  by  the  will  and  the  vote  of 
our  organized  medicine. 

In  that  connection  I feel  that  if  we  are  to 
make  this  plan  succeed  as  we  have  voted  to 
do  here  today,  those  thirteen  of  us,  or  how- 
ever many  it  was,  who  did  not  see  fit  to  vote 
for  this,  should  be  on  the  bandwagon  with 
the  rest  of  you  as  actively  as  we  can  be. 

Being  one  of  those  who  had  questioned 
that,  I would  now  like  to  move  that  we  make 
the  action  of  this  body  regarding  this  mat- 
ter today  unanimous.  (Applause.) 

(The  motion  was  seconded,  was  put  to  a 
vote,  and  was  favored  by  a majority.  Some 
negative  votes  prevented  the  action  from 
being  unanimous.) 

(The  meeting  adjourned  at  one-ten 
o’clock.) 

(The  complete  transcript  of  the  minutes 
of  this  session  is  recorded  in  eighty-nine 
pages  of  typewritten  matter.  If  any  mem- 
ber desires  a copy  of  his  remarks,  we  will 
be  glad  to  supply  it.  Full  report  of  the 
meeting  will  be  published  if  ordered  by  the 
House  of  Delegates. — The  EDITOR.) 
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The  American  Medical  Association 
Assessment 

By  the  unanimous  vote  of  the  House  of 
Delegates,  at  the  Interim  Session  in  St. 
Louis,  each  member  of  the  American  Med- 
ical Association  was  assessed  twenty-five 
dollars  for  the  year  1949. 

In  the  past,  no  dues  or  assessments  have 
been  made  for  membership.  A physician 
became  a member  of  the  American  Medical 
Association  by  joining  his  county  medical 
society.  He  paid  whatever  dues  were  need- 
ed to  support  his  local  society  plus  what- 
ever sum  was  to  be  sent  to  the  State  Medi- 
cal Association.  When  the  report  and  re- 
mittance of  the  county  secretary  was  re- 
ceived in  the  state  office,  the  American 
Medical  Association  was  notified  that  the 
physician  was  a member  of  the  State  Asso- 
ciation. No  money  was  sent  by  the  con- 
stituent State  Association  to  the  national 
organization. 

Then,  if  a member  of  the  American  Med- 
ical Association  desires  to  become  a Fellow, 
an  application  for  fellowship  could  be  made. 
The  Fellow  paid  dues  and  also  received  the 
Journal  of  the  American  Medical  Associa- 
tion. However,  the  subscription  price  of 
the  Journal  was  about  the  same  as  the  Fel- 
lowship dues. 

Through  the  years,  the  American  Medical 
Association  has  been  supported  by  the  pub- 
lications produced.  By  careful  management 


and  wise  judgment,  the  Association,  during 
its  101  years,  finds  itself  the  owner  of  a 
large  office  building  and  publishing  plant. 
It  has  carried  on  work  of  its  various  coun- 
cils and  departments  without  dues  from  its 
members  though  its  old  By-Laws  permitted 
the  charging  of  annual  dues  of  ten  dollars. 
Last  year  the  Association  spent  $373,500  in 
various  phases  of  public  relations,  not  to 
mention  any  other  activities. 

It  is  now  clear  to  your  delegates  to  the 
American  Medical  Association  that  more 
money  is  needed  for  its  educational  pro- 
gram. Many  of  the  activities  of  the  Asso- 
ciation must  be  greatly  enlarged.  A more 
extensive  program  of  education  of  the  pro- 
fession and  the  public  must  be  undertaken. 
People  must  be  told  what  results  will  follow 
the  introduction  of  political  medicine.  Pub- 
lic opinion  must  be  aroused  against  the 
socialization  of  medicine  with  the  deteriora- 
tion in  quality  of  care  given  and  the  subse- 
quent socialization  of  our  entire  economy. 

Money  is  needed  to  carry  on  this  educa- 
tional campaign  and  the  profession  must 
contribute  that  money.  So  our  delegates, 
who  represent  us,  devised  these  means  to 
solve  this  problem. 

The  Trustees  of  the  American  Medical 
Association  have  instructed  the  Secretary, 
Dr.  George  Lull,  to  wire  every  state  secre- 
tary to  collect  this  assessment  from  each 
member  by  requesting  the  County  Secre- 
taries to  include  the  assessment  of  the 
American  Medical  Association  in  his  re- 
mittance of  state  dues  to  the  State  Secre- 
tary. 

The  Headquarters  Office  has  written  each 
county  society  secretary.  This  matter  is 
included  in  your  JOURNAL,  so  that  every 
member  of  the  Tennessee  State  Medical 
Association  will  understand  better  the  ne- 
cessity of  the  action  of  the  House  of  Dele- 
gates. 

It  might  be  added  that  your  Editor  has 
heard  no  objections  to  this  assessment. 
Most  of  the  members  who  have  expressed 
opinions  have  said  the  amount  should  have 
been  more. 


“Uncle  Sam,  M.D.” 

The  House  of  Delegates  of  the  American 
Medical  Association  on  December  1 created 
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a committee  to  guide  a nation-wide  plan 
of  education  on  the  progress  of  American 
medicine,  the  importance  of  the  conserva- 
tion of  health,  and  the  advantages  of  the 
American  system  in  securing  a wide  distri- 
bution of  a high  quality  of  medical  care. 

In  order  to  better  inform  the  public,  a 
booklet  entitled  “Uncle  Sam,  M.D.”  will 
be  sent  to  every  doctor  in  the  United  States 
as  background  material  for  informing  the 
public.  It  is  urged  that  every  member  of 
the  Association  read  this  booklet  carefully. 
Pass  on  to  the  public  in  general,  and  the 
patients  in  particular,  the  results  that  would 
follow  the  inferior  type  of  medical  care  to 
the  public  from  the  proposed  compulsory 
sickness  insurance  program. 

When  you  receive  your  copy  of  “Uncle 
Sam,  M.D.,”  be  sure  to  study  it  very  care- 
fully and  use  it  to  the  fullest  extent. 


The  Interim  Meeting  of  the  American 
Medical  Association,  St.  Louis,  Mis- 
souri, November  30-December 
3,  1948 

There  was  a series  of  meetings  in  St. 
Louis  late  in  November  and  early  in  De- 
cember. Just  to  list  the  meetings  will  give 
an  idea  of  the  diverse  nature  of  these  meet- 
ings : 

1.  - First  National  Public  Relations  Con- 
ference, November  27. 

2.  Conference  of  State  Medical  Associa- 
tion Secretaries  and  Editors,  November  28- 
29. 

3.  Conference  of  Medical  Society  Prepay- 
ment Plans,  November  29. 

4.  Fourth  National  Conference  of  County 
Medical  Society  Officers,  November  30. 

5.  Interim  Session,  House  of  Delegates  of 
the  American  Medical  Association,  Novem- 
ber 30-December  1. 

6.  Scientific  Assembly  of  the  Interim 
Session  of  the  American  Medical  Associa- 
tion, November  30-December  3. 

It  was  possible  to  attend  all  these  sessions 
with  the  exception  of  the  Scientific  Assem- 
bly and  the  House  of  Delegates.  These 
events  were  simultaneous  during  the  two- 
day  meeting  of  the  House. 

In  the  public  relations  conference  we 
were  told  by  Dr.  Claude  Robinson,  Prince- 
ton, New  York,  President,  Opinion  Research 


Corporation,  what  “The  Public  Speaks  on 
Health.”  There  was  a Public  Relations 
Problem  Clinic  where  “Selling  the  Need  for 
Public  Relations  to  the  Profession,”  “Using 
Public  Relations  to  Aid  Medical  Prepay- 
ment Plans,”  “Handling  Emergency  and 
Night  Calls,”  “Cooperating  with  Special 
Publics,”  “Cooperating  with  Health  Agen- 
cies,” and  “Medical  Public  Relations  and 
Government”  were  discussed  by  leaders  of 
the  medical  profession. 

After  a social  hour  in  the  Daniel  Boone 
Room  and  dinner  in  the  Missouri  Room,  we 
heard  that  “The  Profession  Needs  Public 
Relations,”  by  President  Roscoe  L.  Sensen- 
ich,  and  “Diagnosis  and  Treatment  in  a 
Case  of  Public  Relations  Maladjustment,” 
by  Conger  Reynolds,  Director  of  Public 
Relations,  Standard  Oil  of  Indiana. 

In  the  Conference  of  State  Medical  Asso- 
ciation Secretaries  and  Editors  we  were 
told  the  purposes  of  the  Conference  by  Sec- 
retary George  Lull  and  welcomed  by  Presi- 
dent Sensenich. 

A symposium  on  Medical  Legislation  gave 
us  the  viewpoints  of  the  Board  of  Trustees 
by  E.  J.  McCormick ; of  a State  Association, 
by  Dwight  H.  Murray  of  California ; and 
of  a Congressman,  Forrest  A.  Harness. 

A symposium  on  Osteopathy  was  con- 
ducted by  William  H.  Halley,  Denver; 
George  W.  Covey,  Lincoln ; and  Creighton 
Barker,  New  Haven. 

After  lunch  and  a report  of  the  Cooper- 
ative Medical  Advertising  Bureau,  there 
were  three  conferences  on  Medical  Society 
Radio  Programs,  on  Medical  Hospital  Pre- 
payment Plans,  and  on  Medical  Legislation. 

After  dinner  we  had  a State  Medical 
Journal  Clinic.  Four  Journals  were  dis- 
cussed as  to  Format  and  Typography,  Edi- 
torial Content,  and  Advertising  Format 
and  Make-Up. 

The  next  morning  we  heard  General 
Hawley  discuss  “Medical  and  Hospital  Care 
Prepayment  Plans.”  Then  Dr.  James  C. 
Sargent,  Milwaukee,  told  of  the  “Medical 
Care  of  the  Nation  in  the  Event  of  Another 
War.” 

The  moderators  of  the  discussion  groups 
of  the  previous  afternoon  made  reports  of 
their  conclusions,  and  a general  discussion 
followed. 


December,  1948 


EDITORIAL 


455 


On  Monday  night,  as  guests  of  the  Illinois 
State  Medical  Association,  seven  states 
whose  prepayment  medical  care  plans  will 
be  managed  by  commercial  carriers,  had  a 
dinner  meeting.  This  was  the  third  meet- 
ing of  the  group,  and  a Constitution  and  By- 
Laws  were  discussed  and  adopted. 

The  name  “medical  society  prepayment 
plan’’  does  not  bar  nonprofit  plans,  if  any 
should  desire  to  cooperate.  The  purpose  of 
the  organization  is  to  exchange  information 
and  cooperation  between  the  commercially 
carried  plans. 

The  American  Medical  Association  had  a 
representative  present,  and  we  feel  sure 
that  the  action  of  this  group  will  be  gov- 
erned by  the  Council  of  the  Association. 

On  Tuesday  morning  the  House  of  Dele- 
gates assembled,  and  in  the  afternoon  the 
program  of  the  Scientific  Assembly  began. 
The  papers  of  the  latter  and  the  proceedings 
of  the  former  will  appear  in  the  Journal  of 
the  American  Medical  Association. 

The  Scientific  Assembly  appealed  espe- 
cially to  the  general  practitioner,  and  the 
sessions  were  well  attended.  During  the 
first  two  days  1,928  physicians  registered. 
Guests  and  exhibitors  increased  this  num- 
ber to  a total  of  4,089  for  the  first  and  sec- 
ond days.  This  attendance  was  much  larger 
than  the  Cleveland  Session  of  last  year. 
Twenty-five  Tennessee  physicians  regis- 
tered Tuesday  and  Wednesday. 

Scientific  exhibits,  technical  exhibits, 
medical  moving  pictures,  and  continuous 
television  under  the  sponsorship  of  the  two 
medical  schools  added  much  to  the  value  of 
the  meeting. 


The  Postgraduate  Course 
Dr.  Lyndon  Lee  has  just  finished  during 
Thanksgiving  week  the  6th  Circuit  district, 
where  259  physicians  took  the  course  in 
Cancer.  This  was  in  Sweetwater  Valley, 
and  included  Chattanooga.  Some  of  the 
dinners,  banquets  and  tributes  given  Doctor 
Lee  at  these  last  sessions  are  excelling  any- 
thing heretofore  given  our  instructors.  This, 
all  because  of  his  helpfulness  to  the  doctors 
individually  over  their  cases,  his  untiring 
efforts  outside  his  lecturing,  willingness 
to  drive  at  night,  to  see  patients  with  the 
doctors,  or  take  a plane  to  reach  his  circuit, 


on  a Monday  morning,  when  folks  are 
usually  sleeping.  It  will  be  hard  to  convince 
others  in  the  coming  publication  of  results 
and  exhibits  over  this  course,  about  the 
figures  from  the  record  of  cases  seen,  con- 
sultations given  by  this  energetic  instructor. 
It  shows  what  one  can  make  of  an  oppor- 
tunity in  a program  like  Doctor  Lee  has 
undertaken  for  the  Association  of  this  state. 

The  7th  Circuit,  as  this  is  written,  is  open- 
ing in  N.W.  Tennessee,  which  includes  the 
centers  of  Paris,  Union  City,  Dyersburg, 
Trenton,  and  Huntingdon.  By  special  ar- 
rangement with  the  Committee,  the  North- 
west Arkansas  medical  profession  is  as- 
sembling at  Blytheville,  at  an  off  hour  in 
the  daytime,  to  hear  Doctor  Lee  and  secure 
his  course  of  lectures.  This,  we  understand, 
is  a movement  by  the  profession  of  that 
state  to  test  the  Tennessee  project,  with 
view  of  urging  the  Association  of  Arkansas 
to  establish  a similar  program,  with  the 
sentiment  our  course  may  engender  in  a 
wide  area.  The  popularity  of  Doctor  Lee’s 
cancer  course  and  what  he  has  made  of  it, 
frankly,  spread  outside  of  Tennessee  bor- 
ders. The  influx  of  physicians  also  from 
adjacent  states,  driving  exceptional  number 
of  miles  weekly  to  this  course  has  been  a 
curious  but  pleasant  factor.  As  the  course 
opens  this  week,  two  are  driving  from 
Paducah,  Ky.,  a distance  of  70  miles,  or  140 
round  trip,  for  10  weeks  to  Union  City  for 
this  course.  A trip  via  air  to  an  Alabama 
Cancer  meeting,  to  pry  from  Doctor  Lee 
information  which  he  possesses  regarding 
Cancer,  is  one  more  tribute  to  an  instructor 
the  Association  was  fortunate  to  secure  this 
time. 

The  course  has  nine  more  months  to  run, 
and  those  who  have  not  yet  had  the  cancer 
course  have  a real  treat  in  store,  and  should 
make  plans  for  attendance,  when  the  dates 
come  around  for  your  particular  section  or 
city. 

Although  the  Committee  printed  a larger 
number  of  lecture  manuals  for  this  course 
than  in  past  courses,  the  problem  of  supply- 
ing enough  to  take  care  of  the  increased 
numbers  coming  into  this  course  has  given 
the  Committee  some  concern.  Fifty  teach- 
ing centers  or  postgraduate  groups  have 
been  set  up  for  this  course,  instead  of  the 
usual  45  in  past  programs. 
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Announcing  “Cancer” 

In  May  of  this  year — 1948 — The  Amer- 
ican Cancer  Society  issued  its  new  journal 
which  is  called  “CANCER.”  The  Society 
has  put  its  heart  into  this  publication. 

While  the  initial  response  to  the  publica- 
tions of  the  first  three  issues  of  this  new 
professional  journal,  “CANCER,”  has  been 
most  satisfactory,  many  physicians  are  un- 
aware of  its  existence  and  of  the  American 
Cancer  Society’s  sponsorship. 

At  present  the  subscription  price  is  $8.00 
per  year,  but  as  soon  as  the  subscription 
list  reaches  5,000  the  Society  will  reduce 
its  subsidy  and  apply  these  funds  to  other 
facets  of  its  professional  education  program. 

“CANCER”  will  include  a section,  Cur- 
rent Cancer  Literature,  comprising  those 
titles  in  the  current  medical  literature  that 
deals  with  neoplastic  diseases.  These  are 
published  promptly  upon  their  appearance. 

This  is  the  first  journal  in  America  that 
accepts  for  publication  papers  dealing  with 
all  aspects  of  the  cancer  field ; clinical,  ex- 
perimental and  educational. 

All  subscriptions  and  business  inquiries 
should  be  addressed  to  the  publishers,  Paul 
B.  Hoeber,  Inc.,  Medical  Book  Department 
of  Harper  & Brothers,  49  East  33rd  Street, 
New  York  16,  New  York. 


Added  Responsibility  for  Physicians 
in  1949 

In  the  past,  the  countries  of  the  world 
and  states  of  the  United  States  have  devel- 
oped their  own  forms  of  death  certificates 
to  meet  their  individual  needs.  Spaces  pro- 
vided for  causes  of  death  and  the  questions 
asked  have  varied.  The  wording  of  the 
questions  may  have  influenced  the  state- 
ments given  by  physicians  which  in  turn 
may  have  affected  the  comparability  of  mor- 
tality data. 

Although  uniformity  has  not  been  ob- 
tained in  the  form  of  the  medical  certifica- 
tion, progress  has  been  made  in  the  classi- 
fication of  causes  of  death.  An  International 
List  of  Causes  of  Death  was  adopted  in  1900 
and  decennial  revisions  were  made  in  1910, 
1920,  1929  and  1938.  This  classification 
has  been  used  extensively  over  the  world. 

A sixth  revision,  prepared  in  1948,  con- 


sists of  a classification  for  illness  as  well  as 
for  death  and  is  entitled  International  Sta- 
tistical Classification  of  Diseases,  Injuries 
and  Causes  of  Death.  At  the  Paris  con- 
ference in  April,  1948  in  conjunction  with 
the  adoption  of  this  new  international  clas- 
sification replacing  the  old  International 
List  of  Causes  of  Death  approval  was  given 
for  a standard  form  of  medical  certification 
on  the  death  certificate.  Thus  there  will  be 
uniformity  in  the  form  of  the  certificate 
over  the  world. 

Also,  at  this  recent  conference  new  prin- 
ciples for  assignment  of  the  primary  cause 
of  death  were  adopted.  The  same  rules 
will  be  followed  in  all  countries  of  the  world. 
In  the  past  in  the  United  States,  all  causes 
given  on  the  certificates  were  considered 
and  the  assignment  made  by  reference  to 
the  Manual  of  Joint  Causes  of  Death.  The 
new  procedures  place  greater  responsibility 
on  the  physicians  certifying  the  causes  of 
death.  The  physician’s  statement  of  the 
underlying  cause  of  death  will  be  accepted 
as  the  primary  cause  of  death  and  assign- 
ment made  accordingly. 

The  new  form  for  medical  certification, 
which  is  a section  of  the  death  certificate, 
will  be  used  in  Tennessee  beginning  on 
January  1,  1949.  This  form  is  reproduced 
in  Figure  1. 

Section  for  Medical  Certification  on  Death 
Certificate  in  Tennessee,  194-9 

The  section  for  cause  of  death  has  two 
parts,  namely : 

1.  Disease  or  Condition  Directly  Leading 
to  Death  and  Antecedent  Causes 

2.  Other  Significant  Conditions 

In  part  1,  the  direct  cause  of  death  is  to 
be  given.  This  means  the  disease,  injury 
or  complication  which  caused  death.  It 
does  not  mean  mode  of  dying  such  as  heart 
failure,  asthenia,  etc. 

Part  1 is  further  divided  into: 

A.  Direct  Cause 

Due  to  B.  Intervening  Antecedent  Cause 

Due  to  C.  Underlying  Antecedent  Cause 

If  the  entry  in  line  A describes  complete- 
ly the  cause  of  death,  no  entry  is  necessary 
in  lines  B and  C.  For  example,  the  cause 
of  death  may  be  pulmonary  tuberculosis 
and  that  can  be  given  in  line  A.  However, 
if  death  occurred  from  bronchopneumonia 
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MEDICAL  CERTIFICATION 

INTERVAL  BETWEEN 
ONSET  AND  DEATH 

10.  CAUSE  OF  DEATH 

1.  DISEASE  OR  CONDITION  DI- 
RECTLY LEADING  TO  DEATH* 

ANTECEDENT  CAUSES 

MORBID  CONDITIONS.  IF  ANY, 
GIVING  RISE  TO  ABOVE  CAUSE  (A) 
STATING  THE  UNDERLYING  CAUSE 
LAST. 

(A) 

DUE  TO  (B) 

DUE  TO  (C) 

2.  OTHER  SIGNIFICANT  CONDITIONS 

CONDITIONS  CONTRIBUTING  TO  THE  DEATH  BUT  NOT 
RELATED  TO  THE  DISEASE  OR  CONDITION  CAUSING  DEATH 

19a.  DATE  OF  OPERATION 

19B.  MAJOR  FINDINGS  OF  OPERATION 

20A.  AUTOPSY 
YES  NO  Q 

20b.  FINDINGS  AT  AUTOPSY 

2IA.  ACCIDENT  (SPECIFY) 

SUICIDE 
HOMICIDE 

21B.  PLACE  OF  INJURY  On  or  About 

Home,  Farm.  Factory,  Street.  Office  Build's,  etc.) 

21c.  PLACE  OF  INJURY  city,  town  or  rural  county  state 

2 ID.  TIME  MONTH  DAY  YEAR  HOUR 

OF 

INJURY 

2 1 E.  INJURY  OCCURRED 
WHILE  I I NOT  WHILE  I 1 
AT  WORKI 1 AT  WORK  1 1 

2 1 F.  HOW  DID  INJURY  OCCUR? 

22.  1 HEREBY  CERTIFY  THAT  THE  DECEASED  DIED  ON  THE  DATE  AND  FROM  Tt 
SIGNATURE  M.D.  OTHER 

(SPECIFY) 

H E CAUSE  STATED  ABOVE 
ADDRESS 

DATE 

following  measles  both  A and  B would  be 
completed  as  follows: 

A.  Bronchopneumonia  (the  direct  cause) 
and 

Due  to  B.  Measles  (antecedent  cause) 

Part  2 of  the  cause  of  death  section  is  for 
other  significant  conditions  which  contrib- 
uted to  the  death  but  are  not  related  to  the 
disease  or  condition  causing  death.  For 
example,  if  a death  occurred  which  was  due 
to  pulmonary  tuberculosis  and  if  the  de- 
ceased also  had  diabetes  mellitus  which  con- 
tributed but  did  not  cause  death  the  cer- 
tificate would  be  filled  out  as  follows : 

1.  Disease  or  Condition  Directly  Leading 
to  Death 

A.  Pulmonary  Tuberculosis 

2.  Other  Significant  Conditions — Diabetes 
Mellitus 

This  new  division  of  causes  of  death  into 
the  two  parts  1,  direct  and  antecedent 
causes  of  death,  and  2,  other  significant 
conditions,  will  alter  mortality  statistics. 
Other  significant  conditions  will  not  usually 
be  used  in  the  assignment  of  primary  cause 
of  death.  The  physician’s  statements  in 
part  1 will  give  the  primary  cause  of  death. 
The  death  rates  for  certain  causes  such  as 
diabetes  mellitus  may  be  considerably  lower 
in  1949  than  in  1948  because  of  the  new  cer- 
tificate and  new  principles  of  classification. 
It  is  believed  that  diabetes  mellitus  has  been 
the  assigned  cause  of  death  when  it  was  only 
a contributory  condition  and  not  the  under- 
lying cause  of  death.  The  same  may  be 
true  of  other  causes.  For  example,  syphilis 
and  cancer  may  have  been  assigned  as  the 
causes  of  death  when  actually  they  were 
not  the  underlying  causes  of  death. 


Reliance  will  be  placed  on  statements  of 
physicians  on  certificates.  The  change  to 
this  new  certificate  and  classification  will 
necessitate  the  assistance  of  every  physician 
in  Tennessee.  Only  through  the  under- 
standing of  this  method  of  assignment  and 
the  cooperation  of  physicians  in  stating 
causes  of  death  can  Tennessee  have  accurate 
data.  Although  death  rates  from  specific 
causes  for  1949  may  be  considerably  altered, 
it  is  believed  that  the  quality  of  our  mortal- 
ity statistics  will  be  improved  by  these 
changes. 


DEATHS 


James  Arthur  Smith,  M.D.,  Chattanooga; 
University  of  Louisville  Medical  Depart- 
ment, 1912;  aged  sixty-four;  died  August 
26,  1948. 


William  Lee  Sumners,  M.D.,  Ridgely; 
College  of  Physicians  and  Surgeons,  Mem- 
phis, 1907;  aged  seventy;  died  November 
30,  1948. 


Thomas  F.  Pipkin,  M.D.,  Henning; 
Memphis  Hospital  Medical  College,  1910 ; 
aged  fifty-nine;  died  December  9,  1948. 


Rome  Albert  Brock,  M.D.,  Athens ; Ten- 
nessee Medical  College,  Knoxville,  1901 ; 
aged  71 ; died  recently. 


John  H.  Morris,  M.D.,  Pulaski;  Univer- 
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sity  of  Louisville  School  of  Medicine  1909 ; 
aged  61;  died  November  26,  1948. 


H.  Claude  Guerin,  M.D.,  Nashville;  Uni- 
versity of  Nashville  Medical  Department, 
1905  ; aged  66  ; died  December  4,  1948. 


William  Egbert  Ragsdale,  M.D.,  Mem- 
phis; College  of  Physicians  and  Surgeons, 
Memphis,  1908 ; aged  sixty-seven ; died 
December  8,  1948. 


RESOLUTIONS 


In  the  death  of  Dr.  John  Henry  Morris, 
Giles  County  lost  one  of  its  leading  physi- 
cians. Dr.  Morris  had  practiced  medicine 
in  Giles  County  for  the  past  twenty-nine 
years  and  had  rendered  a great  service  to 
this  community. 

Dr.  Morris  received  his  medical  educa- 
tion from  the  University  of  Louisville  and 
soon  after  graduation  began  the  practice  of 
medicine  in  Giles  County.  He  had  served 
as  President  of  the  Giles  County  Medical 
Society  on  several  occasions. 

Whereas,  John  Henry  Morris,  one  of  our 
friends  and  co-workers,  has  been  removed 
from  the  earthly  life ; and 

Whereas,  he  fought  a valiant  fight  and 
labored  under  such  suffering  as  was  known 
to  God  alone; 

Be  it  resolved,  That  we  deplore  his  loss 
and  hereby  express  our  sympathy  to  his 
loving  wife  and  three  fine  sons ; 

And  be  it  also  resolved,  That  a copy  of 
these  resolutions  be  spread  upon  the  min- 
utes of  the  Giles  County  Medical  Society, 
and  also  a copy  be  sent  to  his  family. 

Giles  County  Medical  Society, 

By  Committee  on  Resolutions. 


AND  WE  QUOTE 


Dear  Doctor  Hardy: 

You  may  recall  that  the  osteopaths  in 
Kansas,  with  the  aid  of  the  American  Oste- 
opathic Association,  filed  a case  before  a 
special  three-judge  Federal  Court,  attempt- 
ing to  have  set  aside  the  restrictions  govern- 
ing the  practice  of  osteopathy  in  Kansas. 


We  fought  this  matter  for  a year  and  on 
November  16,  a unanimous  verdict  was 
found  against  the  osteopaths.  The  judges, 
in  denying  the  plaintiffs,  state  in  part  that 
“It  is  peculiarly  within  the  province  of 
the  State  of  Kansas  to  classify  and  regu- 
late the  right  to  pursue  a calling  or  pro- 
fession having  to  do  with  the  public 
health.  The  nature  of  the  classification 
and  the  requisite  qualifications  for  license 
to  pursue  a profession  within  such  classi- 
fication must  largely  depend  upon  the 
judgment  of  the  State.”  ' 

We  are  informed  that  a formal  opinion 
will  be  prepared  sometime  within  the  next 
thirty  days.  We  plan  to  reproduce  this  for 
distribution  and  will  be  glad  to  send  you  a 
copy  should  you  wish  to  have  it. 

It  has  been  our  opinion  that  this  action 
represented  a major  threat  to  medicine 
because  it  involved  a test  of  the  validity  of 
licensure  laws.  We  are,  therefore,  quite 
happy  to  announce  this  favorable  opinion, 
but  are  virtually  certain  it  will  still  be  car- 
ried to  the  Supreme  Court  of  the  United 
States  for  final  disposition. 

Very  truly  yours, 
Oliver  E.  Ebel 
Executive  Secretary 


NEWS  NOTES  AND  COMMENTS 


Postgraduate  Course  in  Endocrinology 

The  Postgraduate  Committee  of  THE 
ASSOCIATION  FOR  THE  STUDY  OF 
INTERNAL  SECRETIONS,  under  author- 
ity of  its  Council,  announces  a course  of 
lectures  and  demonstrations  in  CLINICAL 
ENDOCRINOLOGY  to  be  held  in  OKLA- 
HOMA CITY  at  the  SKIRVIN  HOTEL, 
FEBRUARY  21  to  26,  1949,  inclusive. 

The  faculty  will  consist  of  prominent  in- 
vestigators and  clinical  endocrinologists  in 
the  various  branches  of  the  medical  sciences, 
gathered  from  the  United  States  and  Can- 
ada. 

This  course  will  be  a practical  one  of 
interest  and  value  to  both  the  GENERAL 
PRACTITIONER  AND  THE  SPECIAL- 
IST. 

A fee  of  $100  will  be  charged  for  the  en- 
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tire  course  and  the  attendance  will  be 
limited  to  100.  Registration  will  be  in 
order  of  checks  received.  Should  there  be 
an  insufficient  number  of  applicants  to  war- 
rant the  course,  the  registration  fee  will 
be  immediately  refunded  in  full. 

Please  forward  application  on  your  let- 
terhead, together  with  check  payable  to 
THE  ASSOCIATION  FOR  THE  STUDY 
OF  INTERNAL  SECRETIONS,  to  HENRY 
H.  TURNER,  M.D.,  CHAIRMAN  OF  THE 
POSTGRADUATE  COMMITTEE,  1200 
NORTH  WALKER  STREET,  OKLAHOMA 
CITY  3,  OKLAHOMA. 

Due  to  other  meetings  being  held  in 
Oklahoma  City  at  the  time  of  this  assembly, 
satisfactory  hotel  accommodations  will  be 
difficult  to  procure  on  short  notice;  there- 
fore, it  is  suggested  that  applicants  MAKE 
THEIR  RESERVATIONS  EARLY,  direct- 
ly with  hotels  of  their  choice.  Some  of  the 
better  downtown  hotels  in  Oklahoma  City, 
listed  according  to  their  proximity  to  the 
Skirvin,  are:  Skirvin  Tower,  Huckins, 

Wells-Roberts,  Biltmore  and  Black. 


Dr.  Walter  L.  Wilhelm  moved  from  814 
Dermon  Building  to  permanent  offices  at 
1441  Poplar  Avenue,  Memphis,  on  Decem- 
ber 1,  1948. 


Changes  of  Address 

Dr.  Alvin  Benz,  Chattanooga,  to  Wolver- 
ine Building,  Ann  Arbor,  Michigan. 

Dr.  H.  W.  Crouch,  Nashville,  to  Veterans 
Administration  Hospital,  Jefferson  Bar- 
racks, Missouri. 

Dr.  William  Henry  Ries,  Nashville,  to 
2824  Clinton  Street,  Gulfport,  St.  Peters- 
burg, Florida. 

Dr.  G.  M.  Allison,  Lancaster,  to  Water- 
town,  Tennessee. 


WOMAN’S  AUXILIARY 


Woman’s  Auxiliary  to  the  Knoxville 
Academy  of  Medicine 

The  Woman’s  Auxiliary  to  the  Knoxville 
Academy  of  Medicine  met  on  Wednesday, 
November  3,  1948. 

The  Hygeia  chairman  asked  that  every- 


one renew  subscriptions  to  Hygeia  before 
the  rise  of  price.  Gift  copies  were  given  to 
white  and  colored,  city  and  county  schools. 
One  hundred  twenty  dollars  were  collected 
at  a card  party  for  the  General  Hospital 

A revision  was  read  that  members  at 
large  may  be  affiliated  with  our  organiza- 
tion, but  pay  dues  to  State  Auxiliary.  A 
suggestion  was  made  proposing  that  in- 
terns’ wives  be  assisted  to  form  their  own 
organization,  or  Junior  Auxiliary,  and  offer 
our  homes  for  the  meetings. 

November  17  was  the  day  set  for  the 
Community  Health  Day,  and  the  Public  Re- 
lations Chairman  repotted.  It  was  in  the 
form  of  a panel  discussion  with  the  follow- 
ing speakers:  Dr.  W.  H.  Enneis,  City  Health 
Director,  “Work  of  the  City  Health  Depart- 
ment”; Dr.  Jack  Chesney,  “Child  Care  in 
Knoxville”;  Dr.  A.  H.  Holland,  “Status  of 
Atomic  Medicine” ; Dr.  B.  M.  Overholt, 
“Knoxville’s  Blood  Bank”;  Dr.  J.  B.  Naive, 
“Knoxville  and  Knox  County’s  Fight 
Against  Tuberculosis” ; Dr.  George  Inge, 
“Brookings  Institution  Report  on  the  Issue 
of  Compulsory  Health  Insurance.” 

All  the  Women’s  Clubs  and  P.-T.  A.’s 
were  sent  written  invitations  and  called  by 
telephone  and  asked  to  send  two  members, 
the  President,  and  Health  Chairman  or  Pro- 
gram Chairman.  From  a total  of  thirty- 
three  P.-T.  A.’s  in  the  city,  twenty  sent 
members,  and  from  a group  of  twenty-six 
clubs,  twenty-five  were  represented. 

Following  the  speakers’  talks  there  was 
time  for  brief  discussion. 

We  were  most  pleased  with  the  response 
to  our  meeting,  which  was  our  first  attempt 
of  anything  of  this  kind,  and  felt  that  there 
was  sufficient  interest  to  continue  them  each 
year. 


MEDICAL  SOCIETIES 


Robertson  County: 

The  Robertson  County  Medical-Dental 
Society  held  its  regular  meeting  at  County 
Hospital  November  9,  1948.  Members 

present  were  Drs.  R.  Kempf,  W.  B.  Dye,  W. 
P.  Stone,  M.  W.  Boozer,  L.  W.  Doss,  J.  S. 
Hawkins,  J.  E.  Wilkison,  R.  J.  Deberry,  R. 
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L.  Matthews,  J.  W.  Swann  and  J.  S.  Free- 
man. 

Drs.  Louis  Rosenfeld  and  C.  J.  Speas  of 
Nashville  were  guest  speakers.  They  had 
as  their  subject  “Malignant  Lesion  of  the 
Oral  Cavity.”  Dr.  Speas  presented  the 
dental  side  and  Dr.  Rosenfeld  the  surgical 
side. 

John  S.  Freeman,  M.D.,  Secretary. 


Williamson  County: 

The  Williamson  County  Medical  Society 
held  its  regular  meeting  on  December  6. 
Dr.  Walter  Pyle,  program  chairman,  intro- 
duced V.  0.  Foster,  Assistant  Secretary, 
Tennessee  State  Medical  Association,  Nash- 
ville, the  guest  speaker. 

Mr.  Foster  reviewed  some  of  the  signifi- 
cant actions  of  the  American  Medical  Asso- 
ciation at  its  Interim  Session  in  Saint  Louis 
November  30  to  December  3. 

The  speaker  discussed  the  Tennessee  Pre- 
paid Medical  Care  Plan  and  all  physicians 
present  stated  that  they  would  become  par- 
ticipating physicians. 

Members  of  the  society  also  decided  to 
write  personal  letters  to  all  members  of  the 
Congress  from  Tennessee  requesting  them 
to  oppose  any  legislation  designed  to  social- 
ize the  practice  of  medicine. 

Members  present  were:  Doctors  Harry 
Guffee,  B.  T.  Nolen,  Russell  Ward,  J.  O. 
Walker,  Harry  Moore,  Jr.,  and  Walter  Pyle. 


OTHER  MEDICAL  SOCIETIES 


The  One-Hundred  Eighth  Semi-annual 
meeting  of  the  Middle  Tennessee  Medical 
Association  met  at  Sparta,  Tennessee,  on 
November  18,  1948.  A large  number  of 
physicians  attended  this  meeting.  The  pro- 
gram is  as  follows : 

Meeting  called  to  order  at  9 :55  A.M.  by 
Dr.  Albert  Weinstein,  president.  Invoca- 
tion by  Rev.  Ira  H.  Sadler. 

“Modern  Treatment  of  Syphilis” 

Dr.  Rudolph  Kampmeier,  Nashville 
To  discuss: 

Dr.  Henry  Brackin,  Nashville 
Dr.  Albert  Weinstein,  Nashville 


“Caudal  Anesthesia — Its  Advantages  and 
Disadvantages” 

Dr.  Kenneth  Haile,  Cookeville 
To  discuss : 

Dr.  Joe  Anderson,  Nashville 
Dr.  J.  C.  Blackstone,  Nashville 

“The  Somatic  Effect  of  Electroshock 
Therapy” 

Dr.  Julian  C.  Gant,  Madison 
To  discuss : 

Dr.  Wm.  Cate,  Nashville 
Dr.  Henry  Brackin,  Nashville 

“X-ray  Diagnosis  of  Disease  of  the  Large 
Bowel” 

Dr.  C.  C.  McClure,  Nashville 

“Some  Problems  in  Oral  Surgery” 

Dr.  C.  J.  Speas,  Nashville 
To  discuss: 

Dr.  Louis  Rosenfeld,  Nashville 

“Stiffness  of  the  Shoulder” 

Dr.  Duncan  Eve,  Nashville 
To  discuss: 

Dr.  Wm.  Howard,  Cookeville 

Luncheon  at,  Lee  Hotel 

Welcoming  address:  Rev.  Don  E.  Dulany 

Business  Meeting 

Presidential  Address:  “ Progress  in  Endo- 
crinology,” Dr.  Albert  Weinstein,  Nashville 

“A  Technique  for  Radical  Cure  of  Inguinal 
Hernia” 

Dr.  L.  W.  Edwards  and  Dr.  Charles  K. 
Gardner 

Official  Motion  Pictures  of  V anderbilt-Y ale 
Football  Game  of  October  23,  19^8. 

The  newly  elected  officers  are  Dr.  C.  B. 
Roberts,  Sparta,  President;  Dr.  C.  N. 
Gessler,  Nashville,  Vice-President;  Dr. 
Robert  M.  Finks,  Nashville,  Secretary- 
Treasurer. 


The  Tennessee  Diabetes  Association: 

The  Tennessee  Diabetes  Association  was 
organized  in  Nashville  on  Sunday,  Novem- 
ber 28,  1948.  The  charter  members  are  the 
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Tennessee  members  of  the  American  Dia- 
betes Association.  Dr.  Albert  Easley,  Chat- 
tanooga was  elected  President ; Dr.  Bruce 
Powers,  Knoxville,  Vice-President;  Dr. 
Albert  Weinstein,  Nashville,  Secretary- 
Treasurer.  The  Association  plans  to  have 
a yearly  meeting  in  conjunction  with  the 
meeting  of  the  Tennessee  Medical  Associa- 
tion. 


Physicians  in  general  practice  in  David- 
son, Robertson,  and  Montgomery  Counties 
organized  the  Andrew  Jackson  Academy  of 
General  Practice  on  December  9,  1948. 

In  addition  to  adoption  of  a constitution 
and  by-laws,  officers  were  elected  as  fol- 
lows: Dr.  E.  E.  Anderson,  Donelson,  Presi- 
dent; Dr.  A.  R.  Kempf,  Springfield,  Vice- 
President;  and  Dr.  J.  P.  Anderson,  Nash- 
ville, Secretary-Treasurer. 

Dr.  John  S.  Freeman  of  Springfield  and 
Dr.  D.  J.  Johns  of  Nashville  were  elected 
directors  from  Robertson  and  Davidson 
Counties.  V.  O.  Foster,  assistant  secretary 
of  the  Tennessee  State  Medical  Association, 
was  elected  to  honorary  membership  in  the 
academy. 

A scientific  program  committee  was  ap- 
pointed as  follows : Dr.  Paul  E.  Purks, 
Nashville,  Chairman ; Dr.  W.  P.  Stone, 
Springfield ; and  Dr.  Fred  Overton,  Nash- 
ville. 

General  practitioners  in  any  of  the  sev- 
eral counties  in  this  area  may  join.  The 
academy  is  an  affiliate  of  the  Tennessee 
Academy  of  General  Practice,  which  is  a 
division  of  the  American  Academy  of  Gen- 
eral Practice. 

The  Andrew  Jackson  Academy’s  next 
meeting  is  scheduled  for  Springfield  on 
February  3,  1949,  at  8:00  P.M. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Neurovascular  Complications  from  Malpositions 
on  the  Operating  Room  Table.  Slocum,  H.  C., 
O’Neal,  K.  C.,  and  Allen,  C.  R.  Surg.,  Gyn,  & 
Ob.,  86:  729-734,  1948. 


It  is  a matter  of  record  that  injuries  due  to 
malposition  on  the  operating  room  table  occur  more 
often  than  suspected  and  may  be  of  serious  con- 
sequence. 

The  anesthetized  patient  is  more  susceptible  to 
the  effects  of  unphysiologic  position,  since  he  is 
unable  to  complain  of  positions  which  normally 
would  not  be  tolerated.  Damage  to  the  nerves 
or  vascular  structures,  therefore,  is  not  discovered 
until  the  patient  has  recovered  from  the  anesthetic, 
and  unless  the  injury  is  severe,  may  go  unnoticed. 

The  brachial  plexus  is  probably  most  frequently 
damaged  from  malposition.  This  injury  of  the 
plexus  may  be  due  to:  1.  Stretching  of  the  nerves 
over  the  arch  formed  by  the  tendinous  attachment 
of  the  pectoralis  minor  to  the  coracoid  process. 
2.  Depression  of  the  clavicle  into  the  retroclavicular 
space.  3.  Lateral  deviation  and  extension  of  the 
patient’s  head.  4.  Stretching  of  the  plexus  over  the 
prominence  formed  by  the  head  of  the  humerus 
with  the  arm  in  external  rotation,  abduction  and 
extension.  5.  Compression  between  the  clavicle  and 
the  first  rib. 

Most  often  the  abnormal  relations  just  described 
are  produced  by  hyperextending  the  arm  on  a board 
as  is  sometimes  done  for  axillary  surgery,  for  in- 
fusions or  to  make  room  for  the  surgeon’s  assistant. 
Or  if  the  patient  is  in  Trendelenberg  and  inade- 
quately supported  by  shoulder  braces,  the  patient 
may  be  suspended  by  his  wrists,  thereby  stretch- 
ing the  plexus  down  over  the  first  rib.  The  shoulder 
brace  itself  may  cause  injury  when  it  is  not  placed 
over  the  bony  acromioclavicular  joint  and  is  al- 
lowed to  press  on  the  soft  structures  in  the  supra- 
clavicular space.  It  is  interesting  to  note  that 
brachial  plexus  paralyses  have  been  seen  more 
frequently  since  the  introduction  of  curare.  The 
patient  may  present  motor  and/or  sensory  dis- 
turbances of  the  upper  extremity  of  the  shoulder 
girdle  following  injuries  to  the  brachial  plexus. 
Horner’s  syndrome  has  been  recorded  due  to  in- 
jury of  the  lower  roots  of  the  plexus. 

The  radial,  ulnar,  and  median  nerves  are  sus- 
ceptible to  trauma  as  well.  The  ulnar  or  radial 
nerves  are  most  frequently  injured  by  pressure 
cf  the  nerve  between  the  humerus  and  the  edge 
of  the  table. 

Cases  of  foot  drop  from  paralysis  of  the  common 
peroneal  nerve  and  paresthesia  due  to  damage  of 
the  saphenous  nerve  have  been  reported.  After 
lithotomy  position,  the  mechanism  of  this  is  usually 
pressure  in  the  popliteal  fossa. 

Venous  thrombosis,  due  to  stasis  from  braces, 
padding,  or  straps,  making  too  much  pressure  on 
the  superficial  veins. 

Treatment  of  such  injuries  is:  1.  Prophylaxis  by 
padding  all  pressure  areas  and  taking  special  care 
that  there  is  no  excess  tension  on  any  neurovascu- 
lar structure.  2.  Therapeutic  treatment  is  prin- 
cipally physiotherapy.  Most  patients  recover  com- 
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pletely,  although  in  some  instances  permanent  dis- 
function remains.  Sympathetic  blocks  have  some 
value  in  selected  cases. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


“Coronary  Artery  Disease  in  Men  Eighteen  to 
Thirty-Nine  Years  of  Age.”  J.  Allen  Kennedy, 
M.D.  “Report  of  Eight  Hundred  Sixty-Six 
Cases,  Four  Hundred  Fifty  with  Necropsy  Ex- 
aminations” W.  M.  Yater,  A.  H.  Traum,  W.  G. 
Brown,  R.  P.  Fitzgerald,  M.  A.  Geisler,  Blanche 
B.  Wilcox.  American  Heart  Journal,  36,  No.  3, 
334-372.  1948  (September)  Continued  in  Octo- 

ber and  November  (1948)  issues. 

(This  is  an  excellent  statistical  study  of  coronary 
artery  disease  in  young  men,  obtained  from  data 
gathered  by  the  Army  Institute  of  Pathology  and 
the  Veterans  Administration  in  Washington,  D.  C. 
One  must  read  it  in  order  to  appreciate  its  com- 
pleteness.— Reviewer. ) 

This  is  a study  of  866  soldiers  with  coronary 
artery  disease  between  the  ages  of  18  and  39  years, 
450  of  whom  were  examined  at  autopsy.  Two 
hundred  three  of  these  866  soldiers  were  under 
30  years  of  age.  Data  was  obtained  from  the 
hospital  records  and  from  questionnaires  sent  to 
the  patients  who  were  still  living  and  to  families 
of  patients  who  were  dead. 

Obesity  was  not  found  to  be  an  etiological  factor 
of  any  importance.  Twenty-eight  percent  had 
systolic  pressures  above  139  mm.  of  mercury,  and 
nineteen  percent  had  diastolic  pressures  above  89 
mm.  of  mercury.  The  time  of  year  and  geological 
locality  was  not  a factor. 

The  onset  of  the  “coronary  attack”  occurred 
twice  as  often  during  strenuous  activity  consider- 
ing the  time  spent  in  strenuous  activity. 

Forty  percent  had  cardiac  symptoms  prior  to 
the  attack. 

Of  the  450  patients  who  died,  83  percent  died 
within  24  hours  of  the  onset  of  symptoms. 

Pain  was  present  in  98  percent  of  the  patients. 
The  clinical  course  of  the  survivors  showed 
a symptomatic  recovery  in  57  percent,  recurrence  of 
pain  in  25  percent,  and  congestive  heart  failure 
in  11  percent.  Seventeen  of  the  patients  who  sur- 
vived the  first  attack  had  another  acute  myocardial 
infarction. 

All  of  the  450  hearts  examined  at  autopsy 
had  advanced  arteriosclerosis  of  the  coronary  ar- 
teries. 

All  of  the  myocardial  infarcts  found  at  autopsy 
were  located  in  the  left  ventricle  and  /or  the  inter- 
ventricular septum  except  in  seven  patients  in 
which  the  infarcts  were  in  the  posterior  wall  of 
the  right  ventricle. 

Four  patients  had  rupture  of  the  heart,  and 
ventricular  aneurism  was  found  in  four  patients. 


In  191  patients  there  was  arteriosclerosis  of  the 
aorta,  but  in  103  of  these  the  lesions  were  insignifi- 
cant; and  important  sclerosis  of  other  arteries  was 
numerically  insignificant. 


DERMATOLOGY 

By  Clarence  Shaw,  M.D. 
1013  Provident  Building 
Chattanooga  2 


Penicillin  Versus  Penicillin-malaria  in  the  Treat- 
ment of  Dementia  Paralytica.  Y.  T.  Wong  and 

Henry  Packer.  Am.  J.  Syph.,  Gonor.  & Ven. 

Dis.,  32:  212-223,  1948. 

The  authors  report  on  a group  of  46  patients 
with  dementia  paralytica  or  dementia  paralytica 
with  tabes  treated  at  the  Gailor  (Memorial)  Psychi- 
atric Hospital  (Memphis,  Tenn.) 

The  patients  were  divided  into  two  groups  with 
essentially  similar  psychoses;  one  group  received 
penicillin  alone  while  the  other  received  penicillin 
plus  malaria.  The  average  duration  of  symptoms 
of  neurosyphilis  in  the  two  groups  was  17.5  and 
16.5  months,  respectively.  Spinal  fluid,  obtained 
by  lumbar  puncture,  was  examined  before  and  after 
treatment  and  at  intervals  of  3 months  thereafter. 
The  Kolmer  complement-fixation  test  was  employed 
in  blood  serologic  studies,  and  colloidal  gold  tests 
were  performed  by  standard  procedure.  Fever 
was  measured  by  the  number  of  hours  above  103° 
F.  (rectal)  based  on  temperature  readings  taken 
every  30  minutes  during  each  paroxysm.  The  aver- 
age amount  of  fever  received  by  the  penicillin- 
malaria  group  was  35  hours.  Penicillin  was  ad- 
ministered intramuscularly  as  the  sodium  salt  in 
isotonic  saline  solution  in  doses  of  30,000  units 
every  3 hours  day  and  night,  the  penicillin  and 
the  penicillin-malaria  groups  receiving  an  average 
of  5.99  and  5.74  million  units,  respectively,  over 
a period  of  21.8  days  for  both  treatment  groups. 

An  analysis  of  the  data  shows  the  following  re- 
sults: (1)  Mean  cell  counts  at  the  end  of  treatment 
and  after  3 and  6 months  were  identical  for  both 
groups;  at  the  end  of  6 months,  83  percent  of  the 
penicillin  group  and  86  percent  of  the  penicillin- 
malaria  group  achieved  cell  counts  of  4 or  less 
(considered  normal);  (2)  mean  protein  values  for 
the  penicillin  and  penicillin-malaria  groups  at  the 
end  of  6 months  were  47  and  48  mg.  per  100  cc. 
spinal  fluid,  respectively;  (3)  no  patient  in  either 
treatment  group  manifested  a normal  colloidal  gold 
test  at  the  end  of  6 months,  indicating  a much 
slower  return  to  normal  than  in  the  case  of  spinal 
fluid  cell  counts  or  protein;  (4)  changes  observed 
in  spinal  fluid  Kolmer  titers  showed  a slow  steady 
upward  trend  in  the  mean  quantity  of  spinal  fluid 
required  to  give  3-  to  4-plus  reactions  over  the 
period  of  observation;  at  the  end  of  6 months,  72 
percent  of  the  penicillin  group  and  71  percent  of 
the  penicillin-malaria  group  gave  such  reactions 
in  0.125  cc.  or  less  of  spinal  fluid;  (5)  while  the 
mean  titer  of  the  blood  Kolmer  test  for  the  peni- 
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cillin  group  was  considerably  higher  at  the  outset, 
both  groups  showed  a steady  decline  in  titer  during 
the  6-month  period  following  treatment,  with  re- 
ductions in  titer  to  57  and  49.2  percent,  respective- 
ly, of  the  original  titers.  The  reductions  in  the 
spinal  fluid  titers  for  the  two  groups,  54.7  and  48.5 
percent,  respectively,  of  the  original  titers  were 
seen  to  parallel  closely  with  the  reductions  observed 
in  the  blood  titers.  The  proportion  of  patients 
achieving  50  percent  or  more  clinical  improvement 
was  not  significantly  different  in  the  penicillin  and 
penicillin-malaria  groups  (74  and  78  percent,  re- 
spectively), and  relapses,  which  occurred  between 
6 and  12  months  following  completion  of  treat- 
ment, were  observed  only  in  patients  receiving  3.6 
million  units  or  less  of  penicillin. 

In  this  study,  no  significant  advantages  were 
evident  in  the  improvement  in  spinal  fluids,  blood 
serologic  tests,  or  clinical  manifestations  with  the 
addition  of  malaria  therapy  to  the'  penicillin  regi- 
men, response  in  the  two  groups  being  essentially 
equivalent.  It  is  therefore  recommended  by  the 
authors  that  additional  studies  of  this  type  be  made 
to  determine  further  the  value  of  malaria  in  the 
treatment  of  neurosyphilis. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


The  LeFort  Colpocleisis:  An  Analysis  of  43  Opera- 
tions. Charles  Mazer,  M.D.,  and  S.  Leon  Israel, 

M.D.,  Philadelphia,  Pa.  Am.  Journal  of  Obst. 

& Gynec.,  56,  5;  pp.  944-948,  November,  1948. 

The  advantages  of  the  LeFort  operation  include 
the  rapidity  and  ease  of  its  performance,  even 
under  local  anesthesia,  factors  of  inestimable  value 
in  avoiding  undesirable  shock  and  trauma  in  elder- 
ly women  who  are  unfit  for  more  extensive  oper- 
ations. The  principles  underlying  the  surgical 
treatment  of  uterovaginal  prolapse  are  briefly 
enumerated.  The  indications  for  the  LeFort 
colpocleisis,  as  one  of  the  forms  of  surgical  treat- 
ment, are  stated,  and  the  history  of  the  operation 
reviewed.  The  results  attained  in  43  patients  sub- 
jected to  the  LeFort  operation  are  analyzed,  noting 
an  anatomic  failure  in  one  patient  and  a functional 
failure  in  another.  The  authors’  technique  of 
colpocleisis,  including  a circular  amputation  of  the 
cervix  as  part  of  the  operation  when  indicated, 
is  described.  A singular  disadvantage  of  the  oper- 
ation is  the  later  inaccessibility  of  the  uterus  in 
the  event  of  subsequent  metrorrhagia,  as  evidenced 
by  the  histories  of  three  patients  in  the  group  of 
43  reported.  The  importance  of  avoiding  estrogen 
administration  for  fear  of  inducing  diagnostically 
disturbing,  uterine  bleeding  in  women  who  have 
had  a LeFort  operation  is  emphasized. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D 
Bennie-Dillon  Building,  Nashville 


The  Expectant  Management  of  Placenta  Previa. 

Tiffany  J.  Williams.  Am.  J.  Obst.  & Gynec.,  55; 

169-176,  January  1948. 

While  maternal  mortality  has  been  appreciably 
reduced  in  the  past  decade,  mainly  by  whole  blood 
transfusions  to  replace  blood  loss,  fetal  mortality 
in  placenta  previa  remains  high,  largely  because 
of  prematurity.  Ample,  properly  matched  blood 
and  caution  in  the  use  of  vaginal  manipulations 
may  make  it  possible  to  continue  the  pregnancy 
until  the  child  is  larger  and  so  increase  the  fetal 
salvage. 

Among  105  cases  of  placenta  previa  seen  during 
the  past  11  years,  41  were  treated  in  an  expectant 
manner.  Of  the  total  cases,  21  were  classified  as 
central,  23  as  partial,  and  61  as  marginal.  Diag- 
nosis was  established  on  cesarean  section  or  on 
vaginal  examination.  Diagnosis  by  x-ray  exami- 
nation was  attempted  in  64  patients,  with  positive 
diagnosis  for  placenta  previa  in  51  and  incon- 
clusive findings  in  13. 

There  was  one  maternal  death  (0.95  per  cent), 
a multipara  in  her  8th  month  of  pregnancy  with  a 
dead  fetus.  There  had  been  persistent  bleeding  at 
home  for  3 weeks,  and  numerous  vaginal  examina- 
tions by  the  local  physician,  following  one  of  which 
an  alarming  hemorrhage  occurred.  Patient  ar- 
rived at  the  hospital  almost  exsanguinated  and 
with  a temperature  of  101  F.  Five  days  after  an 
easy  delivery  induced  by  rupture  of  membranes 
she  died  of  a generalized  infection  (before  the  era 
of  chemotherapy). 

The  fetal  mortality  was  28  per  cent — 14  still- 
births and  15  neonatal  deaths  among  105  infants. 
Among  the  74  patients  who  were  successfully  car- 
ried to  term  or  who  did  not  have  their  initial 
bleeding  until  the  child  was  of  term  size,  the  fetal 
mortality  rate  was  only  10  per  cent,  as  compared 
with  a rate  of  68  per  cent  in  the  31  patients  who 
went  into  labor  spontaneously  or  in  whom  the 
pregnancy  was  terminated  before  the  child  attained 
a size  of  2500  gm.  Recent  reports  in  the  literature 
average  about  32.5  per  cent  fetal  mortality,  while 
the  earlier  methods  resulted  in  5-10  per  cent  ma- 
ternal death  and  40-50  per  cent  fetal  deaths. 

In  treatment  of  antepartum  bleeding,  ample 
properly  matched  blood  should  be  given.  Placenta 
previa  requires  hospitalization  for  diagnosis  and 
treatment.  Vaginal  examinations  performed  in  the 
home  may  cause  more  hemorrhage,  occasionally 
seem  to  start  uterine  contractions,  and  in  general 
do  not  improve  the  outlook  for  mother  or  baby. 
In  addition,  vaginal  examinations,  particularly  if 
packing  is  placed  in  the  vagina  and  around  the 
cervix,  carry  the  risk  of  infection. 

Usually  the  presenting  part  does  not  engage 
satisfactorily  in  the  superior  strait  of  the  pelvis,  as 
may  be  determined  by  abdominal  examination,  if 
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any  appreciable  degree  of  placenta  previa  is 
present.  The  high  unengaged  presenting  part  or 
an  abnormal  presentation,  transverse  or  oblique, 
in  the  presence  of  antepartum  bleeding,  strongly 
suggests  placenta  previa. 

If  the  patient  is  at  term  or  has  an  apparently 
viable  baby,  method  of  delivery  may  be  selected 
as  soon  as  her  condition  permits.  If  the  presenting 
part  is  not  engaging  in  the  pelvis,  vaginal  exami- 
nation is  particularly  hazardous  and  is  often  omit- 
ted. When  delivery  is  decided  upon,  if  the  part  is 
still  floating  or  presenting  abnormally,  cesarean  is 
done.  Even  though  the  preoperative  diagnosis 
may  at  times  be  incorrect  and  the  bleeding  from 
another  cause,  it  is  felt  that  an  abnormal  presen- 
tation with  a viable  baby  is  more  safely  delivered 
by  section. 

If  the  presenting  part  is  dipping  into  the  pelvis 
and  delivery  has  been  decided  upon,  a vaginal  exam- 
ination is  done.  The  condition  of  the  cervix  and 
lower  segment  is  gently  determined.  When  the 
presenting  part  cannot  be  readily  felt  through 
the  tissues  lateral  to  the  cervix,  it  suggests  the 
presence  of  placental  tissue  in  the  lower  segment. 
If  the  cervical  canal  is  short  and  admits  the  finger, 
the  region  around  the  internal  os  is  cautiously  felt. 
If  placental  tissue  is  palpated,  every  effort  is  made 
to  avoid  disturbing  its  attachments.  If  the  cervix 
is  short,  soft,  and  patulous,  and  a portion  of  the 
internal  os  is  not  covered  by  the  placenta,  the 
membranes  are  ruptured.  When  the  cervix  is  not 
favorable  for  vaginal  delivery,  or  if  the  internal  os 
is  completely  covered  by  placental  tissue,  cesarean 
section  is  performed. 

Where  the  child  seems  too  small  to  survive  and 
labor  has  not  begun,  a gentle  examination  of  the 
vagina  and  cervix  may  be  done  to  eliminate  the 
possibility  of  bleeding  from  ruptured  varices  or 
cervical  tumors,  but  the  cervical  canal  should  not 
be  explored.  The  patients  are  kept  under  observa- 
tion, preferably  in  the  hospital,  although  some  have 
been  allowed  to  go  home  under  instructions  to  ab- 
stain from  sexual  intercourse,  to  permit  no  vaginal 
examinations,  and  to  return  to  the  hospital  with 
the  first  recurrence  of  bleeding.  Forty-one  patients 
were  kept  under  observation,  from  2 days  to  3 
months,  in  an  effort  to  obtain  a viable  child;  14 
had  2 or  more  periods  of  hospitalization  for  recur- 
rent bleeding.  Of  these  41,  5 babies  (12  per  cent) 
were  lost:  1 term  baby  with  congenital  malforma- 
tions, 1 stillborn  premature,  and  3 prematures  who 
died  neonatally.  In  view  of  the  better  fetal  results 
(12  per  cent  mortality  as  compared  with  28  per 
cent  for  the  entire  series)  and  with  no  apparent 
increased  maternal  risk,  it  would  seem  that  an 
expectant  attitude  in  the  management  of  placenta 
previa  is  worthy  of  trial. 

Although  one  discussant  believed  that  those  who 
are  kept  under  observation  for  either  ectopic  preg- 
nancy or  placenta  previa  can  sustain  major  hem- 
orrhage and  reach  irreversible  shock  before  they 
can  be  helped,  and  that  consequently  in  cases  of 


placenta  previa  the  pregnancy  should  be  terminated 
irrespective  of  the  estimated  age  of  the  fetus,  the 
majority  of  the  discussants  agreed  that  expectant 
treatment  is  of  value  in  certain  cases,  provided 
always  that  the  patient  is  kept  under  trained  ob- 
servation. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Need  for  Informative  Labeling  of  Sun  Glasses. 

D.  Farnsworth.  American  Journal  of  Ophthal- 
mology, November,  1948. 

The  purpose  of  this  article  is  to  dissipate  the 
superstitions  about  the  value  of  sun  glasses  by  a 
summary  of  the  simple  facts.  If  an  individual  in  a 
particular  circumstance  feels  no  eyestrain,  does 
not  squint,  and  is  not  irritated  emotionally,  there 
appears  to  be  no  reason  why  he  should  wear  sun 
glasses.  One  of  the  best  methods  of  protection 
against  glare  is  afforded  by  shielding  of  the  eyes 
from  light  from  above,  below,  and  from  the  sides. 
Most  glare  seems  to  be  peripheral  glare.  Lobster- 
men’s  caps,  which  have  greatly  elongated  visors, 
are  efficient.  We  must  largely  rely  on  a simple 
glass  which  mitigates  glare  by  reduction  of  inten- 
sity of  light  rather  than  by  eliminating  peripheral 
light.  It  should  be  nearly  neutral  in  color,  transmit 
10  to  20  percent  of  the  light  and  transmit  very 
little  energy  below  400  microms  or  above  700 
microms.  Broad,  well-fitted  lenses  should  exclude 
peripheral  light. 

Sun  glasses  should  be  worn  in  exceedingly  strong 
light,  heat,  and  high  altitudes,  and  in  ordinary 
intensities  by  people  whose  eyes  are  hypersensitive. 
They  should  be  worn  by  individuals  newly  sub- 
jected to  unaccustomed  intensities.  They  should 
not  be  worn  when  the  illumination  level  is  low 
and  should  never  be  worn  for  night  driving. 

Sun  glasses  can  only  be  intelligently  selected  if 
the  manufacturer  will  clearly  label  his  product 
as  to  its  essential  characteristics. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


The  Operative  Treatment  of  Cancer  of  the  Large 
Bowel.  W.  Wayne  Babcock,  M.D.,  Philadelphia, 
Pa.  Delaware  State  Medical  Journal,  May, 
1944. 

Carcinoma  of  the  large  bowel  is  the  second,  if 
not  the  first,  commonest  cancer  occurring  within 
the  body.  The  diagnosis  often  is  easily  made,  yet 
frequently  is  rendered  difficult  in  an  endeavor  to 
be  scientifically  accurate.  Where  cancer  is  located 
in  the  rectum,  the  X-ray  commonly  fails  to  demon- 
strate a carcinoma  of  the  bowel.  It  is  the  “blind 
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spot”  of  the  roentgen  eye.  Experience  has  in- 
creased confidence  in  the  reliability  of  digital  exam- 
ination. Ninety-eight  per  cent  of  the  cancers  of 
the  lower  bowel,  when  first  examined,  have  an 
excavated  ulcer  surrounded  by  a raised,  lolled  in- 
durated and  often  ragged  border.  The  induration 
extends  into  the  depths  of  the  wall  of  the  bowel. 
Biopsy  is  then  unnecessary,  since  it  is  frequently  in- 
accurate, it  opens  lymphatic  and  blood  vessels  thus 
favoring  metastasis,  and  hemorrhage  may  follow. 
Where  the  growth  is  of  the  rare,  early  papillary 
or  polypoid  type  and  no  ulceration  has  occurred, 
biopsy  is  necessary. 

There  is  a fairly  unanimous  agreement  as  to 
symptoms  and  the  need  of  early  radical  extirpation 
of  the  cancer,  and  also  as  to  the  inadequacy  of  local 
destructive  measures.  Intestinal  cancels  aie  chai- 
acterized  by  a resistance  to  irradiation  and  by 
quick  spread. 

As  to  the  preferred  operative  treatment  there  is 
great  difference  of  opinion.  For  the  colon  above 
the  level  of  the  sigmoid  wide  excision  is  the  general 
practice,  but  with  different  technics.  Recent  ex- 
perience shows  that  the  lowest  mortality  and  mor- 
bidity are  associated  with  single  stage,  direct  types 
of  operation.  The  Mikulicz,  or  more  properly  the 
Block  or  Paul  operation,  requires  operative  steps 
covering  several  months,  produces  a weak  scar  or 
perhaps  secondary  hernia,  and  there  is  difficulty 
in  closing  the  residual  fistula.  Furthermore  its 
exteriorization  imposes  restriction  upon  its  radical 
nature.  Added  to  the  primary  mortality,  which  in 
experts  hands  has  reached  17  per  cent,  is  the  num- 
ber of  patients  who  later  develop  a cancerous  mass 
in  the  retained  segments  of  colon  or  in  the  adjacent 
abdominal  wall  or  in  the  mesentery.  After  a period 
of  rehabilitation,  these  patients  may  develop  metas- 
tasis in  the  liver,  peritoneum  or  inguinal  lymphatics. 

A single  stage,  end  to  end  anastomosis  over  a 
single  clamp  eliminates  the  prolonged  hospitaliza- 
tion, the  intestinal  discharges,  multiple  operations, 
and  weakness  of  the  abdominal  wall  of  the  Mikulicz 
procedure.  By  the  use  of  special  short  clamps  for 
growths  to  within  four  inches  of  the  anus,  cancer 
of  the  mid  or  upper  rectum  may  be  removed  with- 
out disturbing  the  pelvic  floor  or  sphincters.  For 
cancer  of  the  lower  rectum,  the  rectosigmoid  and 
mesentery  are  liberated  through  an  oblique  left 
suprainguinal  incision,  the  abdominal  wound  closed, 
and  the  bowel  brought  through  a perineal  incision 
and  the  sigmoid  implanted  in  the  split  or  denuded 
anal  ring  with  retention  of  the  sphincter  and  their 
nerve  supply.  Anal  cancers  differ  from  those 
of  the  rectum  and  sigmoid  in  having  a lymphatic 
spread  to  the  medical  inguinal  lymphatics.  As 
there  is  little  tendency  to  an  upward  diffusion, 
local  perineal  resection  with  wide  excision  of  the 
surrounding  perineal  structures  and  with  an  associ- 
ated or  later  excision  of  the  inguinal  lymphatics  is 
desirable. 

The  best  palliative  operation  is  the  radical  re- 
moval of  the  primary  growth  without  colostomy. 

A diffuse  peritoneal  malignancy  with  ascites  is 


about  the  only  contraindication  for  the  radical  pro- 
cedure, in  which  case  the  abdomen  is  immediately 
closed  with  layer  suture  of  alloy  steel  wire,  and 
the  patient  encouraged  to  be  out  of  bed  and  to 
return  home  within  a week. 

Complications,  including  urinary  retention  and 
impotence,  are  best  avoided  by  an  abdominal  re- 
section and  anastomosis. 
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Practical  Bacteriology,  Hematology,  and  Parasi- 
tology. E.  R.  Stitt,  M.D.,  Ph.M.,  Sc.D.,  LL.D., 
Paul  W.  Clough,  M.D.,  Sara  E.  Branham,  M.D., 
Ph.D.,  Sc.D.,  and  Contributors.  Published  by 
The  Blakiston  Co.,  Philadelphia. 

It  is  indeed  a pleasure  to  have  the  opportunity 
of  reviewing  a new  text  with  the  same  familiar 
title,  Practical  Bacteriology,  Hematology  and  Para- 
sitology, which  has  been  on  clinical  laboratory 
benches  and  shelves  for  almost  forty  years.  The 
first  edition  was  written  to  cover  the  fields  of  clin- 
ical microscopy  so  as  to  correlate  the  subjects  with 
clinical  diagnosis.  In  this  tenth  edition  the  authors 
have  succeeded  in  continuing  the  amazing  task  of 
covering  its  subjects  in  954  pages  with  a clear  and 
concise  manner  for  practical  work  in  a clinical 
laboratory. 

The  book  has  its  contents  divided  into  four  parts : 
Part  I.  Bacteriology 
Part  II.  Hematology 

Part  III.  Parasitology 

Part  IV.  Clinical  and  Pathologic  Examina- 
tion of  the  Various  Body  Fluids  and 
Organs 

Appendix 

Besides  the  three  authors  there  are  three  con- 
tributing authors  who  have  added  much  to  this 
edition  by  writing  the  chapters  pertaining  to  their 
special  interests  and  recent  developments.  Dr. 
Norman  H.  Topping  is  credited  with  the  chapter 
on  “Richettsia.”  Lieutenant  Commander  Robert  J. 
Goodlow  contributes  the  chapter  on  “Medical  My- 
cology.” Lieutenant  Genevieve  Short  writes  the 
section  on  “Serodiagnostic  Test  for  Syphilis. 
Lieutenant  Commander  Paul  V.  Wooley  contributes 
to  the  chapters  on  “Preparation  of  Media  and  Re- 
agents,” “Staining  Methods  and  Special  Proced- 
ures.” 

In  all  these  chapters  the  usual  Stitt  manner  is 
still  followed  which  makes  for  convenience  to  the 
many  users  of  the  previous  texts.  It  is  the  well- 
organized  book  such  as  this  that  is  always  in  need 
with  abundance  of  factual  and  practical  informa- 
tion that  should  be  available  in  all  clinical  labora- 
tories. 

From  the  many  tributes  that  are  paid  to  those 
of  the  Navy  Medical  Center  and  the  National 
Institute  of  Health,  one  can  readily  realize  that 
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this  is  not  a new  book  but  is  the  tenth  edition  of 
a valuable  old  text  that  has  been  brought  up  to 
date  by  contributions  from  many  sources. 

Charles  G.  Ransom 


Standards  for  the  Diagnosis  and  Treatment  of 
Cancer,  by  The  Cancer  Committee  of  the  Iowa 
State  Medical  Society.  Athens  Press,  Iowa  City, 
Iowa.  160  pages;  price,  $1.00. 

The  recent  effort  of  the  Iowa  State  Medical 
Society  deserves  mention  by  virtue  of  what  it  has 
attempted  in  the  presentation  to  the  general  med- 
ical public  of  a short,  simple,  concise,  readable 
handbook  on  cancer.  To  quote  the  introduction 
to  the  first  edition  in  1937 : “The  authors  deter- 
mined some  time  since  that  it  should  be  possible  in 
a small  manual  to  present  the  essential  sympto- 
matology, the  recognized  methods  of  diagnosis,  and 
a survey  of  the  accepted  therapeutic  procedures 
for  the  more  common  malignant  growths.”  At 
that  time  they  succeeded  in  doing  this.  The  cur- 
rent manual  is  a revision  with  some  older  statistics 
and  attitudes  retained. 

This  new  edition  tends  to  be  so  concentrated 
that  much  of  its  information  is  by  implication, 
requiring  a reasonably  wide  acquaintance  with  the 
modern  approach  to  cancer  diagnosis  and  therapy 
in  order  to  read  into  the  text  what  is  implied.  A 
man  with  less  knowledge  could  not  fully  appreciate 
the  depth  of  suggestion,  while  one  with  such  infor- 
mation hardly  needs  the  book.  On  the  other  hand, 
there  is  a fair  listing  of  common  differential  diag- 
nostic problems,  and  the  arrangement  of  material 
throughout  the  manual  invites  rapid  reference. 

In  so  far  as  the  content  of  the  handbook  is  con- 
cerned, it  appears  to  this  reviewer  that  there  is 
undue'  emphasis  on  substitute  procedures  generally 
recognized  as  less  effective  treatment,  but  recorded 


and  apparently  accepted  because  of  a patient’s 
possible  refusal  of  known  curative  measures.  This 
is  particularly  well  illustrated  in  the  suggestion 
that  electro-coagulation  is  used  as  a proper  sub- 
stitute for  radiation  or  adequate  surgery  in  pri- 
mary neoplasms  of  the  lip,  or  that  “heavy  X-ray 
treatment  may  be  applied  to  the  cervical  nodes  as 
a prophylactic  or  palliative  procedure,”  in  this 
condition.  It  seems  more  proper  to  insist  that 
patients  refusing  the  more  curative  treatment  are 
problems  in  education  by  the  physician  rather  than 
candidates  for  treatment  by  methods  which  com- 
promise both  the  patient  and  his  doctor. 

No  real  section  on  terminal  care  is  included  in 
this  manual,  an  unfortunate  omission  when  one 
recognizes  the  prevalence  of  this  problem  in  gen- 
eral practice.  The  little  treatment  it  is  accorded 
in  a general  discussion  entitled  “The  Family  Doc- 
tor” flagrantly  violates  the  government’s  attitude 
on  drug  addiction  and  the  principles  of  pharma- 
cology by  suggesting  that  danger  of  addition  in 
incurable  cancer  is  “nonexistent,”  and  that  no 
pain  is  uncontrollable  by  intravenous  morphine. 
Both  of  these  suggestions  are  false. 

Interest  in  the  cancer  problem,  especially  as  it 
involves  impressing  the  practicing  physician  with 
the  necessity  of  utilizing  available  measures  to 
arrive  at  the  correct  diagnosis,  has  advanced  con- 
siderably over  the  past  ten  years.  We  cannot  yet 
feel,  as  stated  in  the  Iowa  Cancer  Manual,  that  the 
intervening  years  have  considerably  reduced  the 
average  practitioner’s  tendency  to  procrastinate. 
In  so  far  as  this  manual  can  be  brought  to  the 
attention  of  that  gentleman,  it  should  serve  to 
lessen  that  tendency. 

Lyndon  Lee,  M.D. 
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1948  MEMBERS  OF  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The 
data  are  accurate  as  of  December  1,  1948.  They 
are  arranged  in  the  following-  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged  alphabetically 
and  the  members  in  each  town  arranged  alphabeti- 
cally. 

List  of  members  residing  outside  the  state  ar- 
ranged alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1948. 
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COUNTY 
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(Mbr.  Hamilton  Co.) 
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Roland  D.  Lamb 

R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Lars<°n 
Horace  T.  Lavely,  Jr. 
W.  P.  Law 

G.  Allen  Lawrence 
John  Ledbetter 
(Mbr.  Montgomery 
Co.) 

John  M.  Lee 
John  J.  Lentz 
Norris  C.  Leonard, 

D.D.S. 

Elias  A.  Lessem 
Jas.  D.  Lester 
Milton  S.  Lewis 
Richard  C.  Light 
Rudolph  Light 
L.  S.  Love 
J.  P.  Lowe 

S.  L.  Lowenstein 
C.  F.  Lucky 
(Mbr.  Williamson 
Co.) 

Frank  H.  Luton 
Philip  Lyle 
(Mbr.  Montgomery 
Co.) 

Robt.  H.  Magruder 
Guy  Milford  Maness 

T.  Owsley  Manier 
Travis  H.  Martin 
W.  D.  Martin 
Andrew  Mayer 
Ben  Mayes 

W.  M.  McCabe 

G.  S.  McClellan 
C.  C.  McClure 
Robt.  L.  McCracken 
C.  S.  McMurray 

E.  Erie  McDonnell 
Barton  McSwain 
Wm.  F.  Meacham 
George  R.  Meneely 
Cleo  M.  Miller 
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Walter  M.  Morgan, 
D D.S. 

Hugh  J.  Morgan 

N.  B.  Morris 
P.  G.  Morrissey 

P.  G.  Morrissey,  Jr. 

M.  K.  Moulder 

D.  L.  Mumpower 
Lamb  B.  Myhr 
Oscar  G,  Nelson 

O.  A.  Oliver,  D.D.S 
Eugene  Orr 

Wm.  F.  Orr,  Jr. 
James  C.  Overall 
Fred  W.  T.  Overton 

R.  C.  Patterson,  Jr. 

H.  E.  Paty 

Edna  Pennington 
J.  C.  Peterson 

M.  A.  Petrone 
Cobb  Pilcher 
Thos.  G.  Pollard 
Bruce  P'Pool 

J.  J.  Post 
Samuel  B.  Prevo 
James  N.  Proffitt 
Paul  E.  Purks 
Chas.  C.  Randall 
James  Seay  Read 

E.  M.  Regen 
Sidney  C.  Reichman 
W.  E.  Reynolds 

S.  B,  D.  Rhea 
H.  P Rieger 
Daniel  C.  Riordon 
Elkin  L.  Rippy 

S.  S.  Riven 
Ben  H,  Robbins 
Miller  Robinson 

E.  L.  Roberts 
Louis  Rosenfeld 
Kenneth  G.  Ross 
Sam  T.  Ross 

R.  T.  Rucks 
Dan  Sanders,  Jr. 

J.  H.  Sayers 
James  D.  Schuler 

A.  B.  Scoville,  Jr. 
George  F.  Seeman, 

D.D.S. 

D.  C.  Seward 
Trimble  Sharber 
John  L.  Shapiro 

N.  S.  Shofner 
H.  H.  Shoulders 
H.  S.  Shoulders 
Harrison  J.  Shull 
Ammie  T.  Sikes 

T.  E.  Simpkins 
Melvin  M.  Simmons 
Daugh.W.  Smith 
Henry  C.  Smith 

C.  J.  Speas 
Herman  Spitz 
Bertram  Spofkin 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 

N.  H.  Strickland,  Jr. 
Robt.  E.  Sullivan 
W.  Albert  Sullivan 
W.  D.  Sumpter 
Arthur  J.  Sutherland 

R.  M.  Taliaferro 
W.  Huston  Tanksley 
Edw.  L.  Tarpley 

S.  R.  Teachout 
Pauline  Tenzel 
Robert  T.  Terry 

A.  B.  Thach,  Sr. 

C.  S.  Thomas 

J.  N.  Thomasson 
W.  Oakes  Tirrill,  Jr. 
C.  C.  Trabue 
C.  B.  Tucker 
Harlin  G.  Tucker 
Wm.  H.  Tucker 
James  J.  Vaughan 
Wm.  O.  Vaughan 

O.  F.  Von  Werssowetz 
Ethel  Walker 

Paul  L.  Warner 
R.  J.  Warner 
R.  E.  Warren 
(Mbr.  Giles  Co.) 
Thomas  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
Olin  West 

Joe  T.  Whitfield 
W.  W.  Wilkerson,  Jr. 
Claiborne  Williams 
Edwin  L.  Williams 
W.  C.  Williams 
Jack  Witherspoon 


W.  H.  Witt 
Chas.  R.  Womack 
M.  C.  Woodfin 
Burnett  W.  Wright 
John  L.  Wyatt 
R.  E.  Wyatt 
T.  Hugh  Young 
John  B.  Youmans 
Kate  Savage  Zerfoss 
Thos.  B.  Zerfoss 
Renee  Zindwer 
Chas  Zirkle 

Old  Hickory 
T.  W.  Dailey 
Helen  M.  Deane 
Zeke  C.  Gammell 
James  K.  Goldstene 
E.  P.  Johnson 
Alfred  Meyer 
R.  P.  Miller 
E.  B.  Rhea 

DECATUR  COUNTY 

Decaturville 
H.  L.  Conger 


DICKSON  COUNTY 
Charlotte 

Mary  Baxter  Cook 
Dickson 
R.  P.  Beasley 
W.  A.  Bell,  Jr. 

W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C.  Jackson 
W.  M.  Jackson 
W.  J.  Sugg 

Vanleer 
W.  A.  Bell,  Sr. 


DEKALB  COUNTY 

Alexandria 
Odell  Mason 
(Mbr.  Smith  Co.) 

DYER  COUNTY 

Dyersburg 
W E.  Anderson 
J.  Paul  Baird 
Thos.  V.  Banks 
John  E.  Came 
Percy  A.  Conyers 

G.  B.  Huckaby 

O.  B.  Landrum 
J.  A.  Ledbetter 
J.  B.  Moody 

J.  C.  Moore 
J.  H.  Nunn 
J . G.  Price 
R.  David  Taylor 

P.  C.  Tipton 
Lydia  V.  Watson 

Lenox 

W.  G.  Shelton 
Newbern 
Wm,  L.  Phillips 
Patrick  Widdis 

FAYETTE  COUNTY 
Moscow 
M.  B.  Feemster 
Oakland 
L.  D.  MoAuley 
Rossville 
F.  K.  West 

Somerville 

H.  L.  Armstrong 
John  L.  Armstrong 
Tohn  W.  Morris 
Wiggins  W.  Wilder 


FENTRESS 

COUNTY 

Jamestown 

Guy  C.  Pinckley 
J.  Peery  Sloan 

Wilder 
C.  A.  Collins 


FRANKLIN 

COUNTY 

Huntland 

Frank  K.  Mears,  Jr. 

Sewanee 
R.  R.  Gatling 
Charles  B.  Keppler 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 
Oscar  N.  Torian 

Winchester 
Reynolds  Fite 
J.  P.  Moon 
Alfred  Parker  Smith 
George  L.  Smith 

GIBSON  COUNTY 
Bradford 
J.  H.  McAnerny 
Dyer 

F.  Douglass 
John  J.  Jackson 

Humboldt 
H.  S.  Barker 
Chas.  W.  Davis 
A.  H.  Fick 
J.  W.  Oursler 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robt.  Morris 

Milan 

H.  P.  Clemmer 
James  O.  Fields 
R.  F.  Hughes 

P.  D.  Jones 

F.  L.  Keil 

Rutherford 
W.  F.  Bell 

Trenton 
Jas.  M.  Allen 
Edw.  C.  Barker 
J.  O.  Barker 
James  W.  Hall 

M.  D.  Ingram 
W.  C.  McRee 

GILES  COUNTY 
Bethel 

L.  A.  Edmondson 
Lynnville 
W.  F.  Copeland 
Pulaski 
T.  F.  Booth 
A.  W.  Dean 

F.  B.  Hulme 
W.  J.  Johnson 
Roy  W.  Money 
W.  K.  Owens 
J.  U.  Speer 

GRAINGER 
COUNTY 
Rutledge 
L.  C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 

GREENE  COUNTY 
Greeneville 

C.  Y.  Bailey 

V.  R.  Bottomly 
L.  E.  Coolidge 
R.  S.  Cowles 

N.  H.  Crews 
L.  E.  Dyer 

Luke  L.  Ellenburg 

P.  L.  Fisher 
C.  P.  Fox.  Tr. 

Haskell  W.  Fox 
R.  B.  Gibson 
J.  G.  Hawkins 
Hal  Henard 
C.  B.  Laughlin 

W.  T.  Mathes 

W.  Lewis  McGuffin 

Mosheim 
Dale  Brown 


Tusculum 
Jim  Campbell 

GRUNDY  COUNTY 
Palmer 

O.  H.  Clements 
Wm.  W.  Shacklett 
(Mbr.  Rutherford 
Co.) 

Pelham 

U.  B.  Bowden 


HAMBLEN 
COUNTY 
Morristown 
M.  J.  Bellaire 
H.  W.  Bennett 

P.  L.  Brock 
J.  K.  Cooper 
W.  E.  Howell 
Y.  Alvin  Jackson 

L.  W.  Nabers 
F.  F.  Painter 
J.  L.  Pearce 

R.  A.  Purvis 

D.  R.  Roach 

D.  J.  Zimmermann 

HAMILTON 

COUNTY 

Chattanooga 

John  W.  Adams 
Justin  O.  Adams 
Geo.  B.  Alder 
C.  H.  Alper 

E.  R,  Anderson 
Wm.  E.  Anderson 
Bernice  Andrews 
Sam  E.  Andrews 
J.  J.  Armstrong 
H.  M.  Ausherman 
C.  H.  Barnwell 

S.  H.  Barrett 
Wesley  A.  Barton 
Alvin  H.  Benz 

J.  L.  Bibb 

M.  W.  Binger 

E.  L.  Bishop 

(Mbr.  Davidson  Co.) 

T.  R.  Blanks 
Walter  E.  Boehm 

F.  B.  Bogart 
C.  R.  Bradford 
J.  W.  Bradley 
Frank  S.  Brannen 
J.  C.  Brooks 

J.  C.  Brooks,  Jr. 

L.  P.  Brooks 
S.  W.  Brown 

E.  F.  Buchner,  Jr. 

W.  R.  Buttram 
Earl  R.  Campbell 
Douglas  Chamberlain 
Cleo  Chastain 
J.  B.  Crawford 
Tolbert  C.  Crowell 
Doyle  E.  Currey 
J.  Tom  Currey 

O.  M.  Derryberry 

E.  M.  DeLay 
Robt.  G.  Demoss 
J.  F.  Dietrich 
Paul  H.  Dietrich 
Albert  S.  Easley 
A.  E.  Ebert 
Robt.  E.  Eyssen 
J.  R.  Fancher 
John  B.  Fitts 
Richard  Van  Fletcher 
A.  C.  Ford 
S.  A.  Fowler 
Guy  M.  Francis 
J.  E.  Frazier 
J.  Marsh  Frere 
O.  C.  Gass 
Dean  W.  Golley 
Paul  M.  Golley 
A.  E.  Goodloe 

F.  Russell  Hackney 
Alton  G.  Hair 
J.  L.  Hamilton 
H.  H.  Hampton 
Frank  F.  Harris 
E.  M.  Harrison 
Carl  A.  Hartung 
John  B.  Haskins 

G.  P.  Havmore 

H.  B.  Henning 
Charles  R.  Henry 
Homer  D.  Hickey 


John  M.  Higgason 
J.  M.  Higginbotham 
J.  F.  Hobbs 
John  W.  Hocker 
David  Hoehn 
J.  McC.  Hogshead 

C.  M.  Hooper 
Don  R.  Hornsby 

0.  G.  Hughes 
P.  R.  Hysinger 

R.  O.  Ingham 

D.  Isbell 

Joseph  Johnson,  Jr. 
Franklin  Johnson 
J.  Paul  Johnson 
J.  W.  Johnson 

D.  B.  Karr 
Joe  Killebrew 
John  J.  Killeffer 
J.  E.  Kimball,  Jr. 
Clyde  R.  Kirk 
Gene  H.  Kistler 
Norris  J.  Knox 
Clarence  B.  Landham. 
M.  F.  Langston 

H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
Wm.  S.  Leake,  Jr. 
Phillip  H.  Livingston 
H.  D.  Long 

S.  H.  Long 

Hugh  B.  Magill,  Jr. 

T.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
John  R.  Martin 
M.  A.  Mr-acham 
William  MacGuire 
Ott  B.  McAtee 

H.  J.  McAlister 
Cooper  H.  McCall 
Augustus  McCravey 
J.  B.  McGhee 

1.  D.  L.  McPheeters 
George  A.  Mitchell 
Fay  B.  Murphey 
Oscar  B.  Murray 
Cecil  E.  Newell 

E.  Dunbar  Newell 

E.  T.  Newell 

E.  T.  Newell,  Jr. 

A.  M.  Patterson 
R.  L.  Patterson 

E.  White  Patton 

F.  O.  Pearson 

I.  B.  Phillips 

W.  D.  L.  Record 
W.  A.  Reed 
E.  E.  Reisman 
E.  E.  Reisman,  Jr. 
Herman  Renner 
Wm.  H.  Riheldaffer 
Gilbert  Roberts 

G.  Madison  Roberts 
Howard  C.  Robertson 
Robert  C.  Robertson 

H.  A.  Schwartz 
R.  C.  Sexton 
Clarence  Shaw 

R.  E.  Shelton 
W.  J.  Sheridan 
John  N.  Shipp 
V.  F.  Shull 
Leopold  Shumacker 
Moore  J.  Smith,  Jr. 
Stewart  P.  Smith 
Harold  J.  Starr 
John  B.  Steele 
Willard  Steele 
Willard  H.  Steele 
William  A.  Stem 
Wm.  G.  Stephenson 
Charles  L.  Suggs,  Jr. 

J.  B.  Swafford 

J.  Hamilton  Taylor 
Jack  Tepper 
Chas.  Roberts  Thomas 
A.  S.  Ulin 
Louis  Ulin 
Wm.  E.  Van  Order 
O.  L Von  Canon 
A.  J.  Von  Werssowetz 
James  Wallace 
L.  Spires  Whitaker 
G.  Victor  Williams 

S.  H.  Wood 
Tames  C.  Wright 
George  G.  Young 


Daisy 

C.  A.  Clements 


Ooltewah 
Eugene  Ryan 
Soddy 
E.  L.  Jenkins 

HARDEMAN 
COUNTY 
Bolivar 
E.  L.  Baker 

P.  M.  Bishop 

D.  L.  Brint 
L.  McKenzie  Gross 
Virginia  Gross 
W.  E.  Lawrence 

B.  F.  McAnulty 
W.  W.  Winters 
(Mbr.  Robertson  Co.) 

Grand  Junction 
L.  D.  Pope 

Whiteville 
Aubrey  Richards 
HARDIN  COUNTY 
Savannah 
O.  C.  Doty 
J.  V.  Hughes,  Jr 
Otis  Whitlow 
O.  H.  Williams 
HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite,  Jr. 

(Mbr.  Greene  Co.) 

Rogersville 
Roy  A.  Doty 
(Mbr.  Greene  Co.) 

HAYWOOD 
COUNTY 
Brownsville 

T.  C.  Chapman 
H.  L.  Gilliand 
Roy  M.  Lanier 
W.  D.  Poston 
Genn  T.  Scott 
David  E.  Stewart 
John  C.  Thornton 
John  Thornton,  Jr. 
Wm.  F.  Wagner 
J.  K.  Welch,  Jr. 

Stanton 
J.  A.  Jones 

HENDERSON 
COUNTY 
Lexington 
R.  M.  Conger 

C.  J.  Huntsman 
W.  C.  Ramer 

HENRY  COUNTY 
Henry 

G.  L.  McDaniel 

Paris 

J.  W.  Didcoct 
Arthur  Dunlap 
R.  Graham  Fish 
J.  H.  Jones 
C.  H.  Johnson 
Geo.  R.  McSwain 
J.  H.  McSwain 

E.  B.  Paschall 
W.  G.  Rhea 
Elroy  Scruggs 
J.  Roy  Smith 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 

COUNTY 

Centerville 
J.  S.  Beasley 
Ogle  Jones 
(Mbr.  Davidson  Co.> 

Only 

L.  F.  Pritchard 

HOUSTON 

COUNTY 

Brin 

Troy  Walker 
(Mbr.  Montgomery 
Co.) 
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HUMPHREYS 

COUNTY 

Waverly 

H.  C.  Capps 

J.  C.  Armstrong 

JACKSON  COUNTY 
Gainesboro 

L.  R.  Anderson 
L,  R.  Dudney 
R C.  Gaw 


JEFFERSON 

COUNTY 

Dandridge 

Sam  D.  Sullenberger 
Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 

Sam  C.  Fain 
(Mbr.  Hamblen  Co.) 
Frank  Milligan 
T.  E.  Wright 
(Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Roland  M.  Webster 
(Mbr.  Knox  Co.) 
Robert  Creech 

White  Pine 
Jarrett  Williams 

JOHNSON 

COUNTY 

Mountain  City 
R O.  Glenn 


KNOX  COUNTY 

Byington 

A.  R.  Garrison 

Concord 
Malcolm  Cobb 

J.  S.  Reynolds 

Corryton 

A.  D.  Simmons 

Fountain  City 

A.  L.  Jenkins 

F.  H.  Payne 
Joe  L.  Raulston 
J.  Gordon  Smith 

Inskip 

O.  K.  Williams 


Knoxville 

Eugene  Abercrombie 
Alton  Absher 
Herbert  Acuff 
Robert  L.  Akin 
Eben  Alexander 
Chas  Armstrong 
W.  S.  Austin 
Troy  P.  Bagwell 

B.  G.  Baker 
Robert  Baker 

O.  E.  Ballou 

C.  E.  Barnett 
Spencer  Y.  Bell 
Chas.  W.  Black 

M.  L.  Black 

W.  A.  Boies 
Robert  Brashear 

L.  A.  Brendle 
Horace  E.  Brown 
Richard  Butler 

P.  H.  Cardwell 
L.  C.  Caylor 
Jack  Chesnev 

L.  Warren  Chesney 

H.  S.  Christian 
H.  E.  Christenberry 
H.  E.  Christenberry, 

, Jr' 

K.  W.  Christenberry 
W.  F.  Christenberry 
C L Chumley 
Edward  S.  Clayton 
Sam  Cooper 

K.  C.  Copenhaver 


M.  M.  Copenhaver 
Williarn  R.  Cross 
Miles  Crowder 
J.  P.  Cullum 

H.  K.  Cunningham 

V.  C.  Dai  I 
Daniel  Davis 
R V.  Depue 

W.  A.  DeSautelle 
W.  T.  DeSautelle 
Sheldom  Domm 
Earl  Donathan 
W.  F.  Dorsey 
John  Daugherty 
Fred  F.  Dupree 

J.  Gilbert  Eblen 
E.  M.  Edington 
J B,  Ely 
W.  H.  Enneis 
Frank  Faulkner 
Roy  Fisher 
P.  J.  Flippen 
J.  H.  Gammon 
W.  D.  Gibson 
Edgar  L.  Grubb 
Glenn  Grubb 
E.  A.  Guynes 
J.  R.  Hamilton 

B.  I.  Harrison 
Eugene  Haun 
Louis  A.  Haun 
J.  T.  Hayes,  Jr. 

M.  L.  Hefley 
George  G.  Henson 
Jesse  C.  Hill 
John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 

S.  H.  Hodge 
Stuart  Hodges 
David  F.  Hoey 
George  Turner  How- 
ard, Jr. 

Moses  Howard 

A.  G.  Huffstedler 
Fred  E.  Hufstedler 
Geo.  Inge 

C.  E.  Irwin 
W.  J.  Irwin 
Harry  H.  Jenkins 
C.  B.  Jones 
John  O.  Kennedy 

R.  C.  Kimbrough,  Jr. 

I.  H.  Kincaid 
H.  L.  Kitts 

A.  Hobart  Lancaster 
Robert  P.  Layman 

J.  Marshall  Lea 
Robert  S.  Leach 
John  H.  Lesher 
Forest  S.  LeTellier 
H C.  Long 

Geo.  S.  Mahan 
H.  H.  McCampbell 

T.  L.  McCarter 
Roy  McCrary 

A.  R.  McCullough 

M.  D.  McCullough 
Roy  L.  McDonald 
(Mbr.  Anderson- 
Campbell) 

P.  A.  McGinnis 
Richard  McIIwaine 

R.  L.  McRevnoIds 
Edwin  E.  Miller 
Ralnh  Monger 

J.  L.  Montgomery 
John  D.  Moore 
Owen  Moore 
Joel  C.  Morris 
J.  F.  Morrow 
William  S.  Muse 
J.  B.  Naive 
T.  B.  Neil 

N.  M.  Newport 
Eugene  P.  Nicely 
Hazel  Nichols 
Ralph  Nichols 

B.  M.  Overholt 
Nicholas  Pappas 
Robert  F.  Patterson 
Herschel  Penn 
Jarrell  Penn 

H Dewey  Peters 

B.  F.  Peterson 

S.  Joe  Platr 
Herbert  L.  Pope 
W.  W.  Potter 
Bruce  Powers 

R.  M.  Powell 
John  A.  Range 
W.  D.  Richards 

N.  G.  Riggins 
M.  S.  Roberts 


Frank  Rogers 
Olin  W.  Rogers 
A.  L.  Rule 
J.  H.  Saffold 
Wm.  A.  Shelton 
A.  B.  Shipley 
Frank  J.  Slemmons 
(Mbr.  Anderson- 

C.ampbell) 

Chas.  C.  Smeltzer 
Andrew  Smith 
Toe  T.  Smith 
Philip  Smith 
Vernon  I.  Smith 
Tohn  R.  Smoot 
J.  M.  Stockman 
r,  W.  Stone 
Thos.  Stevens 
R.  G.  Tappan 
George  W.  Tharp 
D R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 
Geo.  M.  Trotter 
R G.  Waterhouse 
David  Waterman 
Alvin  J.  Weber,  Jr. 
Fred  West 
W.  L.  Whitehurst 
Geo.  Wilhelm 
Leon  J.  Willien 

G.  A.  Williamson,  Jr. 
R.  B.  Wood 
R.  M.  Young 
E.  Russell  Zemp 


Mascot 

H.  J.  Bolin 

L.  W.  Luttrell 


Powell  Station 

L.  F.  Cruze 


LAKE  COUNTY 
Ridgely 
W.  B.  Acree 


Tiptonville 

K.  C.  Kelty 
(Mbr.  Obion  Co.) 
W.  T.  Rainey 
E.  B.  Smythe 


LAUDERDALE 

COUNTY 


Halls 

James  K.  Hinton 
J.  G.  Olds 


Ripley 

J.  L.  Dunavant 
R.  B.  Griffin 
W.  Y.  C.  Hannum 

C.  L.  Horn 
J.  R.  Lewis 
Thos.  E.  Miller 
Olyn  Fred  Moore,  Jr. 
Landrum  S.  Tucker 


LAWRENCE 
COUNTY 
Iron  City 
J.  W.  Jordan 

Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 
J.  W.  Danley 
Leo  C.  Harris,  Jr. 
Leo  C.  Harris,  Sr. 

T.  A.  McAmis 

T.  J.  Stockard 

Lorelto 
A.  D.  Cole 

M.  H.  Weathers 


LEWIS  COUNTY 
Hohenwald 
William  E.  Boyce 
(Mbr.  Maury  Co.) 
Jerome  Powers 


LINCOLN  COUNTY 
Ardmore 

D.  T.  Hardin 

Boonshill 
J.  E.  Sloan 

Elora 
A.  L.  Griffith 

Fayetteville 

C.  L.  Goodrich 
Walter  C.  Flumbert 
Ben  H.  Marshall 

R.  E.  McCown 
J.  V.  McRady 
J.  M.  McWilliams 
r.  A.  Patrick 

Petersburg 
W.  S.  Joplin 

LOUDON  COUNTY 
Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Hughes  Johnson 
J.  A.  Leeper 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Arthur  P.  Harrison 
(Mbr.  Knox  Co.) 

W.  B.  Harrison 
(Mbr.  Knox  Co.) 

Wm.  T.  McPeake 
(Mbr.  Knox  Co.) 
Halbert  Robinson 
(Mbr.  Knox  Co.) 

J R.  Watkins 
(Mbr.  Knox  Co.) 

MACON  COUNTY 

Lafayette 

D.  D.  Howser 
Max  E.  Painter 
John  R.  Smith 


MADISON 

COUNTY 

Bemis 

D.  L.  Brint 
Henry  N.  Moore 
Wm.  E.  Overman 
Kelly  Smythe 

Jackson 
J.  G.  Anderson 
G.  H.  Berryhill 
Wm.  H.  Brooks 
Cecil  H.  Brown 

R.  S.  Brown 
Swan  Burrus 
Hughes  Chandler 
Tate  B.  Collins 
Jere  L.  Crook 

J.  E.  Douglass 
W.  T.  Fitts 
Robt.  L.  Gilliam 
Henry  H.  Herron 

S.  M.  Herron 
G.  B.  Hubbard 
Helen  Johnston 
Leland  M.  Johnston 
G.  Frank  Jones 
Horace  L.  Jones 
Samuel  Marshall 
Frank  A.  Moore 
John  Nuckolls 

J.  C.  Pearce 
J.  E.  Powers 
W.  G.  Saunders 
J.  R.  Thompson,  Jr. 
Barbara  Truex 

S.  Allen  Truex 
Chas.  F.  Webb 
Chas.  H.  Webb 
R.  B.  White 
Geo.  B Wyatt 
Paul  E.  Wylie 

Mercer 
J.  M.  Curry 


MARION  COUNTY 

Jasper 
Stevens  Byars 
(Mbr.  Hamilton  Co.) 

MARSHALL 

COUNTY 

Lewisburg 
Kenneth  Brown 
(Mbr.  Bedford  Co.) 

1.  T.  Gordon 
(Mbr.  Bedford  Co.) 
Thomas  A.  Wheat 
(Mbr.  Bedford  Co.) 


MAURY  COUNTY 

Columbia 

D.  B Andrews 
H.  C.  Busby 
Mildred  Casey 
William  N.  Cook 

J.  L.  Farringer 
J.  T.  Hart 
Robin  Lyles 
Clay  R.  Miller 
James  B.  Miller 
Edwin  K.  Provost 
Warren  Rucker 
Leon  S.  Ward 
Eleanor  Williamson 
Watt  Yeiser 


Ml.  Pleasant 
G.  C.  English 
J.  H.  Jones 
C.  D.  Walton 


Springhill 

B.  H.  Woodard 


McMINN  COUNTY 

Athens 
W.  R.  Arrants 

R.  W.  Epperson 

C.  O.  Foree 

W.  Edwin  Foree 
Edward  B.  Ranck 
Helen  M.  Richards 

L.  H.  Shields 

Decatur 
W.  J.  Abel 

Englewood 

D.  P.  Brendle 

Etowah 

Charles  T.  Carroll 

S.  Boyd  McClary,  Jr. 
H.  C.  Miles 

John  C.  Sharp 


McNAIRY  COUNTY 

Adamsville 
W.  A.  Phillips 

Selmer 

T.  N.  Humphrey 

E.  M.  Smith 
Montie  Smith 

MONROE  COUNTY 

Madisonville 
R.  C.  Kimbrough 

Sweetwater 
W.  J.  Cameron 

D.  F.  Heuer,  Jr. 

T.  A.  Lowry 
H.  M.  McGuire 
J.  E.  Young 


MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 


Carlos  B.  Brewer 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 

H.  H.  Edmonson 
V.  H.  Griffin 

I.  E.  Hunt 

J.  H.  Ledbetter 
Wm.  G.  Lyle 

F.  J.  Malone 
Jack  Ross 
John  W.  Ross 
Bryce  Runyon 
A.  F.  Russell 

M.  L.  Shelby 
Paul  E.  Wilson 
R M.  Workman 

MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN  COUNTY 
Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 
Kenton 
A.  H.  Gray 
J.  M.  Capps 

Obion 
J.  C.  Walker 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Troy 

E.  A.  Boswell 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Union  City 

M.  A.  Blanton,  Jr. 

M.  A.  Blanton,  Sr. 

H.  Calhoun 
Robb  M.  Darnall 
Robert  G.  Latimer 
R.  G.  Latimer,  Jr. 

M.  T.  Tipton 

OVERTON 

COUNTY 


Livingston 

W.  M.  Breeding 
W.  M.  Brown 
J.  D.  Capps 
Joe  Capps 
H.  B.  Nevans 
A.  B.  Qualls 
Myrtle  L.  Smith 


PERRY  COUNTY 
Linden 

O.  A.  Kirk 


POLK  COUNTY 
Benton 
John  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
H.  H.  Hyatt 
( Mbr.  Hamilton  Co.) 
H.  P.  Hyde 
(Mbr.  Bradley  Co.) 
C.  W.  Strauss 
(Mbr.  Hamilton  Co.) 


Ducktown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM  COUNTY 
Algood 
J.  T.  Moore 

Baxter 

R.  H.  Millis 

Cookeville 
Lex  Dver 

Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
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W.  A.  Howard 
Thurman  Shipley 

H.  H.  Taylor 

J.  Fred  Terry 

R.  L.  Witherington 

Granville 

L.  M.  Freeman 

Monterey 
T.  M.  Crain 


RHEA  COUNTY 
Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.) 

ROANE  COUNTY 
Harriman 
Thos.  L.  Bowman 

H.  Stratton  Jones 

L.  A.  Killeffer 

Kingston 
Nat  Sugarman 
Oliver  Springs 

S.  J.  Van  Hook 
Rockwood 
Robert  S.  Hicks 
Thos.  H.  Phillips 

R.  F.  Regester 

G.  E.  Wilson 

Oak  Ridge 
(See  Anderson  Co.) 

R.  W.  Augustine 
Chas.  H.  Benning 
John  P.  Crews 
Howard  Curl 
Dexter  Davis 
John  DePersio 
Jack  Diamond 
R.  H.  Duewall 
Jean  S.  Felton 
Agnes  N.  Flack 
James  Tlarmon 
Wm.  P.  Hardy 
(Mbr.  Davidson  Co.) 
Harry  Helm 
Dana  Nance 
Kenneth  O'Connor 
Jimmy  L.  Pinkston 
Samuel  D.  Poore 
Lewis  Preston 
R.  M.  Price 
William  Pugh 
Hyman  Rossman 
O.  B.  Rogers 

H.  B.  Ruley 

L.  A.  Salisbury 
R.  E.  Tromly 
Cordell  Williams 
Paul  D.  Scofield 
Joseph  S.  Lyon 
Chas.  J.  Rogan 

ROBERTSON 

COUNTY 

Ridgetop 
W.  S.  Rude 

Springfield 
W.  B.  Dye 
John  S.  Freeman 
J.  S.  Hawkins 

A.  R.  Kempf 
R.  L.  Mathews 
W.  W.  Porter 
W.  P.  Stone 
J.  E.  Wilkison 


RUTHERFORD 

COUNTY 

Murfreesboro 
W.  Stanley  Barham 
J.  B.  Black 


J.  T.  Boykin 
V.  S.  Campbell 
John  F Cason 

B.  S.  Davidson 
Gilbert  Gordon 
J.  R.  Gott 
R.  D.  Hollowell 

A.  J.  Jamison 
J.  K.  Kaufman 
Lois  M.  Kennedy 

M.  B.  Murfree,  Jr. 
Eugene  Odom 

B.  W Rawlins 
J.  A.  Scott 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 
J.  M.  Shipp 


SCOTT  COUNTY 
Norma 

D.  T.  Chambers 

Oneida 
W.  S.  Cooper 

M.  F.  Frazier 
M.  E.  Thompson 
Milford  Thompson 


SEVIER  COUNTY 

Gatlinburg 
Ralph  H.  Shilling 


Sevierville 
Troy  J Beeler 
R.  A.  Broadv 
R.  A.  McCall 
Chas.  E.  Pack,  Jr. 
(Mbr.  Anderson- 
Campbell  Co.) 
Robt.  F.  Thomas 

C.  P.  Wilson 
O.  H.  Yarberry' 


SHELBY  COUNTY 
Brunswick 

C.  C.  Chaffee 

Collierville 
L.  P Pearce 
R.  F.  Kelsey 


Cordova 
W.  F.  Boyd 
John  T Carter,  Jr. 

C.  A.  Chaffee 


Forest  Hill 
J.  E.  Clark 


Memphis 

Shields  Abernathy 
L.  H.  Adams 
W.  M.  Adams 
Justin  H.  Adler 
W.  G.  Alford 
C D.  Allen 
Chester  Glenn  Allen 
Tacob  Alperin 

E.  L.  Anderson 

S.  B Anderson 

C.  G.  Andrews 
G.  E.  Ankerson 

D.  H.  Anthony 
J.  M.  Aste 

H E Atherton 
W.  W.  Aycock 
J.  C.  Ayres 
J.  C.  Ayres,  Jr. 

C.  O.  Bailey 
L.  C.  Bailes 

A.  L.  Ball 
L.  S.  Baskin 
G.  H.  Bassett 
J.  L.  Beauchamp 
Chas.  A.  Bender 
J.  M.  Bethea 
J.  M.  Biggs 
James  D.  Biles,  Jr. 
W.  T.  Black,  Jr. 
Sam  Blackwell 
Breen  Bland 


C D.  Blassingame 
Phil  Bleecker 
J.  B.  Blue 
W.  R.  Blue 
John  O.  Boals 
J.  G.  Bohorfoush 
Robt.  F.  Bonner 
Whitman  Borg 
R.  L.  Bourland 
Earl  Bowerman 
(Mbr.  Davidson  Co.) 

R.  L.  Bowlin 

H.  B.  Boyd 

L.  F.  Boyd 
R.  R.  Braund 
Jas.  T.  Bridges 
J.  N.  Brien,  Jr. 

Carey  Bringle 

D.  A.  Broady 

J.  M.  Brockman 

J.  H Bronstein 
R.  Neil  Brown 
(Mbr.  Washington- 
Carter-Unicoi) 

Harry  G.  Bryan 
Samuel  Bryan 

K.  M.  Buck 

J.  A.  Buchignani 
W.  D.  Burkhalter 
Geo  H Bnrkle,  Jr. 

M.  K.  Callison 
E E.  Camp 

E.  Guy  Campbell 
Ernest  A.  Canada 

D.  M.  Carr 
David  S.  Carroll 
Chas.  H.  Carter 
J.  P.  Carter 

L.  L.  Carter 

C.  B.  Chaffee 

J.  M.  Chambers 

A.  H.  Chamberlain 
W.  C.  Chaney 

R.  E.  Ching 
Charles  L.  Clark 
J.  C.  Clark 
I D.  Cleveland 

E.  W.  Cncke 

E.  W.  Cocke,  Jr. 

M.  D.  Cohen 
Max  H.  Cohen 
W.  C.  Colbert 

B.  C.  Collins 
James  H.  Collins 
E.  D.  Connell 

A F Cooper 
George  A.  Coors 
Giles  A.  Coors 
J.  E.  Cottrell 
John  E.  Cox 
P.  T.  Crawford 
J.  A.  Crisler,  Jr. 

C.  V.  Croswell 
J.  A.  Danciger 
R.  R.  Davennort 
Orin  L.  Davidson 
J M.  Davis 
Charles  J.  Deere 

V.  J.  Demarco 
Wm.  E.  Denman,  Jr. 
Alice  Deutsch 

L.  W.  Diggs 

W.  T.  Dinsmore 
J.  M.  Dorris 

J.  J.  Douglas 
Horton  DuBard 

I.  G.  Duncan 
Elmer  S.  Eddins 
H.  V.  Elzey 
James  N.  Etteldorf 

C.  B.  Etter 

J.  D.  Evans 

M.  L.  Evans 
Sidney  S.  Evans 
H.  B.  Everett 
Turley  Farrar 
Harold  Feinstein 
F W.  Fielder 
Daniel  F Fisher 

T.  B Fisher 

J.  C.  Flaniken 
R.  B.  Flaniken 

T.  H.  Francis 
Bert  Friedman 
Eugene  W.  Gadberry 

D.  D.  Galloway 
J.  A.  Gardner 

D.  C.  Gray 
(Mbr.  Dyer,  Lake 
and  Crockett) 

Elsbeth  Gehorsam 

C.  E.  Gillespie 
George  E.  Gish 
C.  H.  Glover 


Fred  A.  Goldberg 
Alfred  Golden 

D.  W.  Goltman 
J.  S.  Goltman 
L.  I.  Goldsmith 
J.  O.  Gordon 

A.  C.  Gose 

H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 
W.  H.  Gragg,  Jr. 

L.  M.  Graves 
W.  R.  Graves 
H.  D.  Gray 
Arthur  W.  Green 
H.  W.  Greenburgh 
Jack  Greenfield 
J.  O.  Griffin 

A.  J.  Grobmyer 

N.  W.  Guthrie 
(Mbr.  Scott  Co.) 

E.  R.  Hall 

V.  A.  Hall 

J.  F.  Hamilton 

E.  C.  Ham 

B.  F.  Hardin 

A.  B.  Harmon 
(Mbr.  Hickman  Co.) 

I H.  Harris 

Chas.  W.  Harting 
Mallory  Harwell 

C.  D.  Hawkes 
Jean  E.  Hawkes 
Floyd  B.  Hay 
(Mbr.  Overton  Co.) 
James  E.  Hayes 

L.  K.  Haynes 
C.  H.  Heacock 

M.  B.  Hendrix 
R.  A.  Hennessey 

B.  S.  Henry 
J.  P.  Henry 

A.  L.  Herring 
J.  H.  Herring 
George  B.  Higley 
H.  G Hill 

J.  J.  Hobson 

C.  F.  Hoffman 

M.  W.  Holehan 
J.  E.  Holmes 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
J.  L.  Houston 

Wm.  T.  Howard 
A.  G Hudson 
Joe  Hubstedler 
Felix  Hughes 
James  A.  Hughes 
(Mbr.  Greene  Co.) 
John  D.  Hughes 
James  G.  Hughes 
Max  O.  Hughes 

W.  E.  Hurt 

E.  F.  Hurteau 
A.  Quinn  Hyde 
C.  W.  Ingle 
A.  J.  Ingram 
T.  M.  Jackson 
H.  B.  Jacobson 
H.  J.  Jacobson 

C.  E.  James 

D.  H.  James 
J.  ,A.  James 
A.  M.  Jones 

G.  P.  Jones,  Jr. 
Russell  S.  Jones 
Harry  Johnson 
Robert  G.  Jordan 
L.  A.  Kasselberg 
Chas  R.  Kessler 
Henry  G.  Kessler 
Ernest  G.  Kelly 
Webb  B.  Key 
Charles  M.  King 
J.  C.  King 

V.  D.  King 

T A.  Kirkland 

W.  F.  Klotz 
R.  A.  Knight 

Cary  M.  Kuykendall 

N.  W.  Kuykendall 
H Z.  Landis 

E.  A.  Laughlin 

O.  M.  Laten 
■Frank  A.  Latham 
R.  E.  Lawson 

N.  E Leake 
Thos.  F.  Leatherwood 
Gilbert  J.  Levy 
Louis  Levy 
C.  K.  Lewis 
L.  C.  Lewis 

P.  M.  Lewis 

E.  J.  Lipscomb 


Geo  R Livermore 

D.  G.  Lockwood 
Walter  M.  Loeb 
J.  H.  Lotz 
Carruthers  Love 
W.  H.  Love  joy 
William  Lovejoy 
W.  F.  Mackey 
Holt  B.  Maddox 
Battle  Malone,  II 
Florence  I.  Maloney 
T.  P.  Manigan 
Philip  M.  Markle 
Carl  D.  Marsh 

C.  H.  Marshall 
A.  D.  Mason,  Jr. 
Chas.  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 

0.  S.  Matthews 
William  P.  Maury 
R.  F.  Mayer 

E.  G.  Meriwether 

A.  H.  Meyers 

C.  W.  Miller 
R.  H.  Miller 
Richard  A.  Miller 
Richard  W.  Miller 
W.  D.  Mims 

H.  F.  Minor 
E.  D.  Mitchell 

E.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 
E.  C.  Mobely 

J.  C.  Mobley,  Jr. 
Benj.  A.  Moeller,  Jr. 
( Mbr.  Consolidated) 
Moore  Moore 
Moore  Moore,  Jr. 
Thomas  D.  Moore 
Wallace  P.  Moore 

1.  L.  Morgan 
Henry  Moskowitz 

J.  P.  Moss 

T.  C.  Moss 
R.  Lyle  Motley 
Francis  Murphey 

G.  W.  Musgraves 
Roland  H.  Myers 
Ezell  McCann 

T.  J.  McCaughan 

D.  C.  McCool 

R.  B.  McCormick 

O.  S.  McCowan,  Jr. 
J.  W.  McElroy 
J.  L.  McGeehee 
T.  A.  McIntosh 
T.  Wesley  McKinney 

E.  E.  McKenzie 
Elsie  McQuiston 
J.  A.  McQuiston 

C.  M.  Oherschmidt 

D.  W.  Oelker 

L.  C.  Ogle 
Charles  B.  Olim 
J.  C.  Orman 

B.  T.  Otev 
Henry  Packer 
Ira  O.  Park 
R.  H.  Parr 
Samuel  Pastor 
George  Pastorius 

M.  L.  Patton 
Raphael  N.  Paul 

G.  E.  Paullus 
Cleveland  Payne 
R.  S.  Pearce 

F.  M.  Peete 
Robt.  H.  Peeples 

B.  L Pentecost 
W.  H.  Pistole 

L.  R Polk 

R.  M.  Pool 

A.  R.  Porter,  Jr. 

C.  H.  Porter 
A.  B.  Powell 
W.  T Pride 

H.  W.  Oualls 
A.  G Ouinn 

J.  W.  Ragsdale 

E.  A.  Raines 
H.  R.  Raines 

S.  L.  Raines 
Robert  Raskind 

G.  P.  Rawls 
R.  B.  Rav 
John  Redman 

T R Reinberger 
Hal  S.  Rhea 
Alma  B.  Richards 
W.  W.  Riggs 

M.  J.  Roach.  Jr. 


Frank  L.  Roberts 
(Mbr.  Consolidated 

Cos.) 

C.  G.  Robinson 
W.  W.  Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 
W.  A.  Ruch 
W.  L.  Rucks 

H.  G.  Rudner 
Cyrus  J.  Ruilman 
W.  A.  Runkle 

P.  B.  Russell,  Jr. 

R.  O.  Rychener 
L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
C.  H.  Sanford 
W.  T.  Satterfield 
David  E.  Scheinberg 

H.  C.  Schmeisser 

P.  C.  Schreier 

L.  V.  Schmittou 
Jos.  L.  Scianni 

M.  W.  Searight 

L.  L.  Sebulsky 

E.  C.  Segerson 

M.  B.  Selegstein 

R.  E.  Semmes 
John  L.  Shaw 
J.  J.  Shea 

S.  J.  Sibley 
W.  L.  Simpson 
Paul  R.  Sissman 
Edward  F.  Skinner 
Hugh  Smith 
James  H Smith 
Joseph  H.  Smith 
O.  E.  Smith 

F.  Ward  Smythe 
John  J.  Sohm 
Harold  A.  Sparr 
J.  S.  Speed 

M.  G.  Spingarn 
Douglas  H.  Sprunt 
Joseph  Stabnick 
j.  B.  Stanford 
Oscar  Stegall 
Neuton  S.  Stern 
Cleo  W.  Stevenson 
E.  M.  Stevenson 
E.  N.  Stevenson 
M.  J.  Stewart 
William  D.  Stinson 
S.  Fred  Strain 
Dana  M.  Street 

A.  N.  Streeter 
W.  D.  Sutliff 

B.  S.  Talley 
Finis  A.  Taylor 
Newman  Taylor 
Robert  Taylor 
W.  W.  Taylor 
Morton  J.  Tendler 
Chas.  E.  Thompson 
Wm.  W.  Tribby 

A.  B.  Tripp 
Merlin  J.  Trumbull 

I.  Frank  Tullis 
H.  K.  Turley 
John  C.  Turley 
R.  B.  Turnbull 
(Mbr.  Sumner  Co.) 

C.  C.  Turner 
C.  F.  Varner 

J.  A.  Vaughn 
Leonard  J.  Vernon 

R.  Hudson  Vunk 

S.  L.  Wadley 
Lewis  A.  Walker 
O.  P.  Walker 
Richard  P.  Walker 
W.  W.  Walker 
Grady  M.  Wallace 
James  A.  Wallace 

R.  A.  Wallace 
Cecil  E.  Warde 

T.  L.  Waring 
O.  S.  Warr,  Jr. 

W.  W.  Watkins 
C.  R.  Webb 

J.  J.  Weems 

S.  I.  Wener 

1 D.  Weiner 
J.  D.  West 
Thomas  H.  West 
Frank  E.  Whitacre 
J.  E.  Whiteleather 
L.  A.  Wilcox 
W.  L.  Wilhelm 
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A.  B Williams 

H.  G.  Williams 
Marvin  L.  Williar 
S.  B.  Williamson 
W.  L.  Williamson 
Harwell  Wilson 
James  E.  Wilson 
John  M.  Wilson 

R.  B.  Wilson 
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prolonged  action  The  effect  of  each  application  of  Privine  provides  two  to  six  hours  of  nasal 
comfort,  thus  avoiding  the  inconvenience  of  frequent  re^applicadon. 


bland  and  non-irritating  Privine  is  prepared  in  an  isotonic  aqueous  solution  buffered  to  a pH 
of  6.2  to  6.3.  Artificial  differences  in  osmotic  pressure  between  Solution  and  epithelium 
are  avoided;  stinging  and  burning  are  usually  absent 

relatively  free  from  systemic  effects  Although  a sedative  effect  is  occasionally  noted  in 
infants  and  young  children  — usually  after  gross  overdosage  — Privine  is 
generally  free  of  systemic  effect.  The  absence  of  central  nervous  stimulation  permits 
the  use  of  Privine  before  retiring  without  interfering  with  restful  sleep. 

•CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  NEW  JERSEY 


fl  Privine  0.05  per  cent  for  all  prescription  purposes;  0.1  per  cent  strength  reserved  for  office  procedures. 
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1.  Boil  the  water  and  cool 
to  luke-warm 


2.  Float  measured  powder 
on  top  of  the  water 


3.  Mix  with  a iarge  spoon 
or  fork 


SIMILAC  FEEDINGS  ARE 


TO  PREPARE 


A;  takes  only  30  seconds  to  induce  solution  if  the  powder  is  floated  on 
top  of  the  water.  Lukewarm,  boiled  water  is  desirable. 

No  need  to  mix  several  ingredients — hence  tlie  possibility  of  errors  in 
measurement  is  greatly  reduced. 

The  ratios  of  fat,  sugar,  and  protein,  and  the  zero  curd  tension , remain 
constant  regardless  of  concentration  . . . Therefore,  no  gastrointestinal 
disturbance  will  normally  occur,  should  the  mother  err  occasionally  in 
counting  the  number  of  measures  of  Similac  powder. 

The  level  tablespoon  measure  in  each  can  eliminates  the  possibility  of 
underfeeding  or  overfeeding  due  to  varying  sizes  of  “tablespoons.” 


"Result: 


Similac  reduces  dietary  disturbances 
traceable  to  mothers’  errors  in  preparation  of  the  formula 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


} ' 


I 


»*• 


R 

Ui*  JktRM 

